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Malpractice: 

I < n*l  l e A Tarfiet... 


Your  office  staff  may  be  working  against 
you  in  avoiding  a malpractice  lawsuit. 

Patients  often  get  an  impression  of  you  as 
a physician  by  the  way  they  are  treated  in 
your  office  — even  before  they  see  you.  Yet 
office  staff  generally  get  little  guidance  in 
this  important  area. 

To  help  the  members  of  your  office  staff, 
Mutual  Assurance  offers  a comprehensive 
loss  prevention  program  for  them. 

Using  audio  tapes  and  detailed  workbooks, 
the  program  delivers  custom  instruction  to 
your  receptionist,  your  office  manager,  your 


billing  clerk  and  your  nurses.  And  unlike  cost- 
ly seminars,  the  program  can  be  reused  time 
and  time  again  for  refresher  courses  and  for 
new  employees. 

The  program  includes  written  examinations 
for  each  member  of  your  staff.  The  examina- 
tion is  graded  by  an  educational  testing  ser- 
vice and  returned  for  your  review  and 
follow-up. 

The  cost  — $85.  To  order  your  set  of  five 
tapes  and  workbooks,  call  1-800-272-6401 
(Toll  Free)  or  933-7280  in  Birmingham. 


m 


.Mutual 

Assurance 


It's  Your  Company  Use  It! 
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Chemical  dependency  is  a disease. 
Like  pneumonia,  diabetes,  or  cancer. 
And  like  those  diseases,  it  can  be 
treated.  When  your  patients  need 
treatment  for  a specialized  medical 
disorder,  you  refer  them  to  a 
specialist  in  that  field.  Why  should 
the  disease  of  chemical  dependency 
be  treated  differently? 

The  specialists  in 
addictive  diseases. 

Bienville  Recovery  Center  (formerly 
Biloxi  Regional  Outreach)  is  unlike 
any  other  chemical  dependency 
treatment  center  on  the  Mississippi 
Gulf  Coast.  The  physicians  who  staff 
Bienville  are  specialists  in  the 
treatment  of  addictive  diseases. 
They  direct,  coordinate,  implement, 
and  participate  in  treatment  of 
alcoholism  and  drug  addiction.  Their 
treatment  team  includes  nurses, 
clinical  assistants,  a consulting 
psychiatrist,  a clinical  psychologist, 
a social  worker,  an  alcohol  and  drug 
counselor,  an  aftercare  coordinator, 
a family  counselor,  a family  coordi- 
nator, a certified  recreational 
therapist,  and  an  employee  assis- 
tance program  coordinator 


"On-call"  vs.  "On-staff" 

At  Bienville  Recovery  Center,  the 
doctors  in  charge  of  treatment  are 
actively  involved  in  the  treatment 
process  round  the  clock.  They're  not 
just  "on-call"  or  "available."  The 
treatment  of  addictive  diseases  is 
their  lives'  work  and  they  practice  it 
daily.  With  a highly  trained  and 
professional  staff,  they  offer  hope 
to  the  chemically  dependent  and 
their  families. 

A tradition  of  success. 

Bienville  Recovery  Center  is  operated 
by  South  Mississippi  Health  Services 
and  is  affiliated  with  the  successful 
Pine  Grove  Recovery  Center  in 
Hattiesburg,  Mississippi.  Bienville  is 
situated  on  beautifully  landscaped, 
rolling  grounds  that  face  the  Gulf  of 
Mexico  in  Biloxi,  Mississippi.  Thirty 
patients  are  accommodated  in  the 
30-day  residential  program.  Patios, 
courtyards,  and  a pool  contribute 
to  the  therapeutic,  non-clinical 
surroundings,  as  do  the  spacious  and 
well-appointed  rooms. 

Hope  for  recovery. 

It's  worth  a phone  call. 

If  you  have  chemically  dependent 
patients,  Bienville  Recovery  Center 
can  help  them  back  to  alcohol- 
or  drug-free  lives  The  advantages 


of  a physician-directed  and  admin- 
istered treatment  program  are  only 
a phone  call  away.  Call  now. 

Your  patients  and  their  families 
will  thank  you. 

Toll-free  1-800-843-1120 

(outside  Mississippi) 

Bienville 
Recovery 
Center 

Complete  care  by  physicians  and  staff 
trained  in  chemical  dependency 

401  East  Beach  Blvd. 

Biloxi,  Mississippi  39533 


(Formerly  Biloxi  Regional  Outreach) 
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Information  for  Authors 
Concerning  Manuscripts 


Manuscripts  should  be  typewritten,  double  spaced 
on  white  paper  8‘/2xl  1 inches  with  adequate  margins. 
Two  copies  should  be  submitted.  Authority  for  approv- 
al of  all  contributions  rests  with  the  Editor.  Alabama 
Medicine  reserves  the  right  to  edit  any  material  submit- 
ted. The  publishers  accept  no  responsibility  for  opin- 
ions expressed  by  contributors. 

Style:  The  first  page  should  list  title  (please  be  brief), 
the  author  (or  authors),  degrees,  and  any  institutional  or 
other  credits.  Bibliographies  must  contain,  in  the  order 
given:  Name  of  author,  title  of  article,  name  of 
periodicals  with  volume,  page,  month  — day  of  month 
if  weekly  — and  year.  Number  should  be  limited  to 
absolute  minimum.  References  should  be  numbered 
consecutively  in  order  in  which  they  appear  in  the  text. 

The  Sty lebook/ Editorial  Manual,  published  by  the 
AMA,  is  the  general  reference  for  questions  of  style.  It 
is  particularly  useful  in  the  proper  presentation  of  data. 
When  conflicts  occur  between  usage,  etc. , by  an  author 
and  the  stylebook,  these  will  be  resolved  in  favor  of  the 
author  if  his  method  is  persuasive  and  logical. 

Helpful  to  many  writers  is  The  Elements  of  Style  by 
William  Strunk,  Jr.,  and  E.  B.  White,  which  empha- 
sizes brevity,  vigor  and  clarity. 


Final  authority  on  grammar  is  Webster's  New  Inter- 
national, Unabridged,  Second  Edition. 

Length  of  Articles:  Articles  should  not  exceed 
3,000  words  (approximately  3-4  printed  pages).  Under 
exceptional  circumstances  only  will  articles  of  more 
than  4,000  words  be  published. 

Illustrations:  Illustrations  should  be  numbered  con- 
secutively and  indicated  in  the  text.  The  number,  in- 
dication of  the  top,  and  the  author's  name  should  be 
attached  to  the  back  of  each  illustration.  Legend  should 
be  typed,  numbered,  and  attached  to  each  illustration. 
Photographs  should  be  clear  and  distinct;  drawings 
should  be  made  in  black  ink  on  white  paper.  For  photo- 
graphs, glossy  prints  are  preferred. 

Reprints:  Reprint  orders  should  be  returned  at  once. 
Prices  for  reprints,  based  on  number  of  pages,  will  be 
furnished  upon  request  by  MASA  Services.  Com- 
munications should  be  addressed  to  Alabama  Medi- 
cine, The  Medical  Association  of  the  State  of  Alabama. 
P.  O.  Box  1900-C,  Montgomery.  Alabama  36197. 
Telephone  (205)  263-6441,  or  (toll-free  in  Alabama) 
1-800-392-5668. 


JUVENILE  ARTHRITIS  CAMP 

An  outdoor  adventure  camp  will  be  held  September  12-14,  1986  for  children/teenagers 
(ages  6-16)  with  juvenile  arthritis  and  their  parents  who  live  in  Alabama. 

Parents  and  children  attending  the  camp  will  have  an  opportunity  to: 

1.  Join  in  a variety  of  recreational  activities 

2.  Meet,  discuss  concerns  and  share  helpful  tips  with  others 

3.  Learn  up-to-date  information  about  childhood  arthritis 

4.  Learn  about  important  services  and  programs  from  local,  state  and  national 
resources. 

The  camp  is  being  sponsored  by  Spain  Rehabilitation  Center,  University  of  Alabama 
Hospital;  Multipurpose  Arthritis  Center,  The  University  of  Alabama  at  Birmingham; 
Alabama  Chapter,  Arthritis  Foundation;  and  Division  of  Rehabilitation  and  Crippled 
Children  Service,  Alabama  State  Department  of  Education.  Registration  fee  is  $30.00 
per  participant  and  a limited  number  of  scholarships  are  available. 

For  further  information  contact  Joan  Lebow,  c/o  Spain  Rehabilitation  Center,  1717  6th 
Avenue  So. , Birmingham,  AL  35233  or  call  the  Arthritis  Information  Service  of  Alabama 
(toll-free  for  Alabama:  1-800-345-6780;  934-0542  for  the  Birmingham  area). 
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Hand-To-Mouth  Is  In 


An  expression  of  my  childhood  and  the  childhood 
of  many  Americans  was  this:  “Never  eat  the  seed 
com.” 

Anyone  who  did  that  — ate  their  seed  com  — was 
considered  profligate  and  deserving  of  the  min  that 
awaited  him. 

In  its  broader  meaning  and  usage,  it  became  an 
expression  for  the  American  imperative  to  plan  for  the 
future.  Even  though  there  were  things  you  owned  that 
you  might  want  to  consume  now,  you  didn’t  dare  be- 
cause if  you  did  there  would  be  no  tomorrow. 

It  was  almost  a law,  growing  out  of  the  lessons  of 
thrift  and  prudence  bom  of  a young  nation’s  need  to 
save  and  plan.  And  it  survived  until  the  last  generation, 
when  it  disappeared. 

Nobody  thinks  twice  today  about  eating  the  seed 
com.  In  fact,  it’s  the  fashionable  thing  to  do.  Our 


government,  right  now  as  for  many  recent  years,  is 
living  hand-to-mouth,  consuming  everything  it  pro- 
duces, with  no  thought  of  future  growth  or  needs. 
Great  corporations  are  doing  it,  with  eyes  fixed  on  the 
next  quarterly  report  to  the  shareholders,  or  at  most, 
the  next  annual  report. 

We  have  become,  virtually  overnight  as  history  is 
reckoned,  a nation  that  consumes  not  only  what  it 
produces  as  fast  as  it  can  produce  it,  but  one  that  also 
consumed  future  production.  That  is  what  our  huge 
annual  deficit  and  national  rising  debt  are  all  about. 

I think  this  same  wanton  disregard  of  the  future  can 
be  seen  in  what  is  happening  in  the  American  health 
care  industry. 

This  is  not  an  original  thought,  of  course,  but  what 
started  me  to  think  about  the  present  and  future  hazards 
of  our  new  health  care  economics  was  the  opening 
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section  of  a guest  article  in  The  New  York  Times  Busi- 
ness Section  for  Sunday,  June  1.  The  authors  were 
Roger  Altman,  former  Assistant  Secretary  of  the 
Treasury  for  Domestic  Finance,  and  now  a managing 
director  of  Shearson  Lehman  Brothers;  and  Melissa 
Brown,  a securities  analyst. 

They  begin: 

“America’s  growing  problems  with  international 
competition  are  often  blamed  on  the  usual  suspects: 
high  labor  costs,  unfair  trade  practices  and  the  over- 
valued dollar. 

“The  role  of  our  financial  system  is  overlooked.  It 
shouldn’t  be.  By  favoring  short-term,  high-return  deals 
at  the  expense  of  riskier  long-term  investments,  the 
capital  markets  discourage  investment  in  the  compa- 
nies and  technologies  that  we  need  to  compete  in  world 
markets. 

“The  capital  market’s  short-term  bias,  which  has 
been  developed  over  the  past  decade,  robs  industry  of 
the  capital  it  needs  to  move  new  technologies  out  of 
the  lab  and  into  the  market.  Investors’  time  horizons 
are  now  out  of  step  with  the  incubation  periods  of 
critical  new  technologies. 

“At  the  same  time,  financial  deregulation  has  spurred 
rapid  — often  chaotic  — change  just  when  key  in- 
dustries need  stable  financial  relationships.  Unless  we 
address  these  problems,  they  will  sap  our  system  of 
the  long-term  capital  vital  to  future  competitiveness.’’ 

It  goes  on  at  some  length,  but  that’s  the  essence. 
The  authors  are  representative  of  a farsighted  minority 
of  economists,  investment  counselors  and  other  who 
wonder  what  has  happened  to  a nation  that  came  to 
greatness  with  its  sights  set  on  the  far  country  instead 
of  the  here  and  now. 

It  is  possible  to  name  a single  America  industry  that 
became  a world  leader  unless  its  growth  was  charac- 
terized by  substantial  set-aside  for  research  & devel- 
opment and  long-term  progress.  Investors  in  those  days 
were  satisfied  with  smaller  annual  returns,  if  any,  be- 
cause they  knew  that  the  future  potential  would  be 
greater  if  much  of  the  current  income  was  put  into 
seed  com. 

As  a people,  this  was  the  first  law  of  our  towering 
national  success  story.  But  almost  nobody  thinks  like 
that  now,  with  the  result  that  while  the  rest  of  the 
developed  nations  of  the  world  are  pouring  capital  into 
future  development,  we  are  more  concerned  with  liv- 
ing high  on  the  hog,  this  week,  this  month,  this  year. 
Hang  the  future. 

Those  who  decry  this  trend,  like  the  authors  cited, 
are  dismissed  by  many  of  the  go-go  crowd  as  Cassan- 
dras.  Let  the  good  times  roll,  these  prodigal  sons  of 
the  new  philosophy  say;  there  is  no  tomorrow. 

It  is  this  raging  corporate  myopia  that  I fear  most 
in  the  medical  marketplace.  For  all  of  the  modern 
history  of  American  Medicine,  we  have  poured  sub- 
stantial portions  of  our  resources  into  R&D,  into  ed- 


ucation, into  all  manner  of  ways  of  moving  constantly 
forward. 

Profit-driven  management  in  corporate  health  care 
is  far  less  interested  in  the  future  than  in  the  fast  buck 
now.  Result:  medical  education  has  suddenly  been  rel- 
egated to  steerage,  along  with  other  investments  in 
future  growth  and  expansion. 

The  new  owners  of  medicine  are,  in  short,  eating 
the  seed  com,  as  is  happening  throughout  our  econ- 
omy. 

The  pharmaceutical  companies  have  made  a good 
point  in  this  regard:  the  demand  of  the  HMOs  and  the 
corporate  hospital  chains  for  heavily  discounted  ge- 
neric drugs  forces  all  drug  companies  to  compete  on 
current  price  only,  squeezing  out  that  portion  that  once 
was  set  aside  for  R&D. 

So  few  people  are  raising  alarmed  voices  to  such 
trends  I feel  like  a scaremonger  in  writing  these  words. 
But  candor  compels  me  to  ask: 

Shouldn’t  we  as  a nation  be  horrified  that  our  whole 
national  purpose  is  now  concentrated  on  the  short-term 
gain,  the  bottom  line  for  the  next  quarter? 

Shouldn’t  all  physicians  be  aghast  that  the  granary 
they  and  their  predecessors  maintained  with  constant 
infusions  of  seed  com  has  been  closed  and  abandoned? 

If  not,  if  there  aren’t  any  reasons  to  eschew  the 
general  appetite  for  hand-to-mouth  consumption, 
maybe  the  industrialist  was  right  when  he  said  all 
American  business  and  industry  have  become  bankers 
instead  of  the  creators  and  producers  they  once  were. 

And  if  he  is  right,  our  claim  to  the  No.  1 world 
power  role  has  been  put  out  for  bids.  So  has  our  claim 
to  the  finest  health  care  system  in  the  world.  We’re 
fast  consuming  our  investment  and  our  heritage.  We 
pay  lip  service  to  those  who  strive  for  excellence  over 
the  long  term,  but  our  hearts  and  our  pocketbooks 
belong  to  the  fastbuck  artists,  who  have  pretty  well 
taken  over. 

This  month  the  United  States  celebrates  its  birth, 
but  the  general  ignorance  of  our  history  and  the  reasons 
we  emerged  to  greatness  in  a short  span  of  years  sug- 
gests we  have  hocked  our  past  along  with  our  future. 

I usually  end  on  an  upbeat  note.  But  this  trend, 
which  may  be  calamitous,  bothers  me  deeply.  I hope 
it  bothers  you. 
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You  may  think  these  physicians 
are  working  alone,  a 


But  they  really  have  a team  behind  them 


These  physicians  spend  most  of  their  day  working 
independently  in  a one-to-one  doctor/patient  rela- 
tionship. And  chances  are  that  as  a physician, 
you  do  too. 

But  even  though  you  can’t  see  it,  there’s  a strong 
team  supporting  and  protecting  the  medical  profes- 
sion, affecting  your  practice  while  you  see  patients, 
research  new  drugs  or  perform  surgery.  That  team 
consists  of  your  medical  societies. 

The  American  Medical  Association  and  your  state 
and  county  medical  societies  believe  in  the  value  of 
teamwork;  that  only  by  working  together  can  we,  in 
the  face  of  an  increasingly  complex  professional  en- 
vironment, protect  your  right  to  make  responsible 
decisions  on  how  to  practice  medicine. 


We  also  believe  that  all  medical  societies  — 
county,  state,  and  national  — have  certain  tasks  that 
the  individual  physician  couldn’t  possibly  assume  — 
and  shouldn’t  have  to. 

Tasks  such  as  keeping  government  regulations 
from  interfering  with  your  practice  by  representing 
your  interests  at  local  and  national  levels.  And  chal- 
lenging regulatory  measures  that  threaten  you  and 
your  patients’  interests  by  mounting  legal  campaigns 
to  defend  your  rights  — up  to  the  Supreme  Court  if 
necessary. 

Why  do  we  believe  that  teamwork  means  so  much 
to  all  physicians  — even  those  who  work  “alone”? 


Because  ...  IT  WORKS 


Join  Your 
Medical  Societies 
Today. 

For  more  information,  contact  your  state 
or  county  medical  societies,  or  call  the 
AMA  collect  at  312/751-6196.  Or  return 
the  coupon  below  to  your  state  or  county 
medical  society. 


□ Please  send  me  information  on  AMA,  county,  and  state  society  membership. 

□ I am  a member  of  my  county  and  state  societies;  please  send  me  information 
on  joining  the  AMA. 


Name . 


Street . 


City . 


. State . 


_Zip. 


County . 


Out  Patient 

Diagnostic  Radiology  Center 


Alabama's  Most  Modern  Facilities  Available 

C.A.T.  Scan 

Head  and  total  body  scan 

Ultrasonography 

Studies  during  pregnancy,  gallbladder,  etc. 

Mammography 

Low  level  radiation  cancer  survey 

General  Diagnostic  Radiology 

Certified  black  lung  survey,  G.l.  studies,  I.V.R,  tomography,  etc. 

Diagnostic  testing  and  report  within  24  hours 


Norwood  Clinic 

1 625  25th  Street  North 
Birmingham,  Alabama 

Appointments  call  (205)252-0261 

250-6837 
WATS  Line  1-800-272-6481 


PRESIDENTS 

PAGE 


A Short  History  of 
Shark  Fighting 


Following  is  the  partial  text  of  Dr.  Yohn’s  May  18 
address  at  the  University  of  Alabama  School  of  Med- 
icine annual  Honors  Program  — Ed. 

It  has  been  almost  a quarter  of  a century  since  I 
enjoyed  the  speeches  being  inflicted  on  you  today.  But, 
as  the  Bible  promises,  this  too  shall  pass. 

I want  to  talk,  briefly,  about  something  very  im- 
portant to  you:  the  political  reality  of  the  world  of 
medicine.  Nothing  you  have  learned  in  your  academic 
preparation,  as  superlative  as  they  has  been,  could  have 
adequately  prepared  you  for  the  world  of  which  I speak. 

Not  even  academic  politics,  of  which  you  have  per- 
haps learned  a thing  or  two  by  now,  could  have  been 
an  adequate  model  for  the  political  world  out  there.  It 
has  been  said  — and  not,  I hasten  to  add,  by  Dean 


Jim  Pittman  — that  academic  political  intrigue  is  so 
vicious  because  the  stakes  are  so  low.  . . . 

Let  me  assure  you  the  medical  politics  of  the  state 
and  nation  is  so  vicious  because  the  stakes  are  so 
high.  For  physicians,  the  stakes  are  so  high  that  noth- 
ing less  than  the  survival  of  the  free  practice  of  med- 
icine hangs  in  the  balance.  And  I am  not  known  as  a 
Chicken  Little.  I believe  that  the  Lord  will  keep  the 
sky  from  falling.  But  I also  believe  that  there  are  some 
things  down  here  that  we’re  expected  to  tend. 

You  cannot  read  a textbook  about  it  and  learn  very 
much.  You  must  experience  it.  Live  it  and  breathe  it 
as  I have  for  the  past  couple  of  decades.  It  is  all 
innocent  sport  to  theorize  what  you  would  do  if  you 

Continued  on  page  11 
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Economy 


Upjohn 


A Century 
of  Caring 


1 986  The  Upjohn  Company 
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AMERICAN 

MEDICAL 

INTERNATIONAL'S 

PHYSICIAN 

PLACEMENT 

SERVICE 

m- 


w/?merican  vYifedical  International  has 
stituted  a corporate  service  to  assist  Physi- 
cians interested  in  servicing  AMI  hospitals 
in  fee-for-service  private,  solo,  group,  or 
other  multi-specialty  practices.  Current  op- 
portunities are  available  for  physicians  who 
are  Board  Certified  or  Eligible.  There  is  no 
charge  to  physicians  for  this  service. 

Specific  areas  of  interest  are: 


• Family  Practice 

• Neurology 

• Ophthalmology 

• Orthopedics 

• Gastroenterology 

• ENT 


VAS  Surgery 
Neurosurgery 
Orthopedic  Surgery 
Occupational  Medicine 
Cardiology 
Rheumatology 


• Oncology  *OB/GYN 

• General  Surgery  • Internal  Medicine 

Physicians  interested  in  pursuing  these  oppor- 
tunities should  contact  this  service  by  calling 
or  submitting  a curriculum  vitae  to: 


Norman  Penick 
Vice  President 
Human  Resources 
AMI 

9465  Wilshire  Blvd.,  Ste.  915 
Beverly  Hills,  CA  90212 
Call  Collect:  (213)  858-6927 
Call  Toll  Free:  (800)  533-7013 
(800)  325-4881 


President’s  Page  Continued  from  page  8 

were  the  point  man  of  organized  medicine,  whether 
on  Capitol  Hill  in  Washington  or  Goat  Hill  in  Mont- 
gomery. But  it  is  also  an  exercise  in  futility. 

The  difference  between  theory  and  practice  in  this 
regard  is  well  illustrated  by  a true  story  of  some  years 
ago  from  the  Arctic,  Desert,  Tropic  Research  Center 
at  the  Air  University  in  Montgomery.  A marine  bi- 
ologist and  other  world-class  experts  in  the  field  had 
collaborated  on  what  was  to  be  the  definitive  work  on 
coping  with  sharks.  All  the  information  of  these  spe- 
cialists was  collected,  collated,  annotated  and  put  into 
a compact  survival  manual  to  be  carefully  packed  into 
the  seat  pack  of  pilots,  along  with  their  rubber  raft  and 
other  water  survival  gear. 

In  a short  time  the  shark  book  was  put  to  the  test. 
An  Air  Force  pilot  had  to  eject  over  the  South  Pacific. 
When  he  hit  the  water,  everything  worked  perfectly 
— up  to  a point.  The  rubber  raft  deployed,  his  auto- 
matic transmitter  began  signaling  his  position,  and  he 
settled  down  for  a comfortable  wait  until  his  rescuers 
arrived. 

Then  he  noticed  his  tiny  raft  was  completely  sur- 
rounded by  huge  sharks.  Some  tried  to  nose  his  raft 
over.  Others  swam  menacingly  at  him.  But  the  Air 
Force  had  provided.  The  shark  book  told  him  to  deploy 
shark  repellent.  He  did  that.  The  sharks  were  not 
amused;  neither  were  they  repelled.  He  read  on:  fire 


your  flare  gun  into  the  water.  He  did  that  — no  effect. 
He  went  down  the  long  list  of  the  shark  repellent  pro- 
cedures, all  to  no  avail. 

In  anger  and  frustration,  he  tore  up  the  book  of  shark 
theory  and  scattered  the  shreds  on  the  water  using 
language  more  appropriate  to  a sailor  than  an  airman. 
You  guessed  it:  the  sharks  vamoosed  immediately. 

This  story  of  the  vast  gulf  that  sometimes  exists 
between  theory  and  practice  has  been  replicated,  I can 
assure  you,  by  organized  medicine.  Some  of  our  most 
beautiful  plans,  models  of  brilliant  theory,  have  had 
to  be  shredded  and  thrown  at  the  sharks.  Our  recently 
retired  Health  officer,  Ira  L.  Myers,  M.D.  made  many 
contributions  in  his  long  service  to  the  state  and  to  the 
profession.  One  of  his  lesser  known  enrichments  was 
what  we  have  come  to  call  Myers  Law.  It  says:  “What- 
ever works  won’t  work  long.” 

Alabama  physicians  have  been  involved  in  state  and 
national  politics  since  shortly  after  the  dawn  of  the 
19th  century.  Legend  has  it  that  an  Indian  scout  from 
Monroe  County  petitioned  the  Territorial  Assembly  in 
1818  (this  was  before  statehood)  to  establish  a board 
of  physicians  and  to  regular  medical  practice.  He  rep- 
resented his  people,  he  said. 

It’s  a nice  story  and  I wouldn’t  want  to  destroy  it. 
But  I suspect  that  this  Indian  scout  was  in  the  employ 
of  some  Monroe  County  physicians,  and  thus  was  the 


Picture  yourself  in  Montgomery’s  finest  and  most  elegant  quality-built  home.  This  luxurious 
state-of-the-art  home  features  4 bedrooms,  3V2  baths,  family  and  leisure  rooms.  The  Master 
Suite,  with  its  sitting  room,  fireplace  and  bath  with  cultured  marble  whirlpool,  provide  a serene 
environment  in  which  to  unwind.  Numerous  extras  include  hardwood  floors,  wet  bar  and  built-in 
bookcases,  ceramic  tile,  10'  ceilings,  built-in  ironing  center,  central  vacuum,  Amende’  kitchen 
cabinets  and  Sears  appliances.  The  built-in  intercom,  security  and  stereo  allow  you  to  truly 
enjoy  this  magnificent  home.  With  unique  details  such  as  copper  gutters  and  flashings,  and 
much  more,  this  energy  efficient  "WISE  Home”  is  clearly  an  investment  for  the  discriminating 
homeowner.  Occupancy  mid-August  6354  Eastwood  Glen.  $235,000. 


BE  THE  ONE  WHO  OWNS  THIS  HOME. 

CALL  MERRILY  BURGOS,  IDEAL  HOME  CHAIRMAN,  AT  277-3300. 
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first  lobbyist  of  record  for  the  first  association  of  Al- 
abama doctors. 

In  1823,  immediately  after  statehood,  the  Alabama 
General  Assembly  passed  the  state’s  first  medical  prac- 
tice act.  Maybe  the  Indian  scout's  work  five  years 
earlier  was  responsible.  If  we  could  locate  some  of  his 
descendants  today,  we  might  be  able  to  use  them  in 
our  current  legislature. 

Alabama  medicine  has  been-  fighting  in  the  political 
arena  since  Year  One.  William  Bibb,  the  state’s  first 
governor,  was  a physician,  as  was  the  state’s  first 
elected  United  States  Senator,  Henry  Chambers. 

The  state  association  was  born  in  the  1840s  but 
languished  during  the  Civil  War,  and  was  reorganized 
in  the  1870s  by  the  far-sighted  Dr.  Jerome  Cochran. 
MAS  A has  not  faltered  since. 

In  the  first  year  of  this  century,  AMA  President 
Charles  Reed  cited  the  Medical  Association  of  the  State 
of  Alabama  as  “the  incomparable  Alabama  Plan.’’  It 
naturally  followed  from  this  recognition  that  Alabama 
has  provided  seven  presidents  to  the  AMA. 

The  State  Association  pioneered  public  health,  even 
as  it  fought  for  the  rights  and  privileges  and  respon- 
sibilities you  will  enjoy  in  your  practice.  From  the 
beginning,  our  political  activity  has  been  twofold:  to 
protect  the  public  health  and  welfare  and  to  promote 
the  highest  standards  of  medical  practice.  When  you 
think  about  it,  these  are  not  two  objectives  but  one, 
for  they  are  sides  of  the  same  coin. 

Medical  Association  members  who  have  been  ad- 
mitted to  the  pantheon  of  great  American  physicians 
include  such  illustrious  names  as  these  of  Marion  Sims, 
Josiah  Nott,  William  C.  Gorgas,  L.  L.  Hill,  Champ 
Lyons,  Tinsley  Harrison,  and  John  Kirklin. 


But  the  Association  could  not  have  achieved  what 
it  has  in  public  health,  effective  legislation  and  in 
scientific  advancement  without  the  freedom  bought  at 
the  price  of  relentless  political  action. 

Your  professional  forebears  fought  for  the  rights  I 
have  enjoyed  and  you  will  enjoy  as  Alabama  physi- 
cians. The  Association  is  still  fighting,  for  the  present 
and  the  future.  And  we  are  but  a branch,  a tributary, 
in  the  great  national  movement  represented  by  your 
next  speaker. 

I believe  he  will  tell  you,  and  you  must  believe  him, 
that  never  before  has  American  medicine  faced  the 
range  and  intensity  of  threats  and  challenges  it  does 
today. 

Those  challenges  must  be  met  in  the  state  and  na- 
tional legislatures.  And  you  are  not  above  it.  You  may 
allow  it  to  run  over  you,  and  dominate  you,  and  even- 
tually decimate  all  that  you’ve  worked  to  educate  your- 
self for.  But:  you  are  not  above  it. 

Join  you  colleagues  and  assume  your  rightful  place 
in  this  endeavor.  You'll  probably  enjoy  it!  And  you’ll 
know  that  you’re  meeting  an  important  responsibility 
— for  yourself,  your  future,  and  your  profession. 

We  won’t  always  win.  But  join  us  in  our  common 
cause,  and  I give  you  one  money-back  promise:  when 
and  if  all  else  fails,  we  will  throw  the  book  at  the 
sharks.  And  our  profession  will  survive  and  advance. 
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OF  ST  VINCENTS  HOSPITAL 


Microneurosurgery  using  laser. 

Neurosurgery  Service 


Neurosurgical  procedures  have  been  performed  at  St.  Vincent’s 
Hospital  for  more  than  ten  years.  During  that  time,  there  have  been 
dramatic  advances  in  surgical  techniques  and  medical  technology — 
and  St.  Vincent’s  has  been  at  the  forefront.  Today,  the  hospital’s 
complete  range  of  diagnostic  and  therapeutic  modalities  is 
enhanced  by  an  outstanding  support  system,  including  a separate 
neurosurgical  suite,  full-scale  neuroradiology  facilities  and  intensive 
care  beds  designated  for  neurologic  patients. 

St.  Vincent’s  neurosurgery  staff  is  second  to  none.  These  highly 
credentialled  physicians  and  skilled  support  personnel  provide  advanced  neurosurgical  services, 
such  as:  microneurosurgery,  using  the  Contraves  operating  microscope  with  remote  video  moni- 
toring and  taping;  laser  surgery,  using  CO,  and  YAG  lasers;  stereotactic  biopsy;  and  the  Cavitron 
Ultrasonic  Aspirator.  These  modalities  are  used  independently  or  in  combination  to  treat  neuro- 
vascular anomalies,  tumors  of  the  nervous  system  and  pituitary'  gland,  acoustic  neuroma,  trigemi- 
nal neuralgia,  spinal  pathology  and  other  neurologic  conditions. 

To  learn  more  about  neurosurgery  at  St.  Vincent’s,  call  the  Neurosciences  Information  Line  at 
(205)  939-7750,  or  1-800-331-6777,  to  reach  a staff  professional  who  can  answer  questions,  sched- 
ule appointments  or  make  appropriate  referrals. 


MRI  Scan-Cerebral  AVM 


StVincent's  Hospital 


2701  Ninth  Court  South,  Birmingham,  AL  35205 


Barefoot  Doctors  in 
Central  America 


Two  University  of  South  Alabama  College  of  Med- 
icine fourth-year  medical  students  took  a Senior  Elec- 
tive on  Rural  and  Tropical  Medicine  in  a Developing 
Nation.  They  spent  four  weeks  at  Franciso  Marroquin 
University  as  ‘ ‘barefoot  doctors.  ’ ’ Letters  from  the  two 
— Roy  Sanders  and  Charles  (Chuck)  Schroll  ( subse- 
quently awarded  their  M.D.  degree)  are  interesting. 
Addressed  to  their  preceptor , Samuel  Eichold,  M.D ., 
Professor  Emeritus,  the  letters  tell  much  of  current 
conditions  in  the  volatile  world  to  our  south.  — Ed. 

Guatemala,  C.A. 

February  1986 

Dear  Dr.  Eichold: 

I had  originally  thought  to  chronicle  this  entire  trip, 
but  decided  that  you  wouldn’t  want  to  read  labored 
description  of  avocado  trees  and  banana  plants,  skies 
so  clear  you  can  see  the  moon  all  day,  and  faces  of 
Indian  children  that  take  you  breath  away.  So  I settled 


on  three  tales  worth  telling,  adventures  of  the  proper 
sort.  In  increasing  levels  of  intrinsic  risk:  crossing  the 
border  into  El  Salvador,  climbing  an  active  volcano, 
and  riding  the  Guatemalan  buses. 

I watched  the  buses  run  for  several  days  before 
trying  to  “catch”  one  (a  term  that  can  be  used  quite 
literally  here).  They  are  school-bus  type,  painted 
brightly,  and  equipped  with  roof-top  luggage  racks. 
And  they  are  always  full.  People  ride  (in  order  of 
preference)  the  seats,  the  aisles,  and  the  doorways, 
the  outside  mirrors,  the  rear  ladder,  and  the  luggage 
rack. 

The  roads  here  are  all  two-lane,  winding  and  pot- 
holed.  Speed  limits  are  occasionally  posted  but  never 
followed.  Everyone  drives  as  fast  as  their  vehicle  will 
take  them,  never  hesitating  to  pass,  horn  blaring,  uphill, 
on  curves,  on  bridges,  oncoming  traffic  be  damned. 

Mustering  my  courage,  I waited  at  a bus-stop  and 
watched  three  buses  go  by.  Deciding  that  a little  more 

Continued  on  page  17 
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pain... 


hydrocodone  bitartrate  5 mg  (Warning:  May  be  habit  forming.) 
with  acetaminophen  500  mg 


Brief  Summary 

INDICATIONS  AND  USAGE:  For  the  relief  of  moderate  to  moderately  severe  pain 
CONTRAINDICATIONS:  Hypersensitivity  to  acetaminophen  or  hydrocodone 

WARNINGS 

Drug  ADuse  and  Dependence:  VICODIN  is  subject  to  the  Federal  Controlled  Substances  Act  (Schedule  III) 
Psychic  dependence,  physical  dependence  and  tolerance  may  develop  upon  repeated  administration  ot  norcot- 
ics.  therefore,  VICODIN  should  be  prescribed  and  administered  with  the  same  caution  appropriate  to  the  use  ot 
other  oral-narcotic-containing  medications 

Respiratory  Depression:  At  high  doses  or  in  sensitive  patients,  hydrocodone  may  produce  dose-related  respira- 
tory depression  by  acting  directly  on  brain  stem  respiratory  centers  Hydrocodone  also  affects  centers  that  control 
respiratory  rhythm,  ond  may  produce  irregular  ond  periodic  breathing 

Heod  injury  ond  increosed  intracranial  Pressure  The  respiratory  depressant  effects  ot  narcotics  and  their  co- 
pocrty  to  elevate  cerebrospinal  fluid  pressure  moy  be  morkedly  exaggerated  in  the  presence  ot  head  injury,  other 
intracranial  lesions  or  a preexisting  mcreose  in  intracranial  pressure  Furthermore,  narcotics  produce  adverse 
reactions  which  moy  obscure  the  clinical  course  of  patients  with  heod  injuries 

Acute  Abdominal  Conditions.  The  administration  ot  narcotics  may  obscure  the  diognosis  or  clmicol  course  ot 
patients  with  acute  abdominal  conditions 

PRECAUTIONS 

Special  Risk  Patients:  VICODIN  should  be  used  with  coution  in  eldeily  or  debilitated  patients  and  those  with 
severe  impairment  ot  hepatic  or  renal  function,  hypothyroidism,  Addisons  disease,  prostatic  hypertrophy  ot 
urethral  stricture 

Information  For  Ponenls.  VtCOOIN,  like  all  norcotics.  may  impair  the  mental  and/or  physical  abilities  required  for 
the  performance  of  potentially  hazardous  losks  such  as  driving  o cor  or  operating  mochmery.  patients  should  be 
cautioned  accordingly 

Cough  Reflex  Hydrocodone  suppresses  the  cough  reflex  caution  should  be  exercised  when  VICODIN  is  used 
postoperatively  ond  in  patients  with  pulmonary  disease 

Drug  Interactions,  The  CNS-depressont  effects  ot  VICODIN  may  be  additive  with  mat  ot  other  CNS  depressants 
When  combined  therapy  is  contemplated,  the  dose  ot  one  or  both  ogents  should  be  reduced  The  use  ot  MAO 
inhibitors  ot  tricyclic  antidepressants  with  hydrocodone  preparations  may  mcreose  the  effect  ot  either  me  onflde 
pressont  or  hydrocodone  The  concurrent  use  ot  anticholinergics  with  hydrocodone  may  produce  paralytic  ileus 
Usage  in  Pregnoncy  Pregnancy  Category  C Hydrocodone  has  been  shown  to  be  teratogenic  in  hamsters  when 
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given  in  doses  700  times  the  human  dose  There  are  no  adequate  and  well-controlled  studies  in  pregnant 
women  VICODIN  should  be  used  during  pregnancy  only  it  the  potential  benefit  justifies  the  potential  risk  to  the 
fetus 

Nonteratogenlc  Effects:  Bobies  born  to  mothers  who  have  been  taking  opioids  regularly  prior  to  delivery  will  be 
physically  dependent  The  intensity  of  the  syndrome  does  not  olwoys  correlate  with  me  duration  ot  maternal 
opioid  use  or  dose 

labor  and  Delivery:  Administration  ot  VICODIN  to  the  mother  shortly  before  delivery  moy  result  in  some  degree  of 
respiratory  depression  in  the  newborn,  especially  it  higher  doses  ore  used 

Nursing  Mothers:  It  is  not  known  whether  this  drug  is  excreted  in  humon  milk,  therefore  a decision  should  be 
made  whether  to  discontinue  nursing  or  fo  discontinue  the  drug,  taking  into  occount  the  importance  ot  the  drug  to 
me  mother 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been  established 

ADVERSE  REACTIONS 

Central  Nervous  System:  Sedation,  drowsiness,  mental  clouding,  lethargy,  impairment  ot  mental  and  physicol 
performance,  anxiety,  tear,  dysphoria,  dizziness,  psychic  dependence,  mood  changes 
Gastrointestinal  System:  Nausea  ond  vomiting  may  occur,  they  are  more  frequent  in  ambulatory  thon  in  recum- 
bent patients  Prolonged  administration  of  VICODIN  moy  produce  constipation 

Genltouflnory  System:  Ureteral  spasm,  spasm  ot  vesical  sphincters  ond  unnory  retention  have  been  reported 

Respiratory  Depression:  (See  WARNINGS ) 

DOSAGE  AND  ADMINISTRATION:  Dosoge  should  be  adjusted  according  to  the  seventy  ot  the  pom  and  the 
response  ot  the  patient  However,  tolerance  to  hydrocodone  can  develop  with  continued  use  and  the  incidence  of 
untoward  effects  is  dose  related 

The  usual  dose  is  one  tablet  every  six  hours  os  needed  tor  pain  (It  necessary  mis  dose  may  be  repeated  ot  tour- 
hour  intervals ) In  coses  of  more  severe  pain,  two  tablets  every  six  hours  (up  to  eight  tablets  in  24  hours)  may  be 
required  Revised.  April  1982 


KNOLL  PHARMACEUTICAL  COMPANY 


knoll  30  NORTH  JEFFERSON  ROAD  WHIPPANY.  NEW  JERSEY  07981 
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MANAGE  YOUR  OFFICE  MORE  EFFECTIVELY  WITH 
THE  MPM  1000  SYSTEM  AVAILABLE  THROUGH 
SOUTHERN  MEDICAL  ASSOCIATIONS 
PHYSICIANS’  PURCHASING  PROGRAM 


Manage  your  office  more 
effectively  with  the  MPM 
1000  System  available 
through  the  Physicians’ 
Purchasing  Program. 

Managing  your  office 
shouldn’t  be  hard; 
however,  with  the  current 
insurance  requirements  and 


the  impending  Medicare 
changes  looming  on  the 
horizon,  it  will  get  more 
difficult.  You  should  call 
Curtis  1000  Information 
Systems  or  Southern 
Medical  Association  to  find 
out  how  the  MPM  1000  can 
help  make  your  practice 
run  more  effectively. 


AVAILABLE  ON  IBM  A/T 


MPM  1000  Simplifies  Your  Paperwork 

You  will  be  able  to  reduce  the  mountains  of  paper- 
work by  using  your  MPM  1000  system  to  process  all 
your  insurance,  complete  your  billing  plus  instan- 
taneously sort  and  file  necessary  information. 

MPM  1000  Speeds  Up  Your  Cash  Flow 

The  MPM  1000  system  will  increase  your  daily  bank 
deposits  by  processing  all  your  insurance  and  pa- 
tients’ receivables  quickly. 

MPM  1000  Improves  Your  Practice  Management 

With  the  MPM  1000  system  you  can  easily  and  intel- 
ligently manage  your  practice  with  computer  gene- 
rated reports.  Trends  and  problems  are  easily  iden- 
tified so  you  can  take  corrective  action  before  they 
become  serious. 


MPM  1000  Is  A One  Source  Solution 

The  MPM  1000  is  a one  source  solution.  With  your 
system  you  receive  all  hardware  (IBM  or  Texas  In- 
struments), software,  complete  five  day  training  pro- 
gram and  responsive  after  sale  support. 

IBM  PC/AT  At  Discount 

Best  of  all,  these  systems  are  available  through  SMA 
Services,  Inc.,  Physicians’  Purchasing  Program  with 
substantial  discounts  on  IBM  and  Texas  Instrument 
equipment. 

FOR  MORE  INFORMATION,  please  fill  out  the 
coupon  below  and  mail  it  to  Southern  Medical  Asso- 
ciation, or  for  faster  service  call  Southern  Medical  at 
(205)  945-1840  or  Curtis  1000  Information  Systems  at 
800-241-4780. 


□ YES!  I would  like  more  information  on  MPM  1000 

My  interests  are:  □ Immediate  □ Long  term  □ Please  contact  me  for  a survey 
I am  a member  of  SMA  □ 


Name 

(Please  Print) 

Address 

City 

State 

Zip 

( ) 

Specialty  Office  Phone 

Mail  to:  CURTIS  1000  INFORMATION  SYSTEMS 


2296  Henderson  Mill  Road 
Suite  402 

Atlanta,  Georgia  30345 


Barefoot  Doctors  Continued  from  page  14 

aggression  was  called  for,  I waved  at  the  next  one. 
No  response.  Finally  a local  tough  came  by  and  ex- 
plained to  me  in  detail  the  correct  procedure.  I didn't 
understand  a word  of  what  he  said,  but  luckily  another 
bus  was  coming  and  he  was  prepared  to  demonstrate. 

The  bus  slowed  somewhat  to  his  frantic  gyrations 
and  we  grabbed  the  outside  mirror  and  swung  into  the 
step.  Luckily  there  was  room  inside  (i.e.,  the  seats 
were  squeezed  full  but  the  aisle  could  hold  a few  more) 
so  the  door  obligingly  opened. 

All  eyes  were  on  the  Gringo  as  I stumbled  in  and 
lifted  my  bag  up  to  the  luggage  shelf.  As  I dropped  it 
on  top  of  a cardboard  box  there  was  an  awful  shriek 
that  sent  me  falling  back  almost  out  the  door:  the  box 
was  full  of  live  chickens.  Now  everyone  was  scream- 
ing and  laughing  and  talking  to  me  in  Spanish  and  at 
least  three  Indian  dialects.  I took  my  place  in  the  aisle 
and  held  on. 

At  one  point  everybody  in  the  aisle  dropped  to  their 
knees,  and  I looked  around  for  a church  or  a statue 
we  might  be  passing.  Fingers  clawed  my  beltloops  and 
to  prevent  indecent  exposure  I knelt  too,  in  time  to 
see  a police  car  go  by,  machine  gun  barrel  out  the 
window.  I got  the  picture  that  it  was  illegal  to  ride  in 
the  aisles.  Who  were  they  kidding. 

The  bus  was  in  the  wrong  lane  passing  a truck  when 
I realized  I wanted  out  at  the  top  of  the  hill  we  were 
climbing.  I knew  the  driver  wouldn't  want  to  lose  his 
place  in  front  of  the  truck,  and  I should  have  given 
up  the  idea  of  getting  off  just  then,  but  I yelled  “Aqui!” 
as  we  crested  the  hill.  In  the  next  instant  the  bus  was 
sliding  on  the  dusty  shoulder,  the  door  was  open,  and 
I was  out.  I waved  through  the  dust  to  show  I was  OK 
(as  if  anyone  cared)  and  a girl  yelled  “Indiana  Jones!” 

But  the  real  Indiana  Joneses  on  these  buses  are  the 
guys  who  stow  the  luggage  on  the  roof.  I saw  one 
make  his  way  to  the  back  of  the  bus  by  stepping  along 
the  seat  back  rails  (the  aisle  was  packed),  collecting 
luggage  as  he  went.  He  climbed  out  the  rear  door,  and 
up  the  ladder  to  the  luggage  rack  (the  bus  rocking  along 
at  lOOkm/hour  all  this  time).  After  spending  several 
minutes  on  top  tying  the  luggage  down,  he  swung  back 
in  through  the  side  door.  The  driver  never  slowed 
down.  — Chuck  Schroll 


Guatemala,  C.A. 

Late  February  1986 

Dear  Dr.  Eichold: 

Our  clinical  expeditions  continue  to  be  rewarding 
to  us  and  hopefully  of  some  benefit  to  our  target  vil- 
lages. We’ve  also  had  some  noteworthy  distractions, 
as  I mentioned  earlier.  We  woke  one  morning  to  see 
a wispy  trail  of  smoke  over  a nearby  volcano  peak. 


This  was,  of  course,  too  good  to  pass  up  and  we 
inquired  among  the  Indians  about  the  best  way  to  ap- 
proach the  peak.  We  got  laughs,  head  shakes,  and 
some  reasonable  directions  and  by  noon  we  had  gained 
the  foothills  and  began  what  was  to  be  a two-hour 
climb  up. 

The  first  hour  was  an  easy  climb  along  animal  trails. 
The  side  of  the  mountain  was  old  and  wooded  — it 
had  been  a long  time  since  lava  had  come  this  far 
down.  We  were  encouraged:  probably  all  we’d  find  at 
the  top  was  a smoking  hole  in  the  ground. 

The  air  got  cooler  and  the  woods  gave  way  to  grasses 
as  we  climbed  higher.  Finally  the  top  was  in  sight,  a 
few  hundred  yards  up,  looking  like  the  edge  of  the 
world.  Grasses  blew  in  the  cold  breeze  up  on  the  rim 
and  beyond  that,  no  smoke  and  no  fire,  only  blue  sky. 
Either  we  were  on  the  wrong  peak  or  the  show  was 
over. 

Reaching  the  top  we  found  a different  story:  We 
were  on  the  rim  of  an  ancient  crater,  smooth  and  grassed 
over,  approximately  two  miles  in  diameter.  But  there 
in  the  center,  a mile  away,  black  sinister,  and  smoking, 
was  the  active  peak.  We  dropped  down  onto  broad, 
flat  lava  fields  and  made  our  way  to  the  center. 

The  vegetation  disappeared  and  the  landscape  took 
on  an  other  — worldy  look:  frozen-liquid  waves  of 
black  lava  upon  which  we  walked;  gasses  from  the 
volcano  that  now  began  to  hide  the  sun;  and  the  dark 
cone  that  seemed  to  grow  as  we  got  nearer.  About  300 
yards  from  the  foot  of  the  peak  the  ground  began  to 
steam.  It  seemed  like  a good  place  to  stop  and  rest, 
and  maybe  turn  around.  We  sat  on  the  warm  steamy 
ground,  a natural  sauna,  and  another  sensation  reached 
us:  the  volcano  was  making  noise! 

Every  four  or  five  seconds  there  was  a deep  blowing 
belch  as  sparks  flew  high  into  the  sky.  The  smell  of 
burnt  sulphur  came  with  the  changing  wind.  We  sat 
for  close  to  an  hour,  transfixed.  Here  was  a living 
volcano  right  in  front  of  us.  We  could  see  it.  hear  it. 
and  smell  it.  All  that  remained  was  to  touch  it,  but  the 
vote  wasn't  going  well:  too  late,  too  tired,  too  hot, 
too  high,  too  scary.  Then  with  a gasp  of  disbelief  the 
girl  with  us  made  (for  me)  the  deciding  observation: 
“There’s  a man  up  there  ...  by  the  crater!" 

The  peak  was  a 400-foot  high  loose  pile  of  cinders 
that  made  for  a very  slow  climb.  The  sensation  was 
more  of  digging  the  mountain  out  below  you  than 
climbing  up.  Halfway  to  the  top,  cinders  started  falling 
around  me  and  the  sulphur  fumes  were  getting  strong 
so  I worked  my  way  around  to  the  upwind  side  of  the 
peak. 

It  took  20  minutes  to  gain  the  crater  rim.  (It  would 
shortly  take  20  seconds  to  get  back  down).  The  guy 
up  there.  I found  out  later,  was  a Guatemalan  geologist 
of  questionable  sanity  who  made  this  climb  once  a 
week.  He  spoke  no  English  and  for  obscure  reasons 
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assumed  that  I was  French  and  kept  repeating  “Mag- 
nifique,  no?” 

The  rim  was  about  40  feet  in  diameter  with  a thick 
yellow  “icing”  of  sulphur  deposits.  From  my  position 
the  actual  vent  was  against  the  far  wall  and  just  large 
enough  to  drop  a car  into.  Its  sides  were  red-hot  and 
with  every  belch  globs  of  molten  matter  bubbled  up 
around  the  edge.  From  the  upwind  side  of  the  rim,  the 
heat  and  pressure  from  the  vent  were  barely  tolerable. 

For  10  minutes  that  could  have  been  10  years  I sat 
there  on  the  top  of  the  world,  on  the  yellow  rim  of 
the  crater,  feeling  the  heat  and  the  rhythmic  pulses 
from  the  vent  as  it  blew  drops  of  red  liquid  earth  high 
into  the  air.  The  warm  debris  fell  lightly  on  my  skin 
and  hair.  In  a week  or  so  I would  be  covered  up,  and 
a part  of  this  volcano  forever.  Then  everything  stopped. 
The  volcano  held  its  breath.  A vague  uneasiness  dis- 
placed my  elation.  Then  the  mountain  started  moving. 

I’ve  never  felt  an  earthquake  before,  and  when  the 
ground  started  shaking  and  the  rocks  around  me  shifted 
my  uneasiness  became  pure  panic.  After  a brief  but 
vivid  vision  of  the  volcano  swallowing  me  like  a hun- 
gry animal  I looked  around  and  the  geologist  was  half- 
way down  the  side  of  the  peak  in  a dead  run. 

I pushed  myself  off  the  rim  and  got  my  feet  below 
me  just  as  the  crater  blew.  I looked  up  once  and  saw 
beachball-size  hunks  of  molten  rock  soaring  high  over 
my  head.  There  wasn't  time  to  worry  about  where  they 
would  land,  so  I didn’t.  Sinking  knee-deep  into  the 
cinders  with  each  stride,  I caught  up  with  the  geologist 
as  he  reached  bottom.  “Magnifique,  no?” 

An  hour  later  we  were  scratched,  bruised,  filthy, 
and  up  to  our  necks  in  the  bubbling  water  of  a hot 
volcanic  spring.  Never  trust  a geologist. 

We  went  to  El  Salvador  (mainly)  because  we  knew 
we  shouldn’t,  and  because  it  seemed  ridiculously  easy: 
for  $4  we  could  take  the  bus.  The  ride  was  uneventful 
until  we  had  to  answer  questions  at  Emmigration  on 
the  Guatemala  side  — communication  took  so  long 
that  by  the  time  we  cleared  customs  the  bus  had  left. 
Somebody  explained  (I  think)  that  the  bus  was  across 
the  border  at  El  Salvador  Customs,  and  if  we  ran  we 
could  catch  it.  We  had  not  idea  how  far  the  border 
was,  but  started  running. 

The  road  curved  downhill  through  the  mountains  for 
a quarter  mile  and  then  we  saw  the  river  and  the  bridge 
lined  with  armed  soldiers.  It  occurred  to  me  that  this 
was  not  the  best  way  for  two  gringos  to  enter  a country 
at  war:  running  through  armed  guards  while  babbling 
incoherent  Spanish.  Our  bodies  would  fall  nicely  into 
the  river  below,  and  no  one  would  ask  any  questions. 
But  (typically  American)  we  had  a bus  to  catch,  and 
with  our  best  Jimmy  Carter  grins  answering  icy  stares 
we  made  it  through. 

That  night  we  sat  drinking  beer  in  a little  hotel 
restaurant  in  San  Salvador  while  machine  gun  fire  and 
an  occassional  small  bomb  sounded  in  the  distance. 
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Our  host  squinted  toward  the  horizon:  “The  guerrillas 
. . . they  don’t  want  us  to  be  too  comfortable.  They 
want  to  remind  us  there’s  a war  going  on.” 

— Chuck  Schroll. 


In  the  Guatemalan  Mountains 

Dear  Dr.  Eichold: 

One  lives  close  to  the  sun  here.  The  altitude  is  high 
and  the  latitude  is  low,  and  the  sky  the  clearest  blue. 
The  North  Star  is  low  in  the  night  sky,  and  the  moon 
close  enough  to  disappear  down  a volcano.  The  sun 
is  warm  from  the  moment  it  rises.  Standing  with  your 
back  to  the  horizon  you  can  feel  it  come  up.  The 
temperature  seems  to  rise  10°  within  minutes  of  the 
dawn.  A chill  is  likewise  evident  soon  after  sunset. 

The  village  huts  are  made  of  com  stalks  or  bamboo, 
with  thatch  or  tile  roofs  and  dirt  floors.  In  one  corner 
is  a fire  pit,  and  blankets  for  sleeping  line  the  walls. 
Everything  is  kept  clean  without  plumbing  or  elec- 
tricity. The  women  spend  their  days  grinding  com, 
cooking,  cleaning,  washing  clothes,  making  clothes, 
weaving  baskets,  tending  gardens,  talking,  laughing, 
and  taking  care  of  the  children. 

The  men  help  with  the  garden,  cut  firewood,  fish, 
carry  water  from  the  stream,  mind  the  animals,  and 
do  mysterious  things  they  don’t  tell  the  women  about. 
The  people  are  adept  at  animal  husbandry:  the  village 
abounds  with  chickens,  ducks,  turkeys,  pigs,  dogs 
(which  herd  the  pigs),  cows,  burros,  and  an  occasional 
horse.  Cats  are  discouraged  because  they  kill  the  little 
ducks  and  chicks. 

I spend  a lot  of  time  on  my  knees,  which  puts  me 
at  eye  level  with  most  of  the  people  here.  The  women 
average  around  4’6”  and  the  men  around  5’.  They  are 
a most  beautiful  people.  The  men  are  lean  and  rugged, 
while  the  features  of  the  women  and  the  children  are 
delicate  and  betray  their  Asian  ancestry  in  the  shapes 
of  their  faces  and  their  eyes.  Their  bodies  are  firm  and 
well  muscled,  and  their  skin  richly  dark.  There  is  the 
slightest  wave  to  their  long  black  hair,  which  the  women 
never  cut. 

The  women  walk  with  exquisite  grace,  having  bal- 
anced cumbersome  burdens  on  their  heads  from  a very 
young  age.  Their  garments  are  tapestries  of  woven 
yellow,  red,  orange,  purple,  and  blue.  They  are  very 
modest,  wearing  ankle-length  skirts,  and  submit  with 
difficulty  to  medical  examination. 

My  mother’s  blue  eyes  are  a novelty  here.  Los  ninos 
stare  at  me  continuously  and  I back  at  them.  They  in 
their  beauty  and  I in  my  oddness  constantly  intrigue 
each  other.  Young  and  old  are  as  friendly  as  their 
shyness  will  permit,  and  extremely  generous  and  con- 
siderate. A guest  receives  the  best  food,  the  best  place 
to  sit,  and  the  warmest  bed.  They  are  a happy  people. 


smiling  always,  holding  hands,  loving  each  other  and 
this  rugged  land. 

Their  mythology  says  the  people  are  made  of  corn, 
which  is  literally  true,  since  maize  is  mainly  what  they 
eat.  The  creator  first  tried  clay,  which  “could  not  talk 
and  fell  apart.”  They  are  proud  to  be  “people  of  com.” 

I attended  a village  church  on  Ash  Wednesday, 
kneeling  on  the  floor  with  several  hundred  Indians, 
some  having  walked  most  of  the  day  to  get  here.  The 
Indians  mixed  their  native  rituals  with  the  Mass,  burn- 
ing incense  and  signing  ancient  songs. 

To  the  north,  they  say,  the  army  surrounded  a village 
at  night  and  forced  all  the  people  into  the  church.  Hand 
grenades  were  tossed  into  the  building  until  the  scream- 
ing stopped.  The  villagers  were  accused  of  giving  food 
to  the  guerrillas.  For  fear  of  the  army,  many  villages 
have  fled  to  Mexico,  but  life  there  is  hard. 

— Chuck  Schroll 


A Guatemalan  Hospital 

Dear  Dr.  Eichold: 

Our  first  day  at  the  Hospital  Herrerra-Llerandi  was 
quite  disorganized.  It  was  finally  decided  we  would 
work  at  the  out-patient  clinic  for  our  first  week.  The 


hospital  is  a private  hospital  in  Guatemala  City.  It  was 
founded  by  Dr.  Herrerra-Llerandi  — man  of  much 
style  and  eccentricities  tailored  in  the  mold  of  Sam 
Eichold. 

The  work  in  the  out-patient  clinic  was  interesting 
most  days.  My  first  day,  I saw  common  diseases  like 
bursitis  and  every  hyperventilatory  syndrome,  but  I 
also  worked  with  a local  volunteer  ENT.  I saw  him 
open  and  drain  the  maxillary  sinuses  of  a 14  year  old 
boy  without  the  aid  of  sufficient  analgesia,  narcotic  or 
anesthetic.  The  child  even  held  the  bowl  that  caught 
the  draining  pus.  The  work  at  the  clinic  was  “clinic 
work.”  There  was,  however,  one  poor  child  who  vis- 
ited Friday  that  impressed  with  the  terrible  need  so 
many  face  in  this  country. 

Let  me  begin  by  describing  the  clinic.  Departamento 
E as  the  clinic  is  called  is  a small  out-patient  clinic 
attached  to  the  hospital.  It  was  established  as  a clinic 
where  all  the  people  of  the  city  could  come  and  receive 
treatment.  The  people  are,  however,  required  to  pay 
something  for  the  services,  regardless  of  how  small. 
In  the  event  that  it  becomes  necessary  to  hospitalize 
a patient  for  surgery  or  whatever,  the  case  is  reviewed 
by  Dr.  Herrerra  himself  and  the  patient  is  admitted, 
again  however  being  required  to  pay  something  for 
the  service.  It  is  at  its  heart  a very  good  program,  and 
while  it  barely  touches  the  real  need  of  so  many  people. 


'Humana  Hospital  - East  Montgomery 

MD  1-800-423-4672 

©REFERRAL  LINE 

To  reach  any  member  of  Humana  Hospital-East  Montgomery’s  Medical  Staff, 
or  to  refer  patients  to  one  of  the  programs  listed  below,  call  toll-free  — 


Outpatient  Services  — Complete  Radiology  Services 

—Family  Recovery  Program  Addictive 

— C.T. 

Disease  Unit 

—Diagnostic 

— 2-D  Echocardiograms 

—Ultrasound 

—Upper  & Lower  Vascular  Studies 

—Carotid  Doppler  Studies 

—Breast  Diagnostics/Mammography  Program 

— O P Arteriograms 

— EEG's 

—Nuclear  Studies 

— Physical  Therapy 

— Impotency  Referral  Service 

—Comprehensive  Lab  Services 

— Diabetic  Education  Program 

Specialties  Available  -cardiology 

—Neurology 

-ENT 

—Neurosurgery 

— Endocrinology 

—Gynecology 

—Gastroenterology 

—Ophthalmology 

—Surgery 

—Orthopedics 

—Thoracic 

— Sports  Medicine 

—Vascular 

—Oral  and  Maxillofacial  Surgery 

—General 

—Plastic  Surgery 

— Dermatology 

—Rheumatology 

— Hematology/Oncology 

—Urology 

—Nephrology 

—Psychology 

Available  Monday  - 

Friday  8 a.m.  - 5 p.m. 

Humana  Hospital-East  Montgomery 

Taylor  Road,  adjacent  to  AUM,  Montgomery,  Alabama  36193 
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it  cares  for  a few  and  this  relieves  a modicum  of  the 
burden  felt  by  the  two  public  hospitals  in  Guatamala 
City. 

The  clinic,  like  so  much  of  Guatemala  not  sheltered 
by  the  walls  of  the  wealthy,  is  dusty  and  dirty.  A 
typical  examination  room  contains  one  small  wooden 
table  for  writing,  two  chairs,  and  one  hard  wooden 
table  covered  with  a sheet  for  examinations.  Some- 
times there  is  a light  for  pelvic  exams,  and  sometimes 
there  is  sphygmomanometer.  There  are  no  nurse  as- 
sistants. There  is  one  thermometer  in  alcohol  (usually 
in  an  old  jar),  one  gown  used  by  every  patient  and 
one,  sometimes  even  two,  washed  specula.  There  are 
always  two  but  never  more  than  four  washed  tongue 
blades  carefully  wrapped  in  brown  paper  towel  wrap- 
ping paper. 

The  poor  who  attend  the  clinic  bear  the  marks  of 
poverty  on  their  bodies.  Their  clothes  are  filthy  with 
the  dirt  and  grime  of  the  city.  The  more  middle  class 
patients  are  the  patients  we  would  consider  destitute 
if  they  attended  our  clinics  at  USA.  These  patients  also 
bear  the  marks  of  a city  where  there  is  little  adequate 
sanitation  and  seemingly  never  enough  money  except 
for  a few  very  lucky  individuals. 

The  child  I mentioned  before  came  to  us  on  Friday, 
and  while  I had  seen  many  children  with  problems  not 
so  characteristic  of  Guatemala  as  simply  of  poverty 
(e.g.  phimosis  from  parasitic  infestation,  wounds  badly 
if  ever  cleaned  and  poorly  if  ever  treated),  this  girl 
presented  with  a problem  that  would  only  occur  in  a 
country  where  the  government  and  certainly  few  others 
are  willing  to  take  the  responsibility  of  caring  for  the 
handicapped  and  the  seriously  infirmed. 

She  is  an  eight-year-old  child  with  spina  bifida  (se- 
vere but  not  profoundly  severe  case).  She  had  been 
abandoned  by  her  mother  soon  after  birth.  Her  most 
remote  past  history  was  very  obscure,  but  because  she 
suffers  with  repetitive  outbreaks  of  herpetic  lesions 
involving  her  vaginal  mucosa  and  perineum,  sexual 
abuse  was  almost  surely  a chapter. 

She  now  lives  in  a house  with  15  other  severely 
impaired  youngsters  that  are  cared  for  by  a group  of 
sometimes  caring  and  never  trained  “nurses”  and 
“teachers.”  The  child,  whether  from  perinatal,  ge- 
netic, emotional,  malnutrition  or  simply  by  the  grace 


of  God,  was  developmentally  retarded  (but  only 
mildly).  She  suffered  from  bilateral  pes  eqinas  as  well, 
yet  she  still  managed  to  walk  on  the  distal  terminations 
of  her  fibulas  by  holding  on  to  the  wall.  She  was 
brought  to  the  clinic  by  her  “nurse”  to  see  what  could 
be  done  about  her  feet. 

Herrerra-Lerrandi  was  her  only  chance  because  the 
government  health  officials  had  not  deemed  the  op- 
eration a necessary  one.  There  is  nothing  comparable 
to  our  Medicaid  or  Medicare  programs  in  this  “land 
of  eternal  Spring.”  The  child  was  a bright-eyed  Indian 
girl  (a  major  strike  against  her  given  the  racist  attitudes 
of  many  if  not  most  white  Guatemalans  — attitudes 
that  would  sit  well  on  Sand  Mountain).  She  was  so 
very  pretty  with  dark  almond-shaped  eyes  and  a beau- 
tific  smile.  She  was  incontinent,  of  course,  and  her 
providers  used  large  cloth  diapers  to  help  keep  her  dry. 
She  smelled  of  ammonia  and  on  examination  she  had 
multiple  sacral  decubitae  and  gluteal  dermis  break- 
down, all  wet,  red  and  angry.  This,  of  course,  does 
not  include  the  literally  thousands  of  herpetic  looking 
lesions  that  covered  her  perineum.  I was  surprised  at 
how  typical  this  care  seemed  to  be  by  the  nonchalant 
attitude  of  the  residents  (who  I knew  to  be  generally 
concerned  and  caring  physicians).  I was  appalled  at 
the  insufficient  care  that  she  must  receive  at  her  group 
home. 

After  the  exam  the  child  was  scheduled  for  surgery, 
and  that  is  a blessing.  The  distressing  point  is  that  she 
is  one  of  the  lucky  ones.  She  does  receive  some  care. 
There  are  hundred,  perhaps  thousands,  who  do  not 
even  receive  the  meager  inadequate  care  she  does.  The 
last  week  while  walking  the  dusty  dirt  roads  of  the 
mountains  outside  of  Guatamala  City,  I have  seen  the 
poor  souls  like  this  child  who,  by  some  cruel  turn  of 
fate,  have  survivied  to  adulthood.  The  few  I have 
noticed  live  an  existence  — a mere  existence  — more 
degrading  than  that  of  the  dogs  — dogs  too  parasitic 
to  chase  any  vehicle,  too  sick  to  bark  and  too  thin  to 
see  in  the  shadows.  What  a land  of  stark  contrast.  How 
cliche  that  sounds  and  yet  how  inadequate  it  is  to 
describe  the  true  rift  that  exist  in  this  country  between 
the  rich  and  the  millions  upon  millions  of  poor. 

— Roy  Sanders 
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One  More  Time  on  DRGs 

William  A.  Curry,  M.D.,  F.A.C.P.* 


Few  innovations  in  the  health  care  would  have  cause 
the  turmoil  or  stirred  such  interest  as  the  new  Med- 
icare prospective  payment  system,  better  known  as 
Diagnosis  Related  Groups,  or  DRGs. 

So  far  as  I know,  no  one  yet  has  quantitated  the 
volumes  of  paperwork  generated  merely  by  the  reac- 
tions to  DRGs,  not  to  mention  the  volumes  generated 
by  the  work  on  the  system  itself.  I am  hesitant  to  be 
another  such  contributor,  but  the  perspective  of  a un- 
usual conference  recently  generated  additional  under- 
standing of  the  policies  and  politics  of  DRGs. 

The  conference  addressed  legal  issues  in  health  care 
and  was  sponsored  jointly  by  the  Cumberland  School 
of  Law  and  the  University  of  Alabama  School  of  Med- 
icine. Not  surprisingly,  DRGs  were  among  the  prom- 

*Dr. Curry  is  engaged  in  the  private  practice  of  Internal  Medicine  in  Carrollton, 
Alabama,  and  is  employed  on  a part  time  basis  at  the  College  of  Community  Health 
Sciences  of  The  University  of  Alabama,  where  he  serves  as  Assistant  Professor  of 
Internal  Medicine. 


inent  topics.  Although  the  orientation  of  the  conference 
was  toward  legal  implications  of  this  new  system,  per- 
tinent general  information  was  shared  by  the  regula- 
tors, researchers,  administrators,  and  others  partici- 
pating in  the  program. 

Because  of  the  current  nature  of  some  of  this  in- 
formation, it  seems  reasonable  to  make  a few  obser- 
vations. 

1 . Without  some  fairly  radical  change.  Medicare 
would  have  gone  broke.  Most  of  us  have  concluded 
this  in  the  past,  but  the  figures  still  are  impressive.  In 
1981,  Medicare  outlays  were  $30.7  billion  with  in- 
come $35.7  billion.  In  1983,  the  projection  was  that 
by  1988,  outlays  would  exceed  income  by  $72.5  bil- 
lion to  66.8  billion.  By  1995,  outlays  of  $164.5  billion 
and  income  of  (just)  $87.7  billion  would  have  been 
clearly  a mess,  but  even  this  underestimates  the  prob- 
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lem,  as  by  this  time,  the  Hospital  Insurance  Trust  fund 
would  have  been  $251 .8  billion  in  the  red.1  These  were 
estimates,  of  course,  but  they  seem  to  have  been  con- 
sidered reliable.  Even  given  the  magnitude  of  the  prob- 
lem, DRGs  may  or  may  not  have  been  a wise  solution, 
but  it  is  clear  that  something  had  to  change. 

2.  DRGs  can  be  lobbied,  but  that  is  both  tough  and 
risky.  One  conference  participant  described  how  his 
large  institution  had  jointed  with  others  to  argue  against 
the  statistical  flaws  and  inherent  unfairness  of  some  of 
the  DRGs  for  burns.  After  a long  and  consuming  fight, 
the  bureaucracy  agree  with  their  case,  and  the  calcu- 
lations were  adjusted.  The  result  was  that  the  insti- 
tutions fared  even  worse,  and  have  lost  even  more  than 
they  were  losing  before  their  appeal. 

3.  “ Physician  DRGs,”  if  they  ever  do  exist,  may 
be  based  on  some  sort  of  “ Relative  Value  Scale.” 
This  would  make  them  materially  different  from  the 
present  hospital  DRGs.  They  would  most  likely  be 
used  for  both  inpatient  and  outpatient  charges. 

4.  Alternatives  to  DRGs  are  being  studied.  The  cap- 
itation model,  currently  gaining  favor  in  many  circles, 
is  among  such  alternatives.  However,  it  appears  that 
no  change  is  imminent. 

5.  Many  seem  to  believe  that  DRGs  are  but  a useful 
staging  ground  for  the  creation  of  some  form  of  na- 
tional health  insurance  system.  As  prophesied  by  a 
Yale  group,  they  will  make  possible  the  “politically 
untroubled  passage”  of  national  health  insurance.  Of 
course,  what  form  this  would  take  (British  model, 
Canadian  model,  or  who  knows  what)  is  anybody’s 
guess.  National  politics  doubtless  will  play  a dominant 
role  in  such  a scenario. 

6.  Most  hospitals  are  spending  huge  amounts  of 
time  and  money  to  handle  the  added  burden  of  the 
DRG  system  — in  addition  to  the  paperwork  and  man- 
power already  required  by  Medicare.  These  expenses 
include  personnel,  computers,  computer  software 
packages,  and  a plethora  of  studies  — both  by  the 
institutions  and  their  organizations  and  by  the  govern- 
ment itself.  HCFA  (the  Health  Care  Financing  Admin- 
istration, which  oversees  Medicare  and  all  of  this) 
currently  is  funding  over  300  studies  of  its  own.  One 
well-placed  hospital  source  estimated  that  his  own  large 
institution  is  spending  “in  the  neighborhood”  of  four 
to  five  million  dollars  annually  on  the  study  and  man- 
agement of  DRGs.  Little  wonder  that  some  conclude 
— not  altogether  facetiously  — that  more  money  is 
being  made  off  the  study  of  DRGs  than  ever  could  be 
saved  by  DRGs. 

7.  This  expense  is  increased  even  more  by  a new 
version  of  “ cost  shifting.”  As  patients  leave  the  hos- 
pital “sicker  and  quicker,”  nursing  homes  and  other 
extended  care  facilities  must  bear  the  load  of  more 
sophisticated,  time  consuming,  and  expensive  (some 
of  it  reimbursable)  care.  Not  just  intravenous  lines. 


but  ventilators,  are  becoming  a part  of  the  nursing 
home  landscape. 

8.  Outpatient  institutional  DRGs  are  being  studied, 
somewhere  in  the  midst  of  the  300-plus  studies  under 
HCFA. 

9.  Other  third-party  payers  are  just  watching  for 
now.  Sooner  or  later,  prospective  payment  may  be 
expanded  into  the  private  health  care  sector,  but  so  far 
there  seems  to  be  no  headlong  rush,  and  other  cost 
containment  techniques  (utilization  review,  PPOs, 
HMOs,  and  others)  are  being  employed. 

10.  It  seems  to  be  generally  accepted  that  DRGs 
are  becoming  a tool  for  “ rationing ” health  care.  The 
question  of  concern  is  just  who  is  expected  to  do  the 
rationing.  As  the  “system”  is  hesitant  to  speak  to  a 
point  so  sensitive  in  a nominally  egalitarian  democ- 
racy, the  result  has  been  that,  by  default,  the  physicians 
is  left  with  this  unpleasant  task.  Although  being  made 
more  aware  of  the  awesome  costs  of  care  has  been  a 
useful  experience  for  all  of  us,  the  lonesome  job  of 
managing  the  DRG  places  physicians  in  the  middle  of 
a very  complex  array  of  conflicting  interests  — to  their 
patients,  hospitals,  society,  and  perhaps  to  their  own 
sanity. 

1 1 . Finally,  despite  the  theoretically  fertile  ground 
for  legal  liability,  both  physicians  and  hospitals,  most 
“ experts ” anticipate  relatively  few  DRG -related  law- 
suits. 

To  tentative  conclusions  seem  in  order: 

1 . DRGs,  as  currently  organized  and  administered, 
are  a flagrant  example  of  the  tail  (reimbursement)  wag- 
ging the  dog  (patient  care). 

2.  Speaking  from  a socio-anthropological  point  of 
view,  DRGs  are  a typical  Yankee  solution  (excessively 
complex,  lacking  in  common  sense,  and  studied  to 
death). 

To  avoid  the  accusation  that  these  are  the  closest 
available  cheap  shots,  1 offer  a list  of  a few  alternatives 
to  DRGs: 

1.  Fine-tuning  of  the  existing  DRG -based  system. 
This  seems  the  prospect  for  the  immediate  future  only, 
and  nearly  no  one  sees  it  as  a long-term  solution.  DRGs 
appear  to  be  accepted  almost  universally  as  a transition 
process  to  something  else. 

2.  Return  to  the  prior  system  in  some  form,  prob- 
ably with  tough  cost-containment  additions.  This  ap- 
pears the  least  likely  alternative,  but  in  today’s  health 
care  world,  who  knows? 

3.  National  Health  Insurance  with  fully  socialized, 
universal  care.  There  are  those  who  would  be  pleased 
with  such  a result,  but  few  expect  it  anytime  soon. 
Then  again,  see  number  two,  above. 

4.  National  Health  Insurance  with  a patchwork  va- 
riety of  private  and  public  participation  (probably  on 
the  order  of  a crazy-quilt  pattern).  This  may  be  the 
most  likely  result,  at  least  initially.  Depending  on  the 
degree  of  the  social  and  financial  dislocation  caused 
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by  the  planned  tightening  of  the  DRG  vise  over  the 
next  few  years,  such  a system  could  arrive  relatively 
soon.  We  could,  for  example,  abolish  Medicare  and 
Medicaid  as  they  now  exist,  with  those  who  are  able 
to  do  so  purchasing  private  insurance,  and  with  the 
rest  being  provided  the  same  or  similar  coverage  by 
public  (governmental)  underwriting.  Access  to  health 
care  would  thus  be  preserved,  and  depending  on  how 
the  statistical  data  were  presented,  a claim  could  be 
made  that  the  overall  costs  to  society  — public  and 
private  — could  be  the  same,  or  even  less,  than  under 
the  present  system. 

5.  A “two-tier"  system , with  more  convenient,  and 
probably  higher  quality,  care,  for  those  who  can  afford 
it.  Many  have  forgotten  that  this  is  precisely  what  we 
had  prior  to  the  formation  of  the  Medicare/Medicaid 
system.  However,  social  values  today  are  unlikely  to 
allow  such  a blatantly  unequal  system  again.  It  seems 
likely,  though,  that  unless  attitudes  toward  health  care 
funding  change  significantly,  whatever  model  evolves 
over  the  next  few  years  will  contain  some  character- 
istics, however  implicit,  of  a two-tier  system. 

6.  As  perhaps  the  longest  shot  of  all,  consider  the 
proposition  that,  whatever  the  next  “solution”  is  to 
be,  and  whatever  the  ones  to  follow,  we  physicians 
participate  actively  in  their  formulation.  There  are,  of 
course,  all  the  natural  antipathies  between  physicians 
and  governments,  all  the  predictable  charges  of  selfish 
motivation  on  the  part  of  physicians,  all  the  problems 
of  appropriate  physician  representation,  all  the  ques- 
tions of  antitrust  implications,  all  the  time  required, 
and  more.  But  if  we  expect  to  be  taken  seriously  when 
we  say  that  we  care  deeply  about  the  quality  of  care 


our  patients  receive,  or  about  the  integrity  of  our 
profession,  we  have  no  alternative  but  to  be  involved. 

Our  involvement  need  not  imply  agreement  with  the 
“powers  that  be,”  or  acceptance  that  we  have  been 
relegated  to  the  status  of  a trade  association  lobbying 
for  the  best  deal  we  can  get.  The  involvement  need 
not  include  any  engagement  with  those  “powers”  at 
all.  It  may,  in  the  case  of  many  of  us,  be  a matter  of 
lobbying  against  the  entire  system  itself.  Whatever  the 
nature  of  our  efforts,  they  should  be  channeled  through 
the  best  channels  we  have  — the  societies  and  asso- 
ciations of  organized  medicine.  For  better  or  worse, 
they  are  the  best  we  have,  and  they  are  the  best  we 
are  likely  to  have  for  the  foreseeable  future. 

It  is  not  sufficient  to  say  that  we  disapprove  of  the 
entire  system,  or  that  we  will  seem  to  be  compromising 
if  we  are  involved  at  all,  or  the  DGRs  are  a Yankee 
abomination,  or  that  they  are  a creation  of  bureaucrats 
for  their  own  self-perpetuation. 

The  list  of  excuses  is  endless,  but  the  time  is  not. 
Already  there  are  “experts”  who  foresee  little  active 
role  for  physicians  (lump  with  others  under  the  general 
rubric  of  “providers”)  in  the  design  or  management 
of  the  health  care  systems  of  the  fairly  near  future, 
whether  under  a government  controlled  National  Health 
Service,  or  a corporate  for-profit  model. 

The  “traitors  to  the  cause”  are  most  likely  to  be 
those  physicians  who,  whatever  their  rationalization, 
sit  passively  and  wait  to  read  about  their  future  as  it 
unfolds  in  the  daily  newspaper. 

REFERENCE 

1.  Source:  Congressional  Budget  Office  Report,  1983.  i — i 
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Precautions.)  Patients  with  milder  ventricular  dysfunction  should,  if  possible,  be 
controlled  with  optimum  doses  of  digitalis  and/or  diuretics  before  ISOPTIN  is 
used  (Note  interactions  with  digoxin  under  Precautions.)  ISOPTIN  may  occa- 
sionally produce  hypotension  (usually  asymptomatic,  orthostatic,  mild  and  con- 
trolled by  decrease  in  ISOPTIN  dose).  Elevations  of  transaminases  with  and 
without  concomitant  elevations  in  alkaline  phosphatase  and  bilirubin  have  been 
reported.  Such  elevations  may  disappear  even  with  continued  treatment;  how- 
ever, four  cases  of  hepatocellular  injury  by  verapamil  have  been  proven  by  re- 
challenge Periodic  monitoring  of  liver  function  is  prudent  during  verapamil 
therapy.  Patients  with  atrial  flutter  or  fibrillation  and  an  accessory  AV  pathway 
(e  g.  W-P-W  or  L-G-L  syndromes)  may  develop  increased  antegrade  conduction 
across  the  aberrant  pathway  bypassing  the  AV  node,  producing  a very  rapid 
ventricular  response  after  receiving  ISOPTIN  (or  digitalis).  Treatment  is  usually 
D C. -cardioversion,  which  has  been  used  safely  and  effectively  after  ISOPTIN 
Because  of  verapamil's  effect  on  AV  conduction  and  the  SA  node,  1°  AV  block 
and  transient  bradycardia  may  occur.  High  grade  block,  however,  has  been 
infrequently  observed.  Marked  1°  or  progressive  2°  or  3°  AV  block  requires  a 
dosage  reduction  or,  rarely,  discontinuation  and  institution  of  appropriate 
therapy  depending  upon  the  clinical  situation.  Patients  with  hypertrophic  car- 
diomyopathy (IHSS)  received  verapamil  in  doses  up  to  720  mg/day.  It  must  be 
appreciated  that  this  group  of  patients  had  a serious  disease  with  a high  mor- 
tality rate  and  that  most  were  refractory  or  intolerant  to  propranolol.  A variety 
of  serious  adverse  effects  were  seen  in  this  group  of  patients  including  sinus 
bradycardia,  2°  AV  block,  sinus  arrest,  pulmonary  edema  and/or  severe  hypo- 
tension. Most  adverse  effects  responded  well  to  dose  reduction  and  only  rarely 
was  verapamil  discontinued  Precautions:  ISOPTIN  should  be  given  cautiously 
to  patients  with  impaired  hepatic  function  (in  severe  dysfunction  use  about 
30%  of  the  normal  dose)  or  impaired  renal  function,  and  patients  should  be 
monitored  for  abnormal  prolongation  of  the  PR  interval  or  other  signs  of  exces- 
sive pharmacologic  effects.  Studies  in  a small  number  of  patients  suggest  that 
concomitant  use  of  ISOPTIN  and  beta  blockers  may  be  beneficial  in  patients 
with  chronic  stable  angina  Combined  therapy  can  also  have  adverse  effects  on 
cardiac  function.  Therefore,  until  further  studies  are  completed,  ISOPTIN  should 
be  used  alone,  if  possible.  If  combined  therapy  is  used,  close  surveillance  of  vital 
signs  and  clinical  status  should  be  carried  out.  Combined  therapy  with  ISOPTIN 
and  propranolol  should  usually  be  avoided  in  patients  with  AV  conduction 
abnormalities  and/or  depressed  left  ventricular  function.  Chronic  ISOPTIN  treat- 
ment increases  serum  digoxin  levels  by  50%  to  70%  during  the  first  week  of 
therapy,  which  can  result  in  digitalis  toxicity.  The  digoxin  dose  should  be  re- 
duced when  ISOPTIN  is  given,  and  the  patients  should  be  carefully  monitored  to 
avoid  over-  or  under-digitalization.  ISOPTIN  may  have  an  additive  effect  on 
lowering  blood  pressure  in  patients  receiving  oral  antihypertensive  agents. 
Disopyramide  should  not  be  given  within  48  hours  before  or  24  hours  after 
ISOPTIN  administration.  Until  further  data  are  obtained,  combined  ISOPTIN  and 
quimdme  therapy  in  patients  with  hypertrophic  cardiomyopathy  should  prob- 
ably be  avoided,  since  significant  hypotension  may  result.  Clinical  experience 
with  the  concomitant  use  of  ISOPTIN  and  short-  and  long-acting  nitrates  sug- 
gest beneficial  interaction  without  undesirable  drug  interactions  Adequate  ani- 
mal carcinogenicity  studies  have  not  been  performed.  One  study  in  rats  did  not 
suggest  a tumorigemc  potential,  and  verapamil  was  not  mutagenic  in  the  Ames 
test  Pregnancy  Category  C:  There  are  no  adequate  and  well-controlled  studies 
in  pregnant  women  This  drug  should  be  used  during  pregnancy,  labor  and 
delivery  only  if  clearly  needed.  It  is  not  known  whether  verapamil  is  excreted  in 
breast  milk;  therefore,  nursing  should  be  discontinued  during  ISOPTIN  use. 
Adverse  Reactions:  Hypotension  (2.9%),  peripheral  edema  (1.7%),  AV  block 
3rd  degree  (0  8%),  bradycardia:  HR  < 50/mm  (1.1%),  CHF  or  pulmonary 
edema  (0.9%),  dizziness  (3  6%),  headache  (1.8%),  fatigue  (1.1%),  constipa- 
tion (6.3%),  nausea  (1.6%),  elevations  of  liver  enzymes  have  been  reported 
(See  Warnings.)  The  following  reactions,  reported  in  less  than  0.5%,  occurred 
under  circumstances  where  a causal  relationship  is  not  certain:  ecchymosis, 
bruising,  gynecomastia,  psychotic  symptoms,  confusion,  paresthesia,  insomnia, 
somnolence,  equilibrium  disorder,  blurred  vision,  syncope,  muscle  cramp,  shaki- 
ness, claudication,  hair  loss,  macules,  spotty  menstruation  How  Supplied: 
ISOPTIN  (verapamil  HCI)  is  supplied  in  round,  scored,  film-coated  tablets  con- 
taining either  80  mg  or  120  mg  of  verapamil  hydrochloride  and  embossed  with 
"ISOPTIN  80"  or  "ISOPTIN  120"  on  one  side  and  with  "KNOLL"  on  the  reverse 
side.  Revised  August,  1984  2385 


Knoll  Pharmaceuticals 

A Unit  ol  BASF  K&F  Coiporation 
Whippany,  New  Jersey  07981 


BASF  Group 


knoll 


EMPLOYEES 
APPRECIATE 
THE  PAYROLL 
SAVINGS  PLAN. 

JUST  ASK  THE 
PEOPLE  AT  THE 
BOEING  COMPANY. 

“My  folks  gave  me  a Bond  for 
my  birthday  every  year.  Now  1 
can  do  the  same  for  my  kids.” 
—Vaughn  Hale 


“It’s  certainly  a painless  way  to 
save.  The  money  comes  directly 
out  of  my  paycheck  every  two 
weeks.” 

— Florence  Perry 


“This  is  one  way  I can  support 
my  government  and  save  at  the 
same  time.” 

—Douglas  Scribner 


U.S.  Savings  Bonds  now 
offer  higher  variable  interest 
rates  and.  a guaranteed  return. 
Your  employees  will  appreciate 
that.  They’ll  also  appreciate 
your  giving  them  the  easiest, 
surest  way  to  save. 

For  more  information, 
write  to:  Steven  R.  Mead, 
Executive  Director,  U.S.  Savings 
Bonds  Division,  Department  of 
the  Treasury,  Washington,  DC 
20226. 


US  SAVINGS  BONDsSl. 

Paying  Better  Than  Ever ' ~ 

A public  service  of  this  publication. 
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Summary 

Modern  Eye  Banking  had  its  start  in  the 
mid- 1940s.  However,  it  was  not  until  the  1960s 
that  eye  banking  grew  to  become  a movement 
or  even  a necessary  part  of  the  health  care 
system  in  the  state  of  Alabama.  The  Alabama 
Eye  and  Tissue  Bank  has  grown  rapidly  to 
become  one  of  the  largest  corneal  processing 
systems  in  the  United  States.  Even  though 
scheduled  corneal  transplant  surgery  exists  for 
all  Alabamians,  a larger  choice  of  quality,  vi- 
able tissue  could  provide  for  the  blind  or  vi- 
sionally  impaired  a greater  assurance  of  re- 
stored sight. 


Chief  Executive  Office.  Alabama  Eye  and  Tissue  Banks 


Corneal  transplant  surgery  remains  highly 
successful  in  restoring  sight.  The  contraindi- 
cations for  donor  tissue  should  be  known  by 
all  physicians  and  other  health  care  profes- 
sionals. The  public  should  be  made  aware  of 
the  vision  care  available  to  them  in  the  state 
of  Alabama.  The  general  public  should  be 
aware  of  how  to  become  a pre-pledged  eye  do- 
nor and  also  how  they  can  be  assured  that  their 
wished  are  carried  out  at  the  time  of  their  de- 
mise. 

Even  with  scheduled  transplant  surgery  for 
all  Alabamians,  the  need  for  medical  profes- 
sionals to  be  oriented  and  education  towards 
the  multi-organ  and  tissue  donations  is  impor- 
tant. 
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History 

In  the  mid  1940s  it  became  apparent  that  penetrating 
keratoplasty  was  no  longer  an  experimental  tech- 
nique. but  had  become  an  established  part  of  ophthalmic 
surgery.1  Surgeons  were  trained  to  perform  corneal 
transplants  in  the  1940s  and  1950s  at  various  locations 
in  the  United  states.  In  the  early  decades  of  corneal 
transplant  surgery,  the  lack  of  suitable  donor  tissue 
and  microscopic  surgical  equipment  impeded  the 
growth  and  results  of  the  procedure.  At  that  time  there 
were  eye  banks  that  were  well  organized  and  provided 
a quality  service  to  the  surgeons  and  the  patients  need- 
ing the  tissue.  However,  there  were  also  those  who 
jeopardized  the  movement  by  their  disregard  for  med- 
ical ethics  and  scientific  detail.2 

Due  to  this  disregard,  the  American  Academy  of 
Ophthalmology  and  Otolaryngology  appointed  a com- 
mittee to  survey  the  status  of  eye  banks  in  the  United 
States.  The  report  of  the  committee  outlined  the  con- 
fusion that  existed  in  the  eye  banking  movement  at 
that  time,  and  the  lack  of  medical  control  which  is 
essential  to  good  eye  bank  management.3  Later,  in  the 
American  Journal  Ophthalmology  an  editorial  that  ap- 
peared stated,  “where  there  is  no  control  of  either 
policy,  funds,  or  publicity  by  ophthalmologists,  there 
is  a notorious  disregard  for  medical  ethics  and  scientific 
endeavors.4 

From  this  need  for  medical  ethical  standards,  the 
Eye  Bank  Association  of  America  (EBAA),  was  es- 
tablished. It  was  chartered  in  1961 , under  the  direction 
of  the  American  Academy  of  Ophthalmology.  Today 
the  EBAA  certifies  eye  banks  in  North  America,  Can- 
ada, and  some  Latin  American  areas.  A Code  of  Ethics 
has  been  written  since  its  incorporation. 

Presently  the  Alabama  Eye  and  Tissue  Bank  is  the 
only  statewide  Eye  Bank  system  in  Alabama.  It  is  the 
only  accredited  and  certified  Eye  Bank  under  the  rules 
and  standards  of  the  American  Academy  of  Ophthal- 
mology, and  the  Eye  Bank  Association  of  America, 
in  the  State  of  Alabama. 

The  first  corneal  transplant  in  the  state  of  Alabama 
was  performed  in  1948  by  ophthalmologist,  Alston 
Callahan,  of  the  Eye  Foundation  Hospital  in  Birming- 
ham at  the  University  of  Alabama  Hospital.  The  Uni- 
versity of  Alabama,  School  of  Medicine,  Department 
of  Ophthalmology,  organized  the  first  tissue  procure- 
ment program  of  donor  eyes  in  1963.  The  Alabama 
Lions  Eye  Bank  was  organized  in  1969  under  the  aus- 
pices of  Alabama  Sight  Conservation  Association.  In 
March  of  1984,  the  Alabama  Eye  and  Tissue  Bank 
was  established  as  a 501  C3  non-profit  organization  in 
the  state  of  Alabama  and  accepted  the  task  of  operating 
and  building  the  statewide  system. 

As  of  1985,  the  AETB  is  the  eighth  largest  user  of 
corneal  tissue  locally  within  the  EBAA.  The  office  and 
staff  in  the  Birmingham  headquarters,  along  with  re- 


gional offices  in  Mobile  and  Huntsville,  provide  cor- 
neal tissue  for  scheduled  transplant  surgery  for  all  Al- 
abamians. In  addition,  the  bank  has  provided  national 
programs  and  materials  for  various  other  eye  banks  in 
North  and  South  America.  The  AETB  also  provide  a 
scheduled  endothelial  specular  microscopy  service  to 
all  patients  in  Alabama.  In  the  recent  past,  the  eye 
bank  has  become  a large  provider  of  research  tissue 
with  service  to  over  10  major  research  centers  through- 
out the  United  States. 

Corneal  Storage  Notes 

By  the  1960s  ophthalmologists  began  experimenting 
with  freezing  corneas  in  the  industrial  solvent  dimethyl 
suffoxide  at  a temperature  of  -70  C.5  By  this  method 
corneas  were  stored  for  longer  than  24  hours. 

In  1974,  the  development  of  the  McCary  Kauffman 
cornea  preservation  solution  allowed  for  corneas  to  be 
used  successfully  for  up  to  72  hours  post  mortem.6 

In  1986,  with  the  newly  announced  enhanced  MK- 
199  formula,  storage  for  up  to  10-days  is  possible.7 
There  are  other  techniques  of  corneal  storage  being 
studied,  including  organ  culture,8  and  tissue-cultured 
corneal  endothelium,9  allowing  storage  for  up  to  three 
weeks. 

Preservation  of  corneas  and  sclera  by  dehydration 
in  glycerine  with  molecular  sieves  and  storage  at  room 
temperature  encourages  the  use  of  unsuitable  tissue  for 
research.  This  latter  preservation  method  allows  tissue 
to  be  retained  for  up  to  six-months.10 

The  Need 

In  Alabama,  through  the  Alabama  Eye  and  Tissue 
Bank  there  was  1 ,050  eyes  provided  for  research  and 
corneal  transplants  in  the  fiscal  year  of  1984-85.  The 
majority  of  tissues  were  used  in  Alabama.  In  Alabama 
there  are  approximately  850  corneal  tissues  needed  for 
penetrating  keratoplasty  or  refractive  surgeries  an- 
nually. In  fiscal  year  1985,  the  AETB  was  a supplier 
of  ocular  research  tissue  to  over  ten  major  research 
centers  in  the  United  States. 

Modern  Tissue  Procurement 

There  has  been  an  overwhelming  increase  in  cornea 
donations  in  the  state  of  Alabama  since  1980."  Ag- 
gressive counseling,  hospital  contract  agreements, 
public  education,  nursing  and  physicians  support,  and 
funeral  directors  participation  has  lead  to  a consistent 
increase  in  tissue  donations  in  Alabama.  The  AETB 
has  averaged  twice  the  national  rate  in  tissue  procure- 
ment since  1 980. 12 

Contraindications  to  Using  Corneal  Tissue  for 
Transplant  and  General  Donor  Information 

Table  one  is  a review  of  the  contraindicaitons  for 
use  of  corneal  tissue  for  keratoplasty.  Even  though 
these  contraindications  prohibit  the  corneal  tissue  use 
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for  penetrating  keratoplasties,  it  does  not  prohibit  the 
tissue  for  use  invital  research  or  teaching.  Age  is  not 
a factor,  and  donor  ocular  problems  such  as  cataracts, 
myopia,  hyperopia,  and  astigmatism  can  be  used  for 
transplant.  Eyes  that  have  had  corneal  infections,  glau- 
coma, intraocular  surgery,  penetration  trauma,  or  he- 
reditary diseases  of  the  corneal  would  not  be  suitable 
for  transplantation,  but  could  be  useful  for  research.13 
It  should  be  noted  that  solid  neoplasms  and  even  most 
metastases  are  not  contraindications  to  corneal  trans- 
plants. 

TABLE  1 

Contraindications  to  Use  of  Corneas  for  Transplant 


A.  Death  of  Unknown  Cause 

B.  Systemic  Infections 

1.  Rubella 

2.  Encephalitis 

3.  Cytomegalovirus  brain  infection 

4.  Septicemia 

5.  Hepatitis 

6.  Rabies 

7.  Syphilis 

8.  AIDS  (Acquired  Immune  Deficiency  Syndrome) 

9.  Meningitis 

10.  Viral  pneumonia 

11.  Pulmonary  tuberculosis 

C.  CNS  Degenerative  Disease 

1.  Creutzfeldt-Jakob  Disease 

2.  Panencephalitis 

3.  Multifocal  Leukoencephalopathy 

D.  Neoplasms 

1.  Blast  form  leukemia 

2.  Hodgkins  Disease 

3.  Lymphosarcoma 


Professional  Organ  Procurement  Cooperation 
in  Alabama 

The  Alabama  Eye  and  Tissue  Bank  has  an  ideal 
relationship  with  the  Alabama  Regional  Organ  Bank 
(AROB).  The  AETB’s  current  objectives  pertain  to 
the  procurement  of  ocular  tissue,  while  the  AROB 
collects  vital  organs.  Due  to  the  flexibility  of  time  for 
the  procurement  of  an  eye  donor  compared  to  a vital 
organ  donor,  the  organ  bank  personnel  performs  their 
procedures  first  when  a multi-organ  donor  is  identified. 

In  Huntsville,  Mobile  and  Birmingham  the  highly 
trained  professional  and  full-time  staff  of  the  Eye  Bank 
performs  the  majority  of  enucleations.  Throughout  Al- 
abama, some  150  funeral  directors  have  volunteered 
their  time  and  money  to  serve  as  technicians  for  the 
Eye  Bank.  These  funeral  directors  have  completed  re- 
quirements set  by  the  University  of  Alabama,  School 
of  Medicine,  the  Alabama  State  Law,  the  Alabama 
Eye  and  Tissue  Bank  and  the  Eye  Foundation  Hospital. 

There  are  literally  hundreds  of  other  liaison  health 
care  professionals  who  assist  the  Eye  Bank  in  giving 
sight.  These  individuals,  under  state  law,  cannot  re- 


move or  perform  the  sterile  enucleation  technique. 
However,  they  do  perform  an  equally  vital  role  in  the 
work  by  counseling  the  next-of-kin  at  the  time  of  death 
of  a loved  one. 

There  are  other  groups  of  people  who  can  have  an 
extremely  important  role  in  the  journey  for  sight . Some 
of  these  support  people  are  clergy,  nursing  and  hospital 
care  programs  personnel,  law  enforcement  individuals, 
and  the  civic  community.  It  is  hoped  that  each  will 
realize  the  role  that  he  must  play  for  the  restoring  of 
sight  to  the  corneal  blind  of  this  state. 

How  Can  One  Pre-Pledge  His  Organs  or  Eyes 

According  to  the  latest  Gallop  poll,  93  percent  of 
all  Americans  have  either  heard  or  read  about  trans- 
plants.14 One  may  ask,  why  then  are  there  no  more 
people  actually  donating  their  eyes?  Perhaps  the  an- 
swers lies  in  the  fact  that  most  Americans  and  thus 
Alabamians,  are  not  properly  educated  and  aware  of 
the  steps  necessary  to  be  a pre-pledge  eye  donor.  In 
Alabama,  one  can  become  a pre-pledge  eye  donor  by 
signing  a pre-pledged  eye  donor  card.  These  cards  can 
be  obtained  by  various  sources  such  as  probate  court 
offices  in  each  county.  Lions  Clubs  members  through- 
out Alabama,  local  ophthalmologists,  funeral  estab- 
lishments, and  by  corresponding  with  the  Alabama  Eye 
and  Tissue  Bank. 

Still  another  effective  way  to  become  a pre-pledged 
eye  donor  is  by  registering  one’s  wishes  on  one’s  Al- 
abama driver’s  license  or  by  registering  as  an  Uniform 
Anatomical  gift  donor  with  the  University  of  Alabama 
at  Birmingham  or  at  the  University  of  South  Alabama 
in  Mobile,  in  the  human  anatomy  departments. 

Due  to  the  cause,  time  or  circumstances  of  one’s 
death,  most  pre-pledged  eye  commitments  are  over- 
looked. Even  with  the  best  of  intentions,  most  pre- 
pledged eye  donors  never  become  actual  donors.  How- 
ever, the  next-of-kin  can  make  that  decision  for  the 
deceased.  Indeed,  the  best  way  for  a person  to  have 
his  wishes  carried  out  is  by  informing  his  clergy,  per- 
sonal physician,  funeral  director  and  immediate  family 
members. 

Physicians,  nurses  and  other  health  care  profession- 
als would  add  a new  fulfillment  to  job  goals  and  to 
another’s  happiness,  if  he/she  would  counsel  the  next- 
of-kin  at  the  time  of  death  about  the  importance  of  an 
eye  donation. 

For  more  information,  contact  the  Alabama  Eye  and 
Tissue  Bank  at  one  of  the  following  locations: 

Birmingham  Headquarters 
Post  Office  Box  55322 
Birmingham,  AL  35255-5322 
(205)  939-3937  (EYES) 

Southwest  Regional  Office 
2451  Fillingim  Street 
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Mastin  Building 
Mobile,  AL  36609 
(205)  476-3937  (EYES) 

North  Alabama  Regional  Office 
Post  Office  Box  579 
Birmingham,  AL  35804 
(205)  534-3937  (EYES) 

Growth  of  Eye  Banking  in  Alabama 

The  Alabama  Eye  and  Tissue  Bank  compared  to  the 
national  average  of  procurements  among  eye  banks  in 
North  America  has  obtained  record  growth  in  the  area 
of  tissue  procurement. 15  To  gain  a better  perspective 
of  the  fact,  more  tissue  was  donated  and  thus  more 
Alabamians  were  given  sight  in  the  last  24  months 
than  was  given  to  Alabamians  in  the  entire  decade  of 
the  1960’s  and  1970’s  together. 

The  Need  and  a Commentary  on  the  Position 
Statement  of  the  Eye  Bank 

Some  years  ago,  the  Alabama  Eye  and  Tissue  Bank 
decided  that  in  order  to  meet  the  enormous  state  and 
regional-wide  need  for  corneas,  systems  would  have 
to  be  established  to  more  efficiently  collect  and  dis- 
tribute tissue  rapidly  and  on  a large  scale.  This  required 
professionalization  and  accumulation  of  capital.  Today 
the  results  of  the  decision  are  apparent.  In  the  future, 
the  need  for  medical  orientation  in  modern  eye  banking 
will  be  imperative.  The  policy-makers  and  profes- 
sional staff  will  need  greater  training  and  ability  than 
ever  before.  With  the  advent  of  eye  banking  becoming 
an  extension  to  the  corneal  surgery  health  care  profes- 
sionals, lay  and  support  groups  will  need  a clear  un- 
derstanding of  their  role  in  GIVING  THE  GIFT  OF 
SIGHT. 
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spend  most  of  my  time  with  my  patients.  So 
when  it  came  to  solving  my  transportation 
problems,  I called  on  the  specialists  at 
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Leasing  with  Creative  is  convenient 
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bought  my  used  car,  purchased  and  installed 
tags.  They  also  provide  complete  maintenance 
services  and  a loaner  car  when  needed. 
Creative  even  picks  up  and  delivers! 

When  it  comes  to  convenience  and 
maximizing  cash  flow,  Creative’s  got  the  cure! 
If  you’d  like  more  information  on  Creatives’ 
custom  leasing  plans,  call  one  of  our  four 
Alabama  offices. 
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Montgomery  264-8421 

Tuscaloosa  345-6494 
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BIO  Plan  from 
National  Life  of  Vermont." 


In  estate  planning,  there  are  two  ways 
to  go. 

You  can  make  an  educated  guess  aboui 
how  much  life  insurance  you  need  to  covei 
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convert  them  into  a new  life  insurance 
policy  worth  up  to  five  times  the  amount 
of  the  original  policy,  up  to  seven  million 
dollars.  With  insurability  guaranteed. 

Contact  your  National  Life  agent  to- 
day for  more  information  about  BIO:  The 
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Your  Estate  Planning" 
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Effective  Applications" 
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Nocardiosis  — A Five-Year 
Huntsville  Experience 

LeRoy  F.  Harris,  M.D.* 


Abstract 

Nocardiosis  is  an  uncommon  bacterial  in- 
fection caused  primarily  by  IKocardia  asteroides 
and  infrequently  by  IK.  brasiliensis  and  IK.  cav- 
iae.  Most  infections  originate  by  inhalation  and 
subsequent  hematogenous  dissemination  and 
less  commonly  by  primary  cutaneous  innocu- 
lation.  Pulmonary  manifestations  range  from 
asymptomatic  colonization  of  the  respiratory 
tract  to  acute  fulminant  or  chronic  pneumonia. 
Disseminated  infection  most  often  involves  the 
central  nervous  system  (CNS)  and  less  com- 
monly the  integument.  Primary  cutaneous  dis- 
ease appears  as  an  actinomycetoma  or  as  cel- 

Clinical  Associate  Professor  of  Medicine.  School  of  Primary  Medical  Care.  Uni- 
versity of  Alabama  School  of  Medicine.  Huntsville  Program.  410  Lowell  Drive, 
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lulitis,  pustules,  pyoderma  and  sporotrichoid 
lesions  following  local  trauma.  The  diagnosis 
is  suggested  by  a characteristic  gram  stain  ap- 
pearance and  confirmed  by  culture.  Sulfon- 
amides remain  the  mainstay  of  treatment  and 
therapy  often  is  prolonged.  The  prognosis  ad- 
versely is  affected  by  CNS  involvement,  con- 
current immunosuppressive  therapy  and  treat- 
ment for  less  than  three  months. 


Nocardiosis  is  an  uncommon  bacterial  infection 
which  is  estimated  to  occur  at  a rate  of  500  to 
1 000  new  cases  per  year. 1 Thus,  a practicing  physician 
only  infrequently  will  be  expected  to  encounter  a pa- 
tient with  nocardiosis.  By  reviewing  our  experience 
for  the  past  five  years  in  Huntsville  with  this  infection. 


we  hope  to  acquaint  physicians  with  the  clinical  spec- 
trum, diagnosis,  treatment  and  prognosis  of  nocar- 
diosis in  order  to  provide  optimal  patient  management. 
Also  we  compare  our  cases  of  nocardiosis  originating 
from  community  hospitals  to  those  reported  in  the  lit- 
erature which  predominately  arise  from  medical  school 
affiliated  or  tertiary  care  hospitals. 


Patients  and  Methods 

We  reviewed  the  charts  of  all  patients  admitted  to 
Huntsville,  Alabama,  hospitals  for  the  five  year  period 
of  1981  to  1985,  inclusive,  from  whom  Nocardia  sp. 
were  isolated.  Nocardia  presumptively  was  identified 
as  a branching  gram-positive  beaded  rod  which  was 
not  acid  fast  and  on  culture  demonstrated  typical  co- 
lonial morphology.  Definitive  identification  of  Nocar- 
dia was  provided  by  the  Alabama  Microbiology  Lab- 
oratory. Pulmonary  nocardiosis  was  diagnosed  when 
Nocardia  was  isolated  from  lung  tissue  or  empyema 
fluid.  Nocardiosis  was  considered  disseminated  when 
Nocardia  was  cultured  from  extrapulmonary  speci- 
mens or  blood  and  when  Nocardia  involved  the  spec- 
imens by  hematogenous  dissemination.  Primary  cu- 
taneous nocardiosis  was  defined  as  a Nocardia  infection 
which  originated  in  cutaneous  structures. 


Results 

Table  I describes  the  clinical  features  of  seven  pa- 
tients with  nocardiosis.  Three  patients  had  pulmonary 
or  disseminated  disease  and  ranged  in  age  from  74  to 
83  years  and  averaged  78  years.  All  patients  were  male 
and  possessed  various  underlying  diseases  such  as  di- 
abetes mellitus,  emphysema,  chronic  corticosteroid 
therapy  and  pulmonary  tuberculosis.  Presenting  com- 
plaints included  chest  pain,  dyspnea,  weight  loss,  con- 
fusion and  fever  which  when  present  was  low  grade. 

Four  patients  with  primary  cutaneous  nocardiosis 
were  20  to  70  years  of  age  with  an  average  age  of  41 
years.  Three  of  the  four  patients  were  male.  An  un- 
derlying disease  or  predisposing  event  was  present  in 
all  patients  and  consisted  of  dog  bite,  lymphoma  and 
trauma  to  the  thigh,  median  sternotomy  incision  for 
coronary  artery  bypass  grafting  and  stepping  on  a 
seashell  at  a beach.  Manifestations  of  cutaneous  no- 
cardiosis were  swelling,  erythema,  drainage,  lym- 
phangitis and  pain  in  the  involved  tissue.  Maximum 
temperature  during  the  first  24  hours  of  admission 
ranged  from  98.2  to  102. 8°F  and  averaged  100. 3°F. 

Table  II  depicts  the  laboratory  and  radiographic  find- 
ings, treatment  and  outcome  of  the  seven  patients. 
Nocardia  asteroides  was  recovered  from  empyema 
fluid,  lung,  blood  and  brain  of  the  three  patients  with 
pulmonary  or  disseminated  nocardiosis.  Their  leuko- 
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cyte  counts  extended  from  13,600  to  19,000  per  cu 
mm  and  averaged  17.066  per  cu  mm.  Chest  x-rays 
were  abnormal  in  all  three  patients  and  showed  infil- 
trates and  pleural  fluid.  Treatment  modalities  utilized 
included  surgical  measures  (drainage  of  empyema,  ex- 
cision of  brain  abscess)  and  medical  therapy  (sulfi- 
soxazole.  trimethoprimsulfamethoxazole  adminis- 
tration). One  of  the  three  patients  died  during 
hospitalization,  another  patient  survived  hospitaliza- 
tion but  died  four  months  after  discharge  of  nocardiosis 
and  the  third  patient  survived  hospitalization  without 
recurrence  of  nocardiosis  seven  months  after  dis- 
charge. 

Three  of  the  four  patients  with  primary  cutaneous 
nocardiosis  grew  N.  asteroides  from  the  hand,  thigh 
or  sternotomy  incision  and  N.  brasiliensis  was  cultured 
from  the  foot  of  the  fourth  patient.  Leukocyte  counts 
of  the  patients  ranged  from  7,800  to  24,100  per  cu 
mm  and  averaged  15,675  per  cu  mm.  Chest  roent- 
genograms were  normal  in  all  but  one  patient  who  had 
hilar  adenopathy.  Therapy  in  all  cases  consisted  of 
incision  and  drainage  of  the  infected  tissue  in  com- 
bination with  a sulfa-containing  antibiotic.  All  patients 
survived  hospitalization  and  there  have  been  no  re- 
currences but  one  patient  was  lost  to  followup. 

Discussion 

Nocardia  along  with  Mycobacterium,  Actinomyces 
and  Streptomyces  compose  the  genera  of  the  order 
Actinomycetales.  Nocardia  are  aerobic  and  appear  as 
branching,  gram-positive,  filamentous  organisms  which 
also  are  partially  acid-fast.  They  grow  best  at  30°  to 
37°  C on  commonly  used  media  such  as  blood  agar  as 
well  as  on  media  typically  used  for  fungi  and  myco- 
bacteria. Growth  usually  occurs  within  three  to  five 


days  but  may  be  delayed  up  to  two  weeks.  Nocardia 
are  frequent  inhabitants  of  soil  but  are  not  considered 
to  be  a member  of  the  normal  human  flora.  Therefore, 
isolation  of  the  organism  from  a patient  signifies  an 
infection.2  Nocardia  asteroides  is  responsible  for  the 
overwhelming  majority  of  cases  of  nocardiosis  and  N. 
brasiliensis  and  N.  caviae  are  infrequent  causes.1  Our 
experience  in  Huntsville  parallels  this  data;  all  of  our 
cases  were  caused  by  N.  asteroids  except  for  a patient 
with  primary  cutaneous  nocardiosis  from  whom  N. 
brasiliensis  was  isolated. 

Most  cases  of  nocardiosis  in  the  temperate  zones  of 
the  northern  hemisphere  are  thought  to  originate  by 
inhalation  of  the  organism  into  the  lung  with  subse- 
quent hematogenous  dissemination  to  various  organs, 
especially  the  CNS  and  integument.  Primary  cutaneous 
disease  also  occurs  and  in  our  experience  it  was  the 
commonest  mechanism  of  disease.  Mounting  evidence 
suggests  that  cell  mediated  immunity  plays  a key  role 
in  defense  against  nocardial  infection  and  patients  with 
altered  cell  mediated  immunity  (e.g.  lymphatic  malig- 
nancy, corticosteroid  therapy,  AIDS)  are  thought  to 
be  susceptible  to  developing  nocardiosis.  Often,  how- 
ever, no  predisposing  condition  exists  as  evidenced  by 
the  fact  that  only  two  of  our  patients  possessed  an 
underlying  immunosuppressive  state.  Chronic  lung 
disease  and  pulmonary  alveolar  proteinosis,  probably 
related  to  a local  immune  deficit,  also  have  been  as- 
sociated with  nocardiosis,  emphysema  was  present  in 
one  of  our  patients.  Human  to  human  and  animal  to 
human  transmission  of  nocardiosis  are  not  docu- 
mented.3 

The  clinical  spectrum  of  illness  attributable  to  no- 
cardiosis can  be  classified  as  either  pulmonary  with  or 
without  dissemination,  or  cutaneous.  Pulmonary  dis- 
ease frequently  is  chronic  and  may  be  manifested  by 


TABLE  I 

Nocardiosis  — Clinical  Presentation 


Case 

Age 

(years) 

Sex 

Underlying  Disease  or 
Predisposing  Event 

Symptoms  and  Signs 

Temperature  * 
(°F) 

Pulmonary, 

disseminated 

1 

83 

M 

Diabetes  mellitus,  emphysema 

Chest  pain,  fever  chills  x 3 wks 

100.4 

2 

74 

M 

Chronic  corticosteroid  therapy 

Dyspnea,  weight  loss  x 8 mo 

97.2 

3 

76 

M 

Pulmonary  tuberculosis 

Chest  pain,  confusion  x 3 wks 

101 

Primary 

cutaneous 

4 

52 

F 

Dog  bite 

Swollen,  painful  hand  x 4 wks 

98.2 

5 

20 

M 

Lymphoma,  trauma  to  thigh 

Swollen,  red  thigh  x 10  d 

100 

6 

70 

M 

Sternotomy  incision 

Swollen,  draining  sternotomy  incision 
x 20  mo 

100.2 

7 

22 

M 

Stepped  on  seashell  at  beach 

Swollen,  red  foot,  fever,  lymphangitis 
x 6 weeks 

102.8 

^Maximum  temperature  during  first  24  hours  of  admission. 
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TABLE  II 

Nocardiosis  — Laboratory  and  Radiographic  Findings,  Treatment  and  Outcome 


Case 

Species  and  Source 
of  Nocardia 

WBC* 

(cells/ cu  mm) 

Chest 

Roentgenogram 

Treatment 

Outcome 

Pulmonary,  Disseminated 

1 

Asteroides,  empyema 

18,600 

LLLt  infiltrate  and 
pleural  fluid 

Open  drainage  of 
empyema,  sulfisoxazole 

4 gm/d  x 2 mo 

Survived  hospitalization 
died  4 mo  later  of 
nocardiosis 

2 

Asteroides,  lung  and 
blood 

13,600 

Bilateral  fibronodular 
infiltrates 

SXTt  480  mg-2400 
mg/d  x 5 d 

Died  5 d after 
admission 

3 

Asteroides,  empyema 
and  brain 

19,000 

LLL  infiltrate  and 
pleural  fluid 

Open  drainage  of 
empyema,  excision  of 
brain  abscess, 
sulfisoxazole  6 gm/d 
x 6 mo 

Lived,  no  recurrence 
x 7 mo 

Primary  cutaneous 

4 

Asteroides,  hand 

7,800 

Normal 

I&D§,  SXT  640  mg- 
3200  mg/d  x 14  d 

Lived,  no  recurrence  x 

4 mo 

5 

Asteroides,  thigh 

24,100 

Hilar  adenopathy 

I&D,  sulfisoxazole 

6 gm/d  x 2 mo 

Lived,  no  recurrence 
x 1 y 

6 

Asteroides,  sternotomy 
incision 

12,900 

Normal 

I & D,  sulfamethoxazole 
6 gm/d  x 6 wks 

Lived,  no  recurrence 
x 2 yr 

7 

Brasiliensis,  foot 

17,900 

Normal 

I&D,  sulfamethoxazole 

6 gm/d 

Lost  to  followup 

* Leukocyte  count  on  day  of  admission 
f Left  lower  lobe 
± Trimethoprim-sulfamethoxazole 
§ Incision  and  drainage 


fever,  cough,  anorexia,  weight  loss  and  hemoptysis. 
Occassionally  a lung  focus  may  extend  to  the  pleural 
space  to  form  an  empyema  and  to  the  thoracic  wall  to 
form  a draining  sinus  tract.4  Respiratory  tract  coloni- 
zation by  Nocardia  without  apparent  disease  also  has 
been  described  primarily  in  patients  with  underlying 
pulmonary  diseases  such  as  lung  cancer,  chronic  lung 
disease,  asthma  and  inactive  pulmonary  tuberculosis.5 
An  acute,  fulminant  form  of  infection  usually  is  re- 
stricted to  immunocompromised  or  debilitated  hosts.4 

Disseminated  nocardiosis  almost  invariably  origi- 
nates from  the  lung  and  pulmonary  involvement  may 
be  subclinical  or  may  precede  or  accompany  discovery 
of  extrapulmonary  nocardiosis.  The  CNS  is  reported 
to  be  the  most  commonly  affected  secondary  site  and 
may  dominate  the  clinical  picture  or  may  be  part  of  a 
miliary  pattern.  CNS  nocardiosis  can  present  as  a brain 
abscess  with  headache,  change  in  sensorium  and  focal 
neurologic  signs  and  less  commonly  appears  as  men- 
ingitis. The  skin  and  subcutaneous  tissue  are  the  sec- 
ond most  frequently  involved  metastatic  organs  and 
mainfested  as  subcutaneous  nodules.  Less  common 
secondary  foci  of  infection  are  pericarditis,  peritonitis, 
retroperitoneal  abscess,  perirectal  abscess,  endoph- 
thalmitis, sinusitis,  endocarditis,  mediastinitis  and  sep- 
tic arthritis/’  Our  patients  with  pulmonary  and  dissem- 


inated nocardiosis  all  had  evidence  of  a primary  lung 
process  with  local  extension  to  form  an  empyema  in 
two  patients  and  hematogenous  spread  to  the  blood  in 
one  case  and  to  the  brain  in  another  case. 

Primary  cutaneous  nocardiosis  in  Central  and  South 
America  presents  as  an  actinomycetoma:  a localized, 
swollen  and  indurated  infection  which  often  invades 
bone  and  forms  sinuses  discharging  purulent  material 
and  occasionally  sulfur  granules.  Primary  cutaneous 
disease  in  the  more  temperate  climates  usually  occurs 
in  patients  without  serious  underlying  illness  and  fol- 
lows local  trauma.  The  etiologic  agents  of  the  infection 
are  N.  asteroides  and  N.  brasiliensis  in  almost  equal 
proportions.  Clinical  manifestations  include  cellulitis, 
pustules,  pyoderma  and  a lymphocutaneous  presen- 
tation similar  to  sporotrichosis.7  Dissemination  of  pri- 
mary cutaneous  nocardiosis  is  infrequent  but  has  been 
reported.8  Primary  cutaneous  nocardiosis  was  a sequel 
to  local  trauma  in  all  of  our  patients  and  appeared  as 
swelling,  erythema  and  drainage.  Only  one  of  our  pa- 
tients was  immunosuppressed  and  only  one  of  our  iso- 
lates was  N . brasiliensis.  Hematogenous  spread  of  the 
infection  was  not  encountered. 

The  diagnosis  of  nocardiosis  is  suggested  by  a typ- 
ical gram  stain  appearance  but  is  dependent  upon  growth 
of  the  organism.  Chest  radiographic  features  are  non- 


July  1986  / 37 


specific  and  consist  of  bronchopneumonia,  lobar  con- 
solidation. abscess  and  empyema.2  Likewise,  CAT  scan 
appearance  of  CNS  noncardiosis  is  no  diagnostic  and 
demonstrates  findings  typical  of  brain  abscess;  a cen- 
tral area  of  attenuated  density  surrounded  by  ring  en- 
hancement.9 Although  colonization  of  the  respiratory 
tract  by  Nocardia  has  been  described,5  most  authorities 
regard  isolation  of  the  organism  as  evidence  of  the 
disease.2  Our  experience  supports  this  view  in  that 
evidence  of  infection  accompanied  all  patients  from 
whom  Nocardia  was  cultured.  Because  the  diagnostic 
yield  of  sputum  culture  is  low,  diagnosis  of  pulmonary 
nocardiosis  frequently  requires  an  invasive  procedure 
such  as  empyema  aspiration,  bronchoscopy  or  open 
lung  biopsy.  When  CNS  nocardiosis  coexists  with  mi- 
crobiologically  documented  lung  infection,  an  invasive 
procedure  to  obtain  CNS  tissue  is  required  only  if  there 
is  a poor  response  to  therapy.9  Serologic  and  skin  tests 
using  Nocardia  antigens  are  of  unproven  value.3 

Despite  a seemingly  never  ending  proliferation  of 
new  antimicrobial  agents,  one  of  the  oldest  antibiotics, 
sulfonamides,  remains  the  treatment  of  choice  for  No- 
cardia infections.  Clinical  experience  suggests  that  the 
short  acting  sulfonamides  such  as  sulfadiazine,  sulfi- 


soxasole  and  sulfamethoxazole  should  be  administered 
in  a dose  of  six  to  12g/day  with  adjustment  to  ensure 
peak  serum  levels  of  12  to  15  mg/gl.10 

Controversy  exists  as  to  whether  treatment  with  the 
combination  trimethoprim-sulfamethoxazole  is  more 
efficacious  than  with  sulfonamide  alone.  Proponents 
of  dual  therapy  points  to  the  favorable  clinical  results 
when  both  antibiotics  are  utilized  and  to  the  in  vitro 
demonstration  of  synergy  between  trimethoprim  and 
sulfamethoxazole  against  Nocardia  organisms.  Op- 
ponents of  combined  therapy  note  that  the  outcome 
using  trimethoprim-sulfamethoxazole  is  not  superior 
to  giving  sulfonamide  alone  with  synergy  between  tri- 
methoprim and  sulfamethoxazole  may  not  be  achieved 
at  the  ratio  of  the  currently  available  commercial  prep- 
aration of  both  agents.  If  combination  therapy  is  used, 
the  dose  should  be  sufficient  to  achieve  the  above 
mentioned  peak  sulfonamide  level  of  12  to  15  mg/dl." 

Recommendations  for  treatment  of  nocardiosis  in 
patients  allergic  to  sulfonamides  or  in  cases  of  lack  of 
response  to  these  drugs  should  be  based  on  clinical 
experience  because  of  technical  problems  with  in  vitro 
sensitivity  testing  of  Nocardia.  Successful  treatment 
has  been  reported  with  ampicillin  alone,  ampicillin 


Stacf  id  t&e'rtye<vtt 

&Oimitty&atn4,  'WtecUcaC  Renter. 


Convenient  to  (IAB  medical 
facilities  and  area  attractions. 
Banquet  and  Meeting  Rooms  for 
groups  of  10  to  400. 

Pool. 

Dining  in  the  Gazebo  Dining  Room. 

A spectacular  view  of  Birmingham 
from  The  Press  Box  Lounge. 


951  18TH  STREET  SOUTH  • BIRMINGHAM,  AL  35205  • 205-933-7700 


38  / Alabama  Medicine,  The  Journal  of  MASA 


combined  with  sulfonamide,  ampicillin  combined  with 
erythromycin  and  minocycline.10 

The  duration  of  therapy  is  dependent  on  the  extent 
of  disease,  response  to  treatment  and  the  immune  status 
of  the  host.  In  general,  disseminated  infection,  slow 
response  to  therapy  and  infection  in  an  immunocom- 
promised patient  required  a more  protracted  course  of 
antimicrobial  therapy.  Specific  guidelines  for  the  length 
of  antibiotic  administration  are  as  follows:  Pulmonary 
and  systemic  nocardiosis  — six  to  12  months,  CNS 
nocardiosis  — 12  months,  nocardiosis  in  the  immu- 
nosuppressed  host  — 12  months,  primary  cutaneous 
nocardiosis  — two  months  and  primary  cutaneous  no- 
cardiosis with  bone  involvement  — four  months.  Fol- 
lowing treatment,  all  patients  should  be  observed  for 
at  least  six  months  for  signs  of  relapse.10 

In  a large  review  of  the  results  of  therapy  in  no- 
cardiosis, the  overall  mortality  rate  was  20%.  Adverse 
prognostic  factors  include  CNS  involvement,  concur- 
rent immunosuppressive  drug  administration  and  treat- 
ment for  less  than  three  months.12  All  of  our  patients 
with  primary  cutaneous  nocardiosis  survived  hospi- 
talization. In  our  patient  with  pulmonary  and  dissem- 
inated infection,  one  died  during  hospitalization,  one 


was  discharged  from  the  hospital  but  died  four  months 
later  of  recurrent  disease  and  one  has  not  relapsed 
seven  months  after  discharge. 
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AUXILIARY 


Mrs.  Ronald  R.  DiNella 
A-MASA  President 


Doctor,  Is  Your  Spouse 
a Member? 


One  of  the  foremost  concerns  of  the  Auxiliary  to 
the  Medical  Association  of  the  State  of  Alabama  this 
year  is  increasing  our  membership.  We  realize  that  a 
lone  voice  is  not  as  noticeable  or  as  effective  as  many 
voices  joined  together  to  promote  a common  cause. 

We  can  use  your  spouse’s  training,  talents,  and  ex- 
perience in  our  health  related,  medically  oriented  proj- 
ects. Truly  we  are  a very  unique  organization  — made 
up  entirely  of  volunteer  spouses  of  physicians  who  are 
interested  and  concerned  with  the  practice  of  the  med- 
ical profession,  legislation  dealing  with  various  health 
issues,  and  improving  the  quality  of  health  care  for  all 
Alabamians.  It  is  in  this  way  that  we  work  locally  for 
each  community. 
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There  are  many  worthwhile  service  organizations  to 
which  one  may  belong.  However,  the  Medical  Aux- 
iliary is  the  only  one  concerned  exclusively  with  health 
issues,  the  welfare  of  the  physician,  his  or  her  practice 
and  the  medical  family. 

Each  year  we  raise  approximately  $40,000  in  Ala- 
bama for  AMA-ERF  to  help  provide  our  Alabama 
Medical  Schools  with  adequate  funding  for  research, 
medical  education,  student  and  resident  loans,  grants, 
scholarships  and  programs  to  improve  the  availability 
and  quality  of  medical  care  and  facilities. 

As  physicians’  spouses,  we  have  a unique  oppor- 
tunity to  become  involved  in  health-related  services  at 
a local  level  through  our  County  Medical  Auxiliaries. 


Through  A-MASA,  all  county  auxiliaries  are  encour- 
aged to  take  a close  look  at  their  local  communities, 
examine  existing  health  services,  identify  health  needs 
and  then  implement  programs  to  fill  the  needs,  improve 
basic  programs  or  institute  a needed  community  serv- 
ice. All  programs  are  especially  tailored  to  community 
needs  and  are  always  approved  by  the  County  Medical 
Societies  before  work  is  begun. 

Many  times  we  work  with  existing  community  agen- 
cies on  community  programs.  We  have  initiated  pro- 
grams whose  impetus  has  been  felt  statewide.  The 
impaired  physicians  program,  prevention  of  drug  abuse, 
fetal  alcohol  syndrome  and  legislative  activities  to  as- 
sist MAS  A are  just  a few  of  the  health  related  programs 
we  support. 

In  addition  to  the  above  mentioned  programs  is  the 
important  business  of  improving  the  image  of  the  phy- 
sician in  the  community,  the  state  and  the  nation.  We 
work  at  this  CONSTANTLY,  because  we  feel  that  it 
is  high  time  we  speak  up  for  our  dedicated  spouses 
when  they  are  being  attacked  from  all  sides! 

While  it  is  true  that  the  auxiliary  does  many  things 
to  assist  the  medical  profession,  it  is  also  true  that  it 
does  many  things  for  its  members.  We  offer  our  mem- 
bers opportunities  for  personal  development  through 
contact  with  leaders  in  allied  fields,  participation  and 
training  at  confluence,  workshops,  regional  meetings 
and  educational  seminars  at  our  national  meetings,  as 
well  as  at  the  AMA’s  National  meetings. 

There  are  several  publications  that  all  members  re- 
ceive as  a benefit.  Facets  is  the  national  magazine  for 
physicians’  spouses  which  keeps  us  up  to  date  on  all 
changes  in  the  medical  environment  and  how  other 
medical  families  cope  with  various  common  problems 
peculiar  to  the  practice  of  medicine.  Horizons  is  a 
newsletter  sent  to  all  resident  physician  and  medical 
student  spouses  from  the  national  office.  Our  state 
auxiliary  publishes  the  quarterly  AMASA  News  which 


is  an  excellent  publication  dealing  primarily  with  state 
auxiliary  news,  but  also  contains  important  national 
news. 

Hopefully,  your  spouse  is  not  too  busy  with  his/her 
own  profession  to  help  with  auxiliary  projects,  but  if 
such  is  the  case,  we  remind  you  that  just  to  join  and 
pay  dues  is  to  participate.  We  would  like  to  have  all 
members  take  part  in  the  work  and  also  in  the  fun  — 
we  do  many  “just  fun’’  things!  However,  we  are  re- 
alistic enough  to  understand  that  many  physicians’ 
spouses  have  few  volunteer  hours  to  donate.  If  this  is 
the  situation  with  your  spouse,  we  urge  that  they  join 
the  federated  organization  and  in  that  way  the  dues 
will  be  working  for  our  various  projects,  mailings,  and 
publications. 

In  what  other  way  than  writing  just  one  check,  can 
your  spouse  help  you,  your  community  and  the  medical 
profession?  Who  could  possibly  care  more  or  be  more 
interested  in  the  medical  profession  than  the  spouses 
of  physicians?  How  about  it?  Aren’t  you  ready  to  send 
that  check  today  to  your  county’s  auxiliary  treasurer? 

If  you  have  any  questions  or  if  your  county  has  no 
organized  auxiliary  your  spouse  may  join  as  a member- 
at-large  by  contacting  our  Members-at-Large  Chair- 
man, Mrs.  Aubrey  Terry  (Hettie),  Route  8,  Signore 
Drive,  Russellville,  Alabama  35653,  phone  (205)  332- 
3706. 

We  welcome  your  spouse  to  the  Auxiliary! 
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STATE-OF-THE-ART 
DIAGNOSTIC  IMAGING. 


MRI,  exceptional  imaging  for  the  most 
demanding  applications. 

In  a recent  case  demonstrating  an  expanding  cord  lesion,  a twenty- 
eight  year-old  female  presented  with  numbness  in  her  left  index 
finger  and  thumb.  A myelogram  and  CT  demonstrated  enlarged 
cord  and  raised  the  question  of  a tumor  versus  syrinx.  A sagittal 
MR  exam  of  the  cervical  cord  clearly  demonstrated  syringomyelia. 
See  photo  at  right. 

Highlands  Diagnostic  Center  offers  you  the 
finest  technical  and  professional  support. 

Only  Highlands  Diagnostic  Center  combines  state-of-the-art 
diagnostic  imaging  equipment  with  a superb  outpatient  facility  and 
the  highest  caliber  professional  consulting  staff.  As  a result,  you  can 
rely  on  Highlands  Diagnostic  Center  not  only  for  the  leading  tech- 
nology but  for  prompt,  expert  assistance  in  your  selection  of  the 
optimal  patient  studies— so  important  in  today's  cost-conscious 
medical  environment. 

To  further  assist  your  formulation  of  accurate,  efficient  diagnoses, 
Highlands  Diagnostic  Center's  staff  follows  through  with  the  ultimate 
in  service.  We  guarantee  that  every  exam  can  be  scheduled  within 
24  hours  from  the  time  it's  ordered,  with  results  returned  to  you  the 
same  day  the  exam  is  conducted.  Yet  no  one  feels  rushed  through 
our  pleasant  facilities.  Every  patient  is  handled  with  care. 

Services  available  at  Highlands  Diagnostic  Center  include  magnetic 
resonance  imaging,  CT  scanning,  computer-aided  nuclear  medicine, 
ultrasound,  mammography,  radiography,  and  fluoroscopy.  State-of- 
the-art  equipment  available  includes  the  GE  9800,  Acuson,  and 
Siemann's  Mammomat-B. 

Highlands  Diagnostic  Center's  experienced  staff  stands  ready  to 
serve  your  diagnostic  needs  now  with  this  superior  technology  and 
the  finest  professional  service.  At  Highlands  Diagnostic  Center,  our 
only job  is  to  help  you  maximize  your  diagnostic  efficiency— so  you 
can  serve  your  patients  with  excellence,  within  today's  cost 
parameters. 

To  inquire  about  any  exam  or  service,  call  Highlands  Diagnostic 
Center.  Hiqhlands  Diagnostic  Center,  your  state-of-the-art  diagnostic 
resource. 


Sagittal  MR  clearly  demonstrates  syrinx  of  cervical  cord 
from  C2-T  1(1).  Syrinx  not  seen  continuously  on  this 
scan  because  of  marked  cervical  scoliosis.  Note  findings 
of  Arnold-Chiari  I as  tonsils  protrudejust  below  level  of 
foramen  magnum  (2). 


THE  GE  SIGNA  utilizes  the  latest  in  Magnetic  Resonance 
Imaging  Technology  operating  at  1 .5  Tesla. 


CT  Scanning/Magnetic  Resonance  Imaging/Mammography/Nuclear  Medicine/Radiography/Fluoroscopy/Ultrasound 


Highlands 

Diagnostic 

Center 


2173  Highland  Avenue 
Birmingham,  AL  35205  205/933-TECH 
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EXCERPTS  FROM  A SYMPOSIUM 
"THE  TREATMENT  OF  SLEEP  DISORDERS"8 


. highly  effective 
for  both  sleep  induction  and 
sleep  maintenance  ft 

Sleep  Laboratory  Investigator 
Pennsylvania 


. . onset  of  action  is 
rapid. . . provides  sleep  with 
no  rebound  effect  to  agitate  the 
patient  the  following  day  £ |f| 


Psychiatrist 

California 


••  . . appears  to  have 
the  best  safely  record  of  any 
of  the  benzodiazepines  ft 


Psychiatrist 

California 


After  15  years,  the  experts  still  concur  about  the 
continuing  value  of  Dalmane  (flurazepam  HCI/ 
Roche).  It  provides  sleep  that  satisfies  patients. . . 
and  the  wide  margin  of  safety  that  satisfies  you. 

The  recommended  dose  in  elderly  or  debilitated 
patients  is  15  mg.  Contraindicated  in  pregnancy 


DALMANE 

brand  of 

flurazepam  HCI/Roche  ® 

sleep  that  satisfies 

15-mg/30-mg 
capsules 


References:  1.  Kales  J,  etal:  Clin  Pharmacol  Ther  12  691  - 
697,  Jul-Aug  1971  2.  Kales  A,  eta I.  Clin  Pharmacol  Ther 
18  356-363,  Sep  1975  3.  Kales  A,  etal  Clin  Pharmacol 
Ther  19  576-583,  May  1976  4.  Kales  A,  elal  Clin  Pharma- 
col Ther 32  781  -788,  Dec  1982  5.  Frost  JD  Jr,  DeLucchi  MR 
J Am  Genatr  Soc  27  541-546,  Dec  1979  6.  Dement  WC. 
etal:  BehavMed,  pp  25-31,  Oct  1978  7.  Kales  A, 

Kales  JD  J Clin  Psychopharmacol  3: 140-150,  Apr  1983 
8.  Tennant  FS,  et  at  Symposium  on  the  Treatment  of  Sleep 
Disorders,  Teleconference,  Oct  16,  1984  9.  Greenblatt  DJ, 
Allen  MD,  Shader  Rl:  Clin  Pharmacol  Ther  21  355-361, 

Mar  1977 


brand  of 

flurazepam  HCI/Roche  (g 

Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Effective  in  all  types  of  insomnia  characterized 
by  difficulty  in  falling  asleep,  frequent  nocturnal  awakenings 
and/or  early  morning  awakening,  in  patients  with  recurring 
insomnia  or  poor  sleeping  habits,  in  acute  or  chronic  medical 
situations  requiring  restful  sleep  Objective  sleep  laboratory 
data  have  shown  effectiveness  for  at  least  28  consecutive 
nights  of  administration  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is  generally  not 
necessary  or  recommended  Repeated  therapy  should  only 
be  undertaken  with  appropriate  patient  evaluation 
Contraindications:  Known  hypersensitivity  to  flurazepam  HCI, 
pregnancy  Benzodiazepines  may  couse  fetal  damage  when 
administered  during  pregnancy  Several  studies  suggest  an 
increased  risk  of  congenital  malformations  associated  with 
benzodiazepine  use  during  the  first  trimester  Worn  patients 
of  the  potential  risks  to  the  fetus  should  the  possibility  of  be- 
coming pregnant  exist  while  receiving  flurazepam  Instruct 
patients  to  discontinue  drug  prior  to  becoming  pregnant  Con- 
sider the  possibility  of  pregnancy  prior  to  instituting  therapy 
Warnings:  Caution  patients  about  possible  combined  effects 
with  alcohol  and  other  CNS  depressants  An  additive  effect 
may  occur  if  alcohol  is  consumed  the  day  following  use  for 
nighttime  sedation  This  potential  may  exist  tor  several  days 
following  discontinuation  Caution  against  hazardous  occu 
potions  requiring  complete  mental  alertness  (e  g , operating 
machinery,  driving)  Potential  impairment  of  performance  of 
such  activities  may  occur  the  day  following  ingestion  Not 
recommended  for  use  in  persons  under  15  years  of  age 
Withdrawal  symptoms  rarely  reported,  abrupt  discontinuation 
should  be  avoided  with  gradual  tapering  of  dosage  for  those 
patients  on  medication  for  a prolonged  period  of  time  Use 
caution  in  administering  to  addiction-prone  individuals  or 
those  who  might  increase  dosage 
Precautions:  In  elderly  and  debilitated  patients,  it  is  recom- 
mended thdt  the  dosage  be  limited  to  15  mg  to  reduce  risk  of 
oversedation,  dizziness,  confusion  and/or  ataxia  Consider 
potential  additive  effects  with  other  hypnotics  or  CNS  depres 
sants  Employ  usual  precautions  in  severely  depressed 
patients,  or  in  those  with  latent  depression  or  suicidal  tenden 
cies,  or  in  those  with  impaired  renal  or  hepatic  function 
Adverse  Reactions:  Dizziness,  drowsiness  lightheadedness. 
staggering,  ataxia  and  falling  hove  occurred,  particularly  in 
elderly  or  debilitated  patients  Severe  sedation,  lethargy,  dis 
orientation  and  coma,  probably  indicative  of  drug  intolerance 
or  overdosage,  have  been  reported  Also  reported  headache 
heartburn,  upset  stomach,  nausea,  vomiting  diarrhea  con- 
stipation, Gl  pain,  nervousness,  talkativeness  apprehension 
irritability,  weakness,  palpitations,  chest  pains  body  and  joint 
pains  and  GU  complaints  There  hove  also  been  rare  occur 
rences  of  leukopenia,  granulocytopenia,  sweating,  flushes 
difficulty  in  focusing,  blurred  vision,  burning  eyes,  faintness 
hypotension  shortness  of  breath,  pruritus,  skin  rash  dry 
mouth,  bitter  taste,  excessive  salivation,  anorexia,  euphoria 
depression,  slurred  speech,  confusion,  restlessness  halluci 
nations,  and  elevated  SGOT.  SGPT,  total  and  direct  bilirubins 
and  alkaline  phosphatase,  and  paradoxical  reactions  e g 
excitement,  stimulation  and  hyperactivity 
Dosage:  Individualize  for  maximum  beneficial  effect  Adults 
30  mg  usual  dosage,  15  mg  may  suffice  in  some  pofienls 
Elderly  or  debilitated  patients  1 5 mg  recommended  initially 
until  response  is  determined 

Supplied:  Capsules  containing  15  mg  or  30  mg  flurozepam 
HCI 


Roche  Products  Inc 
Monati,  Puerto  Rico  00701 


#1  FOR  SLEEP 

After  more  than  1 5 years  of  use,  it's  # 1 for  sleep  that  satisfies. 

Patients  are  satisfied  because  they  fall  asleep  fast  and  stay 
asleep  till  morning.18  And  you're  satisfied  by  the  exceptionally 
wide  margin  of  safety 7 9 As  always,  caution  patients  about 
driving  or  drinking  alcohol. 

Please  see  preceding  page  for  summary  of  product  information 
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sleep  that  satisfies 


Orpiment 


Asurite,  lapis  laguli  25mm 
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Tartar 


Aquafortis 
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Arsenic 


Alcofyol,  or  spirits  of  trnne 


— see  page  3 


Malpractice: 

I < n*l  Be  A Target... 


Your  office  staff  may  be  working  against 
you  in  avoiding  a malpractice  lawsuit. 

Patients  often  get  an  impression  of  you  as 
a physician  by  the  way  they  are  treated  in 
your  office  — even  before  they  see  you.  Yet 
office  staff  generally  get  little  guidance  in 
this  important  area. 

To  help  the  members  of  your  office  staff, 
Mutual  Assurance  offers  a comprehensive 
loss  prevention  program  for  them. 

Using  audio  tapes  and  detailed  workbooks, 
the  program  delivers  custom  instruction  to 
your  receptionist,  your  office  manager,  your 


billing  clerk  and  your  nurses.  And  unlike  cost- 
ly seminars,  the  program  can  be  reused  time 
and  time  again  for  refresher  courses  and  for 
new  employees. 

The  program  includes  written  examinations 
for  each  member  of  your  staff.  The  examina- 
tion is  graded  by  an  educational  testing  ser- 
vice and  returned  for  your  review  and 
follow-up. 

The  cost  — $85.  To  order  your  set  of  five 
tapes  and  workbooks,  call  1-800-272-6401 
(Toll  Free)  or  933-7280  in  Birmingham. 


m 


.Mutual 

Assurance 


It's  Your  Company.  Use  It! 


OFFICE  OF  PUBLICATION:  P.O.  Box  1900-C,  Montgomery,  Alabama  36197-4201.  Subscription  Prices:  member,  $15.00;  non-member,  $30.00  per  year,  $2.50  per  copy.  Second 
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Montgomery,  Alabama  36197-4201. 
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difference  : ; 


IQ  80  QQ  OO 

National  Life  of  Vermont’s  Disability  Income 

Insurance  offers  physicians  maximum  benefits 
with  a difference  — The  Dividend  Difference.  By 
applying  yearly  dividends  to  premium  payments, 
physicians  who  purchased  a policy  in  1970  have 
seen  a 30%  reduction  in  their  net  annual  premiums. 
Policyholders  paying  $395.90  per  $1,000  in  monthly 
income  in  1970  paid  only  $277.10  in  1984  for  the 
same  coverage. 

* 9 £ National  Life  of  Vermont  makes 
The  Dividend  Difference. 


$ 

$ 


19.80  For  further  information  call:  gc 
National  Financial  Resources 
John  W.  Minor  or  Henry  W.  Strong 
(205)  933-6935. 


19.80 


99.00 


& 296.90 
& 296.90 
$ 296.90 
$ 296.90 
& 296.90 
# 296.90 


$ 19.80 


1 18.80 


$ 877.10 


National  Life 

of  Vermont 


‘These  are  actual  historical  dividend  payments.  Dividends  are  neither  guaranteed  nor  are  they  an  estimate  ot  future  pertormance. 
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Information  for  Authors 
Concerning  Manuscripts 


Manuscripts  should  be  typewritten,  double  spaced 
on  white  paper  8'/2xl  1 inches  with  adequate  margins. 
Two  copies  should  be  submitted.  Authority  for  approv- 
al of  all  contributions  rests  with  the  Editor.  Alabama 
Medicine  reserves  the  right  to  edit  any  material  submit- 
ted. The  publishers  accept  no  responsibility  for  opin- 
ions expressed  by  contributors. 

Style:  The  first  page  should  list  title  (please  be  brief), 
the  author  (or  authors),  degrees,  and  any  institutional  or 
other  credits.  Bibliographies  must  contain,  in  the  order 
given:  Name  of  author,  title  of  article,  name  of 
periodicals  with  volume,  page,  month  — day  of  month 
if  weekly  — and  year.  Number  should  be  limited  to 
absolute  minimum.  References  should  be  numbered 
consecutively  in  order  in  which  they  appear  in  the  text. 

The  Sty lebook/ Editorial  Manual , published  by  the 
AMA,  is  the  general  reference  for  questions  of  style.  It 
is  particularly  useful  in  the  proper  presentation  of  data. 
When  conflicts  occur  between  usage,  etc. , by  an  author 
and  the  stylebook,  these  will  be  resolved  in  favor  of  the 
author  if  his  method  is  persuasive  and  logical. 

Helpful  to  many  writers  is  The  Elements  of  Style  by 
William  Strunk,  Jr.,  and  E.  B.  White,  which  empha- 
sizes brevity,  vigor  and  clarity. 


Final  authority  on  grammar  is  Webster's  New  Inter- 
national, Unabridged,  Second  Edition. 

Length  of  Articles:  Articles  should  not  exceed 
3,000  words  (approximately  3-4  printed  pages).  Under 
exceptional  circumstances  only  will  articles  of  more 
than  4,000  words  be  published. 

Illustrations:  Illustrations  should  be  numbered  con- 
secutively and  indicated  in  the  text.  The  number,  in- 
dication of  the  top,  and  the  author's  name  should  be 
attached  to  the  back  of  each  illustration.  Legend  should 
be  typed,  numbered,  and  attached  to  each  illustration. 
Photographs  should  be  clear  and  distinct;  drawings 
should  be  made  in  black  ink  on  white  paper.  For  photo- 
graphs, glossy  prints  are  preferred. 

Reprints:  Reprint  orders  should  be  returned  at  once. 
Prices  for  reprints,  based  on  number  of  pages,  will  be 
furnished  upon  request  by  MASA  Services.  Com- 
munications should  be  addressed  to  Alabama  Medi- 
cine, The  Medical  Association  of  the  State  of  Alabama. 
P.  O.  Box  1900-C,  Montgomery,  Alabama  36197. 
Telephone  (205)  263-6441,  or  (toll-free  in  Alabama) 
1-800-392-5668. 


Why  did  we  buy  a 
computer? 


A well  managed  office 
doesn't  always  mean  you 
can  change  to  a computer 
system  with  no  trouble. 
When  ours  arrived  our  of- 
fice resembled  a Chinese 
fire  drill. 

We  were  not  aware  that  so 
many  things  could  go 
wrong  at  the  same  time.  We 
got  weeks  behind  on  our 
billing.  Words  like  head 
crash,  program  bug,  down 
time  are  now  a part  of  our 
vocabulary. 


Our  cash  flow  increased 
all  right . . . right  out  the 
door  to  the  computer  com- 
pany. When  we  added  up 
the  cost  of  the  system  and 
the  extra  employee  it  took 
to  run  it,  we  didn't  have  any 
cash  left  to  flow! 

We  should  have  let  the 
folks  at  A.S.l.  do  our  bill- 
ing. . . . They  do  it  all,  from 
statements  to  insurance, 
and  we  don't  invest  in  a 
thing. 

Call  them!  Get  a second 
opinion. 


HPPLICRTIGN  5CFTLIRPE,  INC 

500  CENTURY  PARK  SOUTH 
SUITE  122 

BIRMINGHAM,  ALABAMA  35226 
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About  the  Cover 

The  rich  heritage  of  medicine  goes  back  to  the  earliest  of  times. 
In  1930,  the  First  Edition  Club  of  London  published  an  English 
translation  from  the  German  of  Rudolph  Koch's  already  famous 
Book  of  Signs,  subsequently  reprinted  in  this  country  by  Dover 
Publications.  Herr  Koch,  who  had  achieved  fame  as  a type-designer, 
calligrapher,  artist  and  bookbinder,  collected  these  signs,  dating 
from  ancient  times  to  the  middle  ages,  from  carvings,  initials  and 
manuscripts.  His  authoritative  collection  included  early  chemical 
signs  once  used  by  physicians,  as  well  as  Byzantine  monograms, 
Holy  initials,  stonemason’s  signs,  botanical,  astrological  and  ele- 
ment signs,  etc.  The  collection  from  which  these  were  extracted 
had  been  cut  in  wood  for  purposes  of  printing.  Many  symbols  had 
several  versions,  but  of  them  all  Herr  Koch  recorded:  “If  the  mean- 
ing of  many  of  the  signs  is  forgotten,  nevertheless  there  is  a depth 
of  feeling  in  their  design,  and  in  them  we  see  with  what  a wealth 
of  emotional  ideas  our  ancestors  connected  these  things.” 
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On  Logical  Absurdities 


When  the  U.S.  Supreme  Court  ruled  7-2  on  July 
7 that  Congress  could  not  delegate  its  powers  to 
slash  federal  spending  under  the  Gramm-Rudman  law, 
an  awful  lot  of  Senators  and  Representatives  felt  the 
cold  knife  of  fear. 

The  court’s  finding  that  the  automatic  threshing  ma- 
chine Congress  jury-rigged  into  law  was  unconstitu- 
tional scarcely  came  as  a bombshell.  Most  predictions 
were  that  the  court  would  take  precisely  this  dim  view 
of  Congress’  curious  subleasing  of  its  budget  authority 
to  the  General  Accounting  Office,  an  investigative  arm 
of  Congress. 

Under  the  law,  it  falls  the  lot  of  the  GAO  to  reconcile 
the  differences  between  the  estimates  of  the  Office  of 
Management  and  Budget,  which  reports  to  the  Presi- 
dent, and  those  of  the  Congressional  Budget  Office. 

Since  Congress  hires  the  top  gun  at  GAO,  the  Comp- 
troller General,  the  law  thus  gave  to  an  unelected  bu- 


reaucrat powers  not  only  reserved  to  the  legislative 
branch  but  those  given  to  the  executive  branch  as  well. 
In  effect,  the  Comptroller  General  would  be  ordering 
the  President  around.  And  that  would  never  do,  not 
when  the  Comptroller  General  can  only  be  fired  by 
Congress. 

One  Congressman,  informed  of  the  court  decision, 
commented  that  now  “Congress  will  have  to  make 
budget  cuts  the  old-fashioned  way,  by  voting  for  them.’’ 
And  therein  lies  the  key  to  Gramm-Rudman's  appeal 
to  Congress:  it  provided  a thinly  veiled  illusion  that 
the  automatic  cuts  were  being  made  by  some  robot, 
not  flesh  and  blood  Congressmen,  and  therefore  Sen- 
ators and  Representatives  could  not  be  held  account- 
able at  the  polls  when  irate  constituents  show  up  to 
register  anger  at  some  dole  being  hacked. 

continued  on  page  7 
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Before  prescribing  see  complete  prescribing  information  in  SK&F  CO. 
literature  or  PDR.  The  following  is  a brief  summary. 


* WARNING 

This  drug  is  not  indicated  for  initial  therapy  of  edema  or  hyperten- 
sion. Edema  or  hypertension  requires  therapy  titrated  to  the  individual. 
If  this  combination  represents  the  dosage  so  determined,  its  use 
may  be  more  convenient  in  patient  management  Treatment  of  hyper- 
tension and  edema  is  not  static,  but  must  be  reevaluated  as  con- 
ditions in  each  patient  warrant. 


Contraindications:  Concomitant  use  with  other  potassium-sparing  agents 
such  as  spironolactone  or  amiloride  Further  use  in  anuria,  progressive 
renal  or  hepatic  dysfunction,  hyperkalemia.  Pre-existing  elevated  serum 
potassium  Hypersensitivity  to  either  component  or  other  sulfonamide- 
derived  drugs 

Warnings:  Do  not  use  potassium  supplements,  dietary  or  otherwise, 
unless  hypokalemia  develops  or  dietary  intake  of  potassium  is  markedly 
impaired.  If  supplementary  potassium  is  needed,  potassium  tablets 
should  not  be  used  Hyperkalemia  can  occur,  and  has  been  associated 
with  cardiac  irregularities  It  is  more  likely  in  the  severely  ill,  with  urine 
volume  less  than  one  liter/day,  the  elderly  and  diabetics  with  suspected 
or  confirmed  renal  insufficiency  Periodically,  serum  K+  levels  should  be 
determined.  If  hyperkalemia  develops,  substitute  a thiazide  alone,  restrict 
K+  intake  Associated  widened  QRS  complex  or  arrhythmia  requires 
prompt  additional  therapy.  Thiazides  cross  the  placental  barrier  and 
appear  in  cord  blood  Use  in  pregnancy  requires  weighing  anticipated 
benefits  against  possible  hazards,  including  fetal  or  neonatal  jaundice, 
thrombocytopenia,  other  adverse  reactions  seen  in  adults.  Thiazides 
appear  and  triamterene  may  appear  in  breast  milk.  If  their  use  is  essential, 
the  patient  should  stop  nursing  Adequate  information  on  use  in  children 
is  not  available.  Sensitivity  reactions  may  occur  in  patients  with  or  with- 
out a history  of  allergy  or  bronchial  asthma.  Possible  exacerbation  or 
activation  of  systemic  lupus  erythematosus  has  been  reported  with 
thiazide  diuretics 

Precautions:  The  bioavailability  of  the  hydrochlorothiazide  component  of 
Dyazide  is  about  50%  of  the  bioavailability  ot  the  single  entity 
Theoretically,  a patient  transferred  from  the  single  entities  of  triamterene 
and  hydrochlorothiazide  may  show  an  increase  in  blood  pressure  or  fluid 
retention  Similarly,  it  is  also  possible  that  the  lesser  hydrochlorothiazide 
bioavailability  could  lead  to  increased  serum  potassium  levels  However, 
extensive  clinical  experience  with  Dyazide  suggests  that  these  conditions 
have  not  been  commonly  observed  in  clinical  practice.  Angiotensin- 
converting  enzyme  (ACE)  inhibitors  can  elevate  serum  potassium;  use 
with  caution  with  Dyazide  Do  periodic  serum  electrolyte  determinations 
(particularly  important  in  patients  vomiting  excessively  or  receiving 
parenteral  fluids  and  during  concurrent  use  with  amphotericin  B or 
corticosteroids  or  corticotropin  [ACTH])  Periodic  BUN  and  serum 
creatinine  determinations  should  be  made,  especially  in  the  elderly, 
diabetics  or  those  with  suspected  or  confirmed  renal  insufficiency. 
Cumulative  effects  of  the  drug  may  develop  in  patients  with  impaired  renal 
function  Thiazides  should  be  used  with  caution  in  patients  with  impaired 
hepatic  function.  They  can  precipitate  coma  in  patients  with  severe  liver 
disease  Observe  regularly  for  possible  blood  oyscrasias,  liver  damage, 
other  idiosyncratic  reactions.  Blood  dyscrasias  have  been  reported  in 
patients  receiving  triamterene  and  leukopenia,  thrombocytopenia, 
agranulocytosis,  and  aplastic  and  hemolytic  anemia  have  been  reported 
with  thiazides  Thiazides  may  cause  manifestation  of  latent  diabetes 
mellitus  The  effects  of  oral  anticoagulants  may  be  decreased  when 
used  concurrently  with  hydrochlorothiazide;  dosage  adjustments  may  be 
necessary.  Clinically  insignificant  reductions  in  arterial  responsiveness 
to  norepinephrine  have  been  reported  Thiazides  have  also  been  shown  to 
increase  the  paralyzing  effect  of  nondepolarizing  muscle  relaxants  such 
as  tubocuranne.  Triamterene  is  a weak  folic  acid  antagonist  Do  periodic 
blood  studies  in  cirrhotics  with  splenomegaly.  Antihypertensive  effects 
may  be  enhanced  in  post-sympathectomy  patients  Use  cautiously  in 
surgical  patients.  Triamterene  has  been  found  in  renal  stones  in  associa- 
tion with  the  other  usual  calculus  components  Therefore,  Dyazide' 
should  be  used  with  caution  in  patients  with  histories  ot  stone  formation 
A few  occurrences  of  acute  renal  failure  have  been  reported  in  patients 
on  Dyazide  when  treated  with  mdomethacio  Therefore,  caution  is 
advised  in  administering  nonsteroidal  anti-inflammatory  agents  with 
Dyazide  The  following  may  occur:  transient  elevated  BUN  or  creatinine 
or  both,  hyperglycemia  and  glycosuria  (diabetic  insulin  requirements  may 
be  altered),  hyperuricemia  and  gout,  digitalis  intoxication  jin  hypokalemia), 
decreasing  alkali  reserve  witn  possible  metabolic  acidosis  Dyazide 
interferes  with  fluorescent  measurement  of  quinidme  Hypokalemia  is 
uncommon  with  Dyazide  but  should  it  develop,  corrective  measures 
should  be  taken  such  as  potassium  supplementation  or  increased  dietary 
intake  of  potassium-rich  foods  Corrective  measures  should  be  instituted 
cautiously  and  serum  potassium  levels  determined  Discontinue  correc- 
tive measures  and  Dyazide  should  laboratory  values  reveal  elevated 
serum  potassium  Chloride  deficit  may  occur  as  well  as  dilutional 
hyponatremia  Concurrent  use  with  chlorpropamide  may  increase  the  risk 
of  severe  hyponatremia  Serum  PBI  levels  may  decrease  without  signs 
of  thyroid  disturbance  Calcium  excretion  is  decreased  by  thiazides 
Dyazide'  should  be  withdrawn  before  conducting  tests  for  parathyroid 
function  Thiazides  may  add  to  or  potentiate  the  action  of  other  anti- 
hypertensive drugs  Diuretics  reduce  renal  clearance  of  lithium  and 
increase  the  risk  of  lithium  toxicity 

Adverse  Reactions  Muscle  cramps  weakness,  dizziness,  headache 
dry  mouth  anaphylaxis  rash,  urticaria,  photosensitivity,  purpura  other 
dermatological  conditions;  nausea  and  vomiting,  diarrhea,  constipation, 
other  gastrointestinal  disturbances,  postural  hypotension  (may  be 
aggravated  by  alcohol  barbiturates,  or  narcotics)  Necrotizing  vasculitis, 
paresthesias,  icterus,  pancreatitis  xanthopsia  and  respiratory  distress 
including  pneumonitis  and  pulmonary  edema,  transient  blurred  vision, 
sialadenitis,  and  vertigo  have  occurred  with  thiazides  alone  Triamterene 
has  been  found  in  renal  stones  in  association  with  other  usual  calculus 
components  Rare  incidents  of  acute  interstitial  nephritis  have  been 
reported  Impotence  has  been  reported  in  a few  patients  on  Dyazide . 
although  a causal  relationship  has  not  been  established 

Supplied  Dyazide’  is  supplied  as  a red  and  white  capsule,  in  bottles  of 
1000  capsules:  Single  Unit  Packages  i unit-dose)  of  100  untended  for 
institutional  use  only):  In  Patient-Pak™  unit-of-use  bottles  of  too 
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In  Hypertension*... 
When  You  Need  to 
Conserve  K+ 

Remember  the  Unique 
Red  and  White  Capsule: 
\bur  Assurance  of 
SK&F  Quality 


Serum  K+  and  BUN  should  be  checked  periodically  (see  Warnings  and  Precautions). 


Potassium  - Sparing 

DYAZIDE 

25  mg  Hydrochlorothiazide  50  mg  Triamterene/SKF 

Over  20  Years  of  Confidence 


The  unique 
red  and  white 
Dyazide*  capsule: 
■four  assurance  of 
SK&F  quality. 


a product  of 

SK&F  CO. 

Carolina,  PR  00630 


SK&F  Co  1983 


Consider  the 
causative  organisms. . . 


cefaclor 


250-mg  Pulvules  t.i.d. 
offers  effectiveness  against 
the  major  causes  of  bacterial  bronchitis 

Haemophilus  influenzae,  H influenzae,  Streptococcus  pneumoniae,  Streptococcus  pyogenes 

(ampicillin-susceptible)  (ampicillin-resistant) 


Note:  Ceclor®  is  contraindicated  in  patients  with  known  allergy 
to  the  cephalosporins  and  should  be  given  cautiously  to  penicillin- 
allergic  patients. 

Ceclor”  (cefaclor) 


Penicillin  is  the  usual  drug  of  choice  in  the  treatment  and 
prevention  of  streptococcal  infections,  including  the  prophylaxis 
of  rheumatic  fever.  See  prescribing  information. 


Summary.  Consult  the  package  literature 
for  prescribing  information. 

Indications:  Lower  respiratory  infections, 
including  pneumonia,  caused  by  sus- 
ceptible  strains  of  Streptococcus  pneu- 
moniae, Haemophilus  influenzae,  and 
S pyogenes  (group  A beta-hemolytic 
streptococci). 

Contraindications:  Known  allergy  to 
cephalosporins. 

Warnings:  CECLOR  SHOULD  BE  ADMIN- 
ISTERED CAUTIOUSLY  TO  PENICILLIN- 
SENSITIVE  PATIENTS.  PENICILLINS 
AND  CEPHALOSPORINS  SHOW  PARTIAL 
CROSS-ALLERGENICITY  POSSIBLE 
REACTIONS  INCLUDE  ANAPHYLAXIS 

Administer  cautiously  to  allergic 
patients. 

Pseudomembranous  colitis  has  been 
reported  with  virtually  all  broad-spectrum 
antibiotics  It  must  be  considered  in 
differential  diagnosis  of  antibiotic- 


associated  diarrhea  Colon  flora  is  altered 
by  broad-spectrum  antibiotic  treatment, 
possibly  resulting  in  antibiotic-associated 
colitis. 

Precautions: 

• Discontinue  Ceclor  in  the  event  of 
allergic  reactions  to  it. 

• Prolonged  use  may  result  in  overgrowth 
of  nonsusceptible  organisms 

• Positive  direct  Coombs'  tests  have 
been  reported  during  treatment  with 
cephalosporins. 

• In  renal  impairment,  safe  dosage  of 
Ceclor  may  be  lower  than  that  usually 
recommended.  Ceclor  should  be  admin- 
istered with  caution  in  such  patients. 

• Broad-spectrum  antibiotics  should  be 
prescribed  with  caution  in  individuals 
with  a history  of  gastrointestinal 
disease,  particularly  colitis 

• Safety  and  effectiveness  have  not  been 
determined  in  pregnancy,  lactation,  and 
infants  less  than  one  month  old.  Ceclor 


penetrates  mother's  milk.  Exercise 
caution  in  prescribing  for  these  patients 

Adverse  Reactions:  (percentage  of 
patients) 

Therapy-related  adverse  reactions  are 
uncommon.  Those  reported  include: 

• Gastrointestinal  (mostly  diarrhea):  2.5% 

• Symptoms  of  pseudomembranous 
colitis  may  appear  either  during  or  after 
antibiotic  treatment. 

• Hypersensitivity  reactions  (including 
morbilliform  eruptions,  pruritus,  urticaria, 
erythema  multiforme,  serum-sickness- 
like reactions):  1.5%;  usually  subside 
within  a few  days  after  cessation  of 
therapy.  These  reactions  have  been 
reported  more  frequently  in  children 
than  in  adults  and  have  usually  occurred 
during  or  following  a second  course  of 
therapy  with  Ceclor.  No  serious  sequelae 
have  been  reported  Antihistamines 
and  corticosteroids  appear  to  enhance 
resolution  of  the  syndrome 


• Cases  of  anaphylaxis  have  been  reported, 
half  of  which  have  occurred  In  patients 
with  a history  of  penicillin  allergy. 

• Other:  eosinophilia,  2%;  genital  pruritus 
or  vaginitis,  less  than  1%. 

Abnormalities  in  laboratory  results  of 

uncertain  etiology 

• Slight  elevations  in  hepatic  enzymes. 

• Transient  fluctuations  in  leukocyte 
count  (especially  in  infants  and  children) 

• Abnormal  urinalysis;  elevations  in  BUN 
or  serum  creatinine 

• Positive  direct  Coombs'  test 

• False-positive  tests  for  urinary  glucose 
with  Benedict's  or  Fehling's  solution  and 
Clinitest"  tablets  but  not  with  Tes-Tape  " 
(glucose  enzymatic  test  strip,  Lilly) 
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Additional  information  available  10  the 
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Company,  Indianapolis.  Indiana  46285 
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Executive  Director  continued  from  page  4 

While  everyone  who  knows  anything  about  the  lim- 
itless guile  of  Congress  expects  that  camouflage  and 
evasion  will  get  the  members  through  the  November 
election,  putting  off  the  morning-after  a bit  longer,  the 
day  of  reckoning  has  got  to  come. 

Gramm-Rudman,  none  too  affectionately  dubbed 
“Grambo”  in  recent  months,  was  conscientiously  de- 
signed to  solve  the  acute  problem  of  the  huge  deficit 
and  the  towering  national  debt.  This  would  have  been 
accomplished  painlessly  under  the  automatic  cutting 
provision  — not  painlessly  for  those  whose  favorite 
project  would  be  axed,  but  painlessly  for  members  of 
both  Houses  of  Congress. 

The  Supreme  Court  said  No  to  that  — Congress 
could  not  spare  itself  from  the  authorship  of  deep  slashes 
in  the  budget.  In  fact,  the  court  gave  Congress  just  60 
days  to  ratify  or  otherwise  legalize  the  $11.7  billion 
in  Gramm-Rudman  cuts  for  fiscal  1986  that  “auto- 
matically” took  effect  in  March.  The  law  is  funda- 
mentally sound;  the  “automatic”  feature  is,  however, 
a classic  cop-out. 

In  short,  the  bubble  has  burst.  Now,  or  soon  after 
the  November  elections,  Congress  must  once  again 
deal  with  the  deficit,  without  benefit  of  robotics.  The 


deficit  has  simply  got  to  be  faced,  and  faced  by,  first 
of  all,  the  very  kind  of  massive  cutting  Gramm-Rud- 
man was  supposed  to  have  done  automatically  and, 
by  clear  intent,  bloodlessly  (bloodlessly  for  lawmak- 
ers, that  is). 

If  it  is  true,  as  many  are  now  saying,  that  most 
members  of  Congress  knew  all  along  that  Gramm- 
Rudman  was  patently  unconstitutional  in  its  funda- 
mental mechanism,  we  are  left  to  wonder  whether  the 
blown  minds  of  cocaine  snorters  are  really  a greater 
national  peril  than  the  blown  minds  of  Congress. 

The  Republic,  which  just  threw  the  biggest  bash  in 
its  honor  in  history,  is  gravely  at  risk  with  all  that 
mounting  debt. 

About  the  same  time  I was  musing  over  all  this 
nonsense,  I read  the  broadside  by  the  eminent  health 
economist,  Eli  Ginsberg,  Ph.D.,  in  the  JAMA  for  July 
11. 

Dr.  Ginsberg,  who  does  his  thinking  at  Columbia 
University,  offers  the  at  first  astonishing  view  that 
nothing  that  has  happened  in  the  health  care  contain- 
ment ballyhoo  of  the  past  couple  of  years  has  done 
anything  substantial  to  get  at  the  problem. 

He  seems  to  echo  the  view  of  others  of  his  calling 
that,  instead  of  contracting  — the  only  way  the  health 
care  market  could  pinch  costs  — it  is  expanding.  Added 


If  there  are  problems 
and  there  is  drinking, 
drinking  may  be  the  problem 


Specializing  in  the  treatment  of  alcoholism  and  drug  dependency  conditions 
31 1 Jones  Mill  • Statesboro,  Georgia  30458  • 912-764-6236  • JCAH  Accredited 
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to  that  expansion  are  the  millions  being  lavished  on 
advertising  and  other  marketing. 

It  struck  me  that  many  of  these  new  presences  in 
the  medical  marketplace  are  living  in  the  same  fool's 
paradise  as  Congress  was  while  Gramm-Rudman  was 
alive  and  well.  They  all  expect  to  get  rich,  that  third 
party  payers  will  love  them  for  cutting  costs,  and  the 
quality  of  health  care  will  remain  stable,  even  as  so 
many  new  investors  expect  to  make  a killing.  This 
whole  fantasy,  it  occurred  to  me,  is  not  greatly  dif- 
ferent from  Congress’s  “fugue,”  which  I believe  to 
be  the  word  psychiatrists  sometimes  use  for  a flight 
from  reality. 

Both  the  new  industrial  speculators  in  health  care 
and  Congress  in  its  woolgathering  have  created  what 
the  logicians  call  a logical  absurdity:  something  that 
would  appear  to  levitate  of  its  own  energy,  defying 
all  laws  of  nature  — like  picking  yourself  up  by  your 
own  bootstraps.  It  can’t  be  done. 

Dr.  Ginsberg  expresses  some  dismay,  first,  that  the 
health  care  industry  is  regarded  as  a net  loss  to  the 
national  economy.  “It  is  important  to  emphasize  [he 
writes]  that  the  industry  will  contribute  about  $420 
billion  [in  1985]  to  the  gross  national  product  and 
provide  jobs  for  8 million  people  — both  nonhealth 
outputs  that  carry  heavy  weight  in  our  national  scheme 
of  values.” 

As  an  aside,  this  is  the  first  time  I have  seen  the 
health  care  industry  listed  as  a national  asset  rather 
than  a liability  since  MASA  President  Jack  Hyman, 
M.D.,  made  precisely  this  point  in  his  column  for 
September  1984. 

Dr.  Ginsberg  gets  down  to  cases  in  the  current  dust 
of  battle  around  the  medical  marketplace: 

“I  see  no  evidence  of  any  real  cost  containment  in 
the  past  or  present.  The  index  for  health  care  costs  is 
still  rising  at  a rate  several  percentage  points  above 
the  consumer  price  index  and  I suspect  it  will  continue 


to  do  so.  The  apparent  success  of  the  DRGs  reflects 
the  considerable  ‘fat’  that  was  in  the  system  and  the 
fact  that  some  small  part  of  it  is  being  squeezed  out.” 

Dr.  Ginsberg  seems  to  be  saying  that  as  costs  con- 
tinue to  mount,  fueled  not  only  by  market  forces  but 
driven  by  the  new  demands  of  more  investor  capital 
seeking  returns,  the  awful  realization  will  dawn  that, 
despite  this  orgy  of  free  enterprise: 

“.  . . more  and  more  of  the  American  people  will 
become  dissatisfied  with  the  changes  in  the  market- 
place [another  prediction  recently  made  by  MASA 
President  Ken  Yohn,  M.D.],  more  and  more  physi- 
cians will  become  unsettled,  and  the  hospitals  and 
other  providers  of  care  will  be  at  each  other’s  throats. 

“All  will  look  to  the  government  for  a solution  that, 
if  we  are  not  careful,  may  well  turn  out  to  be  national 
health  insurance  — not  true  national  health  insurance, 
but  a voucher  for  minimum  coverage,  leaving  the  in- 
dividual to  fend  for  himself  in  covering  the  rest.” 

And  all  this,  he  points  out,  was  in  fact  the  inspiration 
of  government  and  the  “current  pursuit  of  the  illusion 
of  competition  as  the  savior  of  a system  that,  in  fact, 
doesn’t  need  saving  but  only  modest  adjustment.” 

The  great  irony,  it  can  be  added,  is  that  Congress 
really  started  this  too,  and  Congress  will  be  asked  to 
undo  the  mess.  But  what  kind  of  salvage  job  can  we 
expect  of  elected  Senators  and  Representatives  who 
thought  they  could  escape  the  consequences  of  per- 
sonal involvement  in  budget-cutting  by  the  Grambo 
hoax? 
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Recommend  The  University  Inn, 
When  You  Recommend  The 
University  Of  Alabama  Hospital, 


We  understand  that  patients  and  family  members  have  special  needs. 

As  an  affiliate  of  the  University  of  Alabama  Medical  Center,  UAB,  we  cater  to  meeting 
those  needs. 

We  have  just  completed  a million  dollar  renovation  effort  to  ensure  the  safety  and 
comfort  of  our  guests.  We  offer  a complimentary  shuttle  service  to  and  from  the  Birming- 
ham airport  and  the  Medical  Center  complex.  Our  restaurant  serves  three  meals  each  day 
and  prepares  special  diets  upon  request. 

Most  importantly,  the  daily  room  rate  is  only  $27  for  patients  and  visitors  to  the 
University  of  Alabama  Hospital. 

To  receive  the  special  rates,  guests  must  present  a discount  card  at  the  time  of  registration. 

To  order  the  discount  cards  for  your  patients,  complete  and  return  the  attached  coupon. 

To  make  a reservation  at  the  University  Inn,  t j • •.  t 

telephone  (205)  933-7700.  Please  indicate  you  | JtllVifitSltY  1X11*1 
are  interested  in  the  special  hospital  rates.  * 


Please  send  me 


University  Inn 


discount  cards  for  my  patients. 


Name  _ 
Address 


State 

Telephone 


Mail  to: 


The  University  Inn 
951  South  18th  Street 
Birmingham,  AL  35205 
Telephone  (205)  933-7700 


■ 


LKB  University  of  Alabama  at  Birmingham 
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Kenneth  C.  Yohn,  M.D. 
President,  MASA 


How  It  Looked  In  1970 


The  following  column  by  MASA  President  Kenneth 
C.  Yohn,  M.D.,  appeared  in  the  October  1970  issue 
of  Alabama  Family  Physician.  The  lawyer’s  contin- 
gency fee  was  seen,  even  then,  16  years  ago,  as  an 
inducement  to  litigious  plaintiffs.  Readers  may  be  mor- 
dantly  amused  by  Dr.  Yohn' s concern,  in  that  far  sim- 
pler time,  over  the  astonishing  annual  professional 
liability > premium  for  an  Alabama  general  practitioner 
in  1970:  "in  excess  of  $750  — and  rising!" 

A statement  recently  published  by  Leon  L.  Wolf- 
stone,  president  of  the  American  Trial  Lawyers  As- 
sociation, strongly  defends  the  contingency  fee  system 
in  medical  malpractice  lawsuits.  Mr.  Wolfstone  states 
that  the  charge  that  contingency  fees  are  a major  in- 
centive for  malpractice  law  suits  “has  not  been  doc- 
umented.” 


He  claims  that  this  system  actually  discouraged  at- 
torneys from  bringing  such  suits  against  physicians. 
This  apparently  is  based  on  his  claim  that  “there  is 
a built-in  weeding-out  process  because  a percentage 
of  the  recovery  is  nothing  if  there  is  no  award.” 

What  Mr.  Wolfstone  fails  to  state,  of  course,  is  that 
the  attorney  is  not  in  any  way  prohibited  from  ac- 
cepting his  normal  fee  for  service  in  such  cases,  al- 
though it  appears  that  most  attorneys  prefer  to  accept 
the  possibility  of  sharing  in  the  patient’s  monetary 
award,  if  granted. 

If  Mr.  Wolfstone’s  claim  is  true  that  the  contingency 
fee  system  does  not  contribute  significantly  to  medical 
malpractice  claims,  perhaps  he  can  explain  why  phy- 
sicians in  Canada  pay  drastically  smaller  premiums  for 
their  malpractice  insurance  than  physicians  in  the  United 

continued  on  page  JO 
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October  3 

Edna  Merle  Carraway 
Convention  Center 
Birmingham 

Sponsored  by  the  Kemp -Carraway  Heart  Institute, 
Carraway  Methodist  Medical  Center  and  Norwood  Clinic 

One-day  seminar  will  focus  on: 

• management  of  patients  with  stable  coronary 
artery  disease, 

• coronary  reperfusion  in  acute  myocardial 
infarction, 

• new  developments  in  the  treatment  of  congestive 
heart  failure, 

• new  antiarrhythmic  drugs  and  their  use, 

• recent  advances  in  non-pharmacological  manage- 
ment of  arrhythmias. 

For  registration  information,  contact  Mr.  Jim  Hassett, 
Carraway  Methodist  Medical  Center,  at  (205)  226-6923. 

CME  CREDIT:  Carraway  Methodist  Medical  Center  designates  this  continuing  medical 
education  activity  for  6 credit  hours  in  Category  I of  the  Physician’s  Recognition  Award  of 
the  American  Medical  Association. 


Letter  to  Alabama  Physicians 

Claude  Earl  Fox,  M.D.,  M.P.H,  State  Health  Officer 


Dear  Fellow  Physicians: 

I am  pleased  to  be  given  this  opportunity  to  address 
the  physicians  of  Alabama  as  state  health  officer.  I am 
excited  about  the  possibility  of  working  in  a partner- 
ship with  you,  and  believe  our  activities  can  be 
strengthened  by  increasing  the  close  working  relation- 
ship which  has  developed  between  public  and  private 
medicine  through  the  years. 

The  Alabama  Department  of  Public  Health  is  at- 
tempting to  address  the  most  severe  communicable 
diseases  with  limited  financial  support.  I am  concerned 
about  the  possibility  that  contagious  reportable  dis- 
eases are  not  receiving  appropriate  followup. 

Doctors  must  be  vigilant.  Failure  to  report  com- 
municable diseases  is  a misdemeanor  in  Alabama.  New 
physicians  may  not  be  aware  that  diseases  are  divided 


into  three  categories:  those  which  must  be  reported 
within  12  hours,  those  which  must  be  reported  within 
seven  days  and  those  which  must  be  reported  on  a 
weekly  basis  by  the  number  of  incidences  and  loca- 
tions. No  diseases  now  fall  in  category  C. 

Notifiable  Diseases 


Group  A - Report  by  telephone  within  12  hours. 


Botulism 

Poliomyelitis 

Diphtheria 

Rubella  (German  measles) 

Foodbome  (inch  milk) 

Rubeola  (measles) 

outbreaks 

Trichinosis 

H.  flu  meningitis 

Typhoid  fever 

Meningococcal  meningitis 

Other  or  rare,  specify 

Meningococcemia 

Two  or  more  cases  of  Group 

Pertussis 

B or  Group  C 
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Group  B - Report  by  card  within  7 days 


Amebiasis 

Legionellosis 

Brucellosis 

Meningitis  (other)  specify 

Campylobacter 

Mumps 

infections 

Rocky  Mountain  spotted  fever 

Encephalitis 

Salmonellosis 

Giardiasis 

Shigellosis 

Gonorrhea* 

Syphilis* 

Hepatitis  (viral) 

Tetanus 

Type  A Type  B 

Tuberculosis 

Type  Non  A/Non  B 

Vaccine  reactions,  adverse 

Histoplasmosis 

Kawasaki  Syndrome 

Other  or  rare,  specify 

Specifically  addressing  the  problem  of  sexually 
transmitted  diseases,  we  appear  to  be  using  the  finger 
in  the  dam  technique  to  hold  back  a potential  flood  of 
sexually  transmitted  diseases. 

Currently  only  19  counties  in  Alabama  have  con- 
tinuous sexually  transmitted  disease  clinics.  Our  goal 


is  to  have  treatment  for  STD  patients  available  five 
days  a week  in  all  county  health  departments.  New 
initiatives  in  the  Acquired  Immune  Deficiency  Syn- 
drome have  diverted  personnel  from  syphilis  and  gon- 
orrhea epidemiology  to  initiate  an  AIDS  health  edu- 
cation/risk reduction  program.  Even  if  a cure  for  AIDS 
were  found  today,  the  National  Institutes  of  Health  has 
predicted  it  could  be  the  year  2000  before  a vaccine 
would  become  available  to  the  entire  population. 

In  summary,  I appreciate  the  warm  welcome  I have 
received  from  the  medical  community  and  appreciate 
your  concern  for  Alabama’s  health  problems.  A united 
effort  will  be  needed  to  solve  the  pressing  health  prob- 
lems of  the  state  such  as  the  immediate  problem  we 
face  with  sexually  transmitted  diseases. 


Claude  Earl  Fox,  M.D.,  M.P.H. 


CORRESPONDENCE 

Evading  the  Issue 

Editor,  Alabama  Medicine: 

The  article  by  Carla  Thomas,  M.D.,  concerning 
teenage  pregnancy  and  infant  mortality  [Alabama 
Medicine,  June  86,  p.  26]  certainly  gives  a good  de- 
scription of  the  problem,  but  unfortunately  it  only  pre- 
scribes the  same  old  medicine  that  has  aggravated  the 
problem  in  the  first  place. 

First  is  the  idea  that  “We”  must  do  something  about 
it,  rather  than  placing  responsibility  on  the  individual. 
The  pernicious  idea  that  the  individual  should  not  take 
the  responsibility  for,  nor  suffer  the  consequences  of, 
his  or  her  own  actions  ultimately  results  in  rewarding 
destructive  behavior  and  punishing  constructive  be- 
havior. 

I fully  agree  that  teenage  pregnancy  is  a societal 
cancer.  But  why  is  there  a challenge  to  “provide  an 
option  to  childbearing  for  these  teens?”  There  is,  and 
has  always  been  an  option,  i.e.,  premarital  chastity. 
This  worked  reasonably  well  until  moral  teaching  dis- 
appeared and  our  “great  society”  started  paying  women 
to  have  babies  out  of  wedlock. 

Sex  education  is  not  the  answer.  Has  it  escaped  the 
notice  of  all  “sex  educators”  that  the  more  sex  edu- 
cation we  have  the  more  illegitimate  pregnancies  and 
VD  we  have? 

Small  wonder,  for  sex  education,  as  it  is  now  taught, 
completely  separate  from  morals,  is  simply  a stimulus 


and  an  encouragement  to  go  do  it,  regardless  of  what 
your  parents  say. 

We  don’t  need  education  in  sex,  but  in  morals.  I 
have  yet  to  see  a pregnant  teen-ager  who  didn’t  know 
why  babies  happen  and  that  contraceptives  are  avail- 
able. 

If  society  cannot  bear  to  tell  teenagers  that  premarital 
sex  is  wrong,  then  at  least  we  should  stop  paying  them 
to  get  pregnant.  As  it  is  now,  any  woman  who  produces 
a baby  out  of  wedlock  is  immediately  “entitled”  to  a 
welfare  check,  to  food  stamps,  to  free  medical  care 
and  often  to  free  housing. 

If  this  is  not  paying  them  to  get  pregnant,  please 
tell  me  how  you  would  go  about  it.  Of  course,  this 
lasts  for  only  18  years,  but  it  is  no  trouble  to  produce 
2 or  3 more  babies  so  as  to  prolong  the  welfare  check 
until  the  “old  age  pension”  check  takes  over. 

Thus  we  are  seeing  third  and  fourth  generations  who 
have  never  worked,  and  have  no  concept  of  productive 
work. 

If  you  think  that  this  proposal  is  harsh,  just  consider 
what  will  be  the  ultimate  consequence  for  everyone  if 
this  rapidly  growing  vicious  cycle  is  not  interrupted. 
This  is  not  a perfect  world;  material  and  manpower 
resources  are  not  unlimited;  it  is  impossible  to  protect 
everybody  from  unpleasantness.  When  we  attempt  to 
protect  people  from  the  consequences  of  their  actions 
we  only  pave  the  way  for  much  worse  troubles  in  the 
future. 

JOHN  R.  LEDBETTER  JR.,  M.D. 

Rogersville,  AL 

August  1986  / 13 


A 


/ 


A. 


For  faster  claims  payment, 
count  on  the  card’s  computer. 

And  a terminal  in  your  office  that  com 
nects  you  to  Blue  Cross  and  Blue  Shield 
of  Alabama.  Your  claims  are  processed 
faster  and  more  efficiently  for  a better 
cash  flow.  There’s  nothing  to  sort,  sign 
or  mail.  Just  type  your  claims  into  the 
terminal.  Blue  Cross  and  Blue  Shield 
computer  claims  service  is  dependable, 
easy,  and  cost  effective.  Find  out  more 
about  Blue  Cross  and  Blue  Shield  daily 
computer  claims  service.  In  Birmingham, 
call  988-2588.  Or  write  us  at  Provider 
Services,  Blue  Cross  and  Blue  Shield 
of  Alabama,  450  Riverchase  Parkway 
East,  Birmingham,  Alabama  35298. 

CARRY  THE  CARING  CARD: 

Blue  Cross 

and 

Blue  Shield 

of  Alabama 


Registered  Marks  Blue  Cross  and  Blue  Shield  Association 


PLAYBACK 

Off 


RECORD 

Off 


REWIND 

PLAYBACK 


REWIND 

RECORD 
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CTM 


To 

dull  the 
point 
of 

moderate 

to 

nodeiately 

severe 

pain... 


hydrocodone  bitartrate  5 mg  (Warning:  May  be  habit  forming.) 
with  acetaminophen  500  mg 

Brief  Summary 


INDICATIONS  AND  USAGE : for  trie  relief  ol  moderate  to  moderately  severe  pom 
CONTRAINDICATIONS:  Hypersensitivity  to  ocetommophen  or  tiydrocodone 

WARNINGS 

Drug  APuse  ond  Dependence  VICODIN  is  subject  to  the  Federal  Controlled  Substances  Act  (Schedule  III) 
Psychic  dependence,  physical  dependence  and  tolerance  may  develop  upon  repeated  administration  ot  narcot- 
ics, therefore,  VICODIN  should  be  prescribed  and  administered  with  the  same  caution  appropriate  to  the  use  of 
other  oral-norcotic-contoining  medications 

Respiratory  Depression  At  high  doses  or  in  sensitive  patients,  hydrocodone  may  produce  dose-related  respira- 
tory depression  by  octmg  directly  on  brain  stem  respiratory  centers  Hydrocodone  also  attecls  centers  mot  control 
respiratory  rhythm,  and  may  produce  irregular  ond  periodic  breathing 

Head  injury  ond  increased  Intracranial  Pressure  The  respiratory  deptessont  effects  ot  narcotics  and  their  co- 
pocity  10  elevate  cerebrospinal  fluid  pessure  may  be  markedly  exaggerated  in  the  presence  of  head  injury,  other 
intTocramoi  lesions  or  a preexisting  increase  in  intracranial  pressure  Furthermore,  norcolics  poduce  odverse 
reactons  which  may  obscure  the  clinical  course  P patients  with  heod  injuries 

Acute  Abdominal  Conditions  The  administration  ot  narcotics  may  obscure  the  diagnosis  p clinical  course  ot 
patients  with  acute  abdominal  conditions 

PRECAUTIONS 

Special  Risk  Patients  VKXXXN  should  be  used  with  caution  in  elderly  or  debilitated  patients  and  those  with 
severe  impairment  p hepPic  p renal  function  hypothyroidism.  Addison  s disease  postpic  hypertrophy  p 
urethral  stricture 

Information  For  Patients  ACOOIN  like  all  narcotics  may  impoir  the  mentol  ond/or  physical  abilities  required  tp 
the  performance  P potentially  hazardous  tosks  such  as  driving  a car  p operating  machinery,  patients  should  be 
couponed  occpdmgly 

Cough  Reflex  Hydrocodone  suppesses  the  cough  reflex  capon  should  be  exercised  when  VICODIN  is  used 
postoperatively  ond  in  ppients  with  pulmonory  disease 

Drag  Interactions  Trie  CNS-depessont  ettePs  P VCOOlN  may  be  additive  with  thp  P other  CNS  depessonts 
When  combined  therapy  is  contemplated,  the  dose  P one  p both  ogents  should  be  reduced  The  use  P MAO 
inhiptps  or  tricyclic  ontidepessonts  with  hydrocodone  peporpions  may  mcreose  the  effect  ol  either  the  antide- 
pressoni  or  hydrocodone  The  concurrent  use  P oPicholmergics  with  hydrocodone  moy  poduce  paralytic  ileus 
Usage  in  Pregnancy:  Pregnancy  Cotegory  C Hydrocodone  has  been  shown  lo  be  teratogenic  in  hamsters  when 


given  in  doses  700  times  the  humon  dose  There  are  no  odequale  ond  well-controlled  studies  in  pregnont 
women  VICODIN  should  be  used  during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the 
telus 

Nonteratogenlc  Effects:  Babies  born  to  mothers  who  hove  been  taking  opioids  regularly  prior  to  delivery  will  be 
physically  dependent  The  intensity  ot  the  syndrome  does  not  always  correlate  with  the  duration  ol  maternol 
opioid  use  or  dose 

labor  and  Delivery:  Administration  of  VICODIN  lo  the  mother  shortly  before  delivery  moy  result  in  some  degree  ol 
respiratory  depression  In  the  newborn,  especially  it  higher  doses  are  used 

Nursing  Mothers:  It  is  not  known  whether  this  drug  is  excreted  in  human  milk,  ttieretore,  a decision  should  be 
mode  whether  lo  discontinue  nursing  or  to  discontinue  the  drug,  taking  into  account  the  importance  ol  the  drag  to 
the  mother 

Pedlotrlc  Use:  SPety  and  effectiveness  In  children  have  not  been  established 

ADVERSE  REACTIONS 

Central  Nervous  System:  SedPion.  drowsiness,  menial  clouding,  lethargy,  impairment  ol  menial  and  physical 
performance,  anxiety,  feor  dysphoria,  dizziness,  psychic  dependence,  mood  changes 
Gastrointestinal  System:  Nousea  ond  vomitma  moy  occur,  they  are  mwe  frequent  in  ambulatory  thon  in  recum- 
bent patients  Prolonged  administration  ot  VICODIN  may  produce  constipation 
Genllourtnory  System:  Ureteral  spasm  sposm  p vesical  sphincters  and  urinary  retention  hove  been  reppted 
Respiratory  Depression:  (See  WARNINGS ) 

DOSAGE  AND  ADMINISTRATION  Oosoge  should  be  adjusted  according  lo  the  seventy  p the  pain  ond  the 
response  P the  ppient  However,  tolerance  lo  hydrocodone  can  develop  with  continued  use,  ond  the  incidence  ol 
untoword  effects  is  dose  relPed 

The  usual  dose  is  one  tablet  every  six  hours  os  needed  tor  pain  (« necessary,  this  dose  moy  be  repeated  ol  four- 
hour  intervals ) In  cases  ol  more  severe  pom,  two  tablets  every  six  hours  (up  lo  eight  tablets  in  24  hours)  may  be 
required  Revised  April  1982 


KNOLL  PHARMACEUTICAL  COMPANY 


knoll  30  NORTH  JEFFERSON  ROAD,  WHIPPANY  NEW  JERSEY  07981 


5725 


February,  1985 


MANAGE  YOUR  OFFICE  MORE  EFFECTIVELY  WITH 
THE  MPM  1000  SYSTEM  AVAILABLE  THROUGH 
SOUTHERN  MEDICAL  ASSOCIATIONS 
PHYSICIANS’  PURCHASING  PROGRAM 


Manage  your  office  more 
effectively  with  the  MPM 
1000  System  available 
through  the  Physicians’ 
Purchasing  Program. 

Managing  your  office 
shouldn’t  be  hard; 
however,  with  the  current 
insurance  requirements  and 


the  impending  Medicare 
changes  looming  on  the 
horizon,  it  will  get  more 
difficult.  You  should  call 
Curtis  1000  Information 
Systems  or  Southern 
Medical  Association  to  find 
out  how  the  MPM  1000  can 
help  make  your  practice 
run  more  effectively. 


AVAILABLE  ON  IBM  A/T 


MPM  1000  Simplifies  Your  Paperwork 

You  will  be  able  to  reduce  the  mountains  of  paper- 
work by  using  your  MPM  1000  system  to  process  all 
your  insurance,  complete  your  billing  plus  instan- 
taneously sort  and  file  necessary  information. 

MPM  1000  Speeds  Up  Your  Cash  Flow 

The  MPM  1000  system  will  increase  your  daily  bank 
deposits  by  processing  all  your  insurance  and  pa- 
tients’ receivables  quickly. 

MPM  1000  Improves  Your  Practice  Management 

With  the  MPM  1000  system  you  can  easily  and  intel- 
ligently manage  your  practice  with  computer  gene- 
rated reports.  Trends  and  problems  are  easily  iden- 
tified so  you  can  take  corrective  action  before  they 
become  serious. 


MPM  1000  Is  A One  Source  Solution 

The  MPM  1000  is  a one  source  solution.  With  your 
system  you  receive  all  hardware  (IBM  or  Texas  In- 
struments), software,  complete  five  day  training  pro- 
gram and  responsive  after  sale  support. 

IBM  PC/AT  At  Discount 

Best  of  all,  these  systems  are  available  through  SMA 
Services,  Inc.,  Physicians’  Purchasing  Program  with 
substantial  discounts  on  IBM  and  Texas  Instrument 
equipment. 

FOR  MORE  INFORMATION,  please  fill  out  the 
coupon  below  and  mail  it  to  Southern  Medical  Asso- 
ciation, or  for  faster  service  call  Southern  Medical  at 
(205)  945-1840  or  Curtis  1000  Information  Systems  at 
800-241-4780. 


□ YES!  I would  like  more  information  on  MPM  1000 

My  interests  are:  □ Immediate  □ Long  term  □ Please  contact  me  for  a survey 
I am  a member  of  SMA  □ 


Name 

(Please  Print) 

Address 

City 

State 

Zip 

( ) 

Specialty  Office  Phone 

Mail  to:  CURTIS  1000  INFORMATION  SYSTEMS 


2296  Henderson  Mill  Road 
Suite  402 

Atlanta,  Georgia  30345 


Smoking  Issues  in  Alabama 


James  J.  McVay,  M.P.A.* 


Presented  at  the  “Calling  It  Quits  — Now  and  For- 
ever” Seminar  Birmingham,  Alabama  May  9,  1986 

The  Alabama  Department  of  Public  Heath  is  be- 
coming increasingly  concerned  with  the  tobacco 
abuse  which  we  have  been  investigating  for  the  last 
several  years.  While  the  Health  Department’s  survey 
in  1982  showed  that  the  percentage  of  adult  current 
smokers  in  Alabama  was  30.5%,  which  is  comparable 
with  the  national  average,  we  found  some  striking 
differences  among  the  smoking  patterns  of  men  and 
women. 

In  Alabama  38%  of  adult  males  are  current  smokers 
while  25%  of  adult  females  are  current  smokers.  Na- 
tionally males  have  been  reducing  the  use  of  cigarettes 
at  a much  faster  rate  than  Alabama  has  experienced. 
The  most  recent  estimates  from  the  Centers  for  Disease 
Control  are  that  34%  of  adult  males  smoke  in  the  U.S. 
Currently  29%  of  adult  females  smoke  in  the  U.S. 

We  are  pleased  that  the  adult  female  population  of 
current  smokers  in  Alabama  is  below  the  national  av- 


•Director.  Bureau  of  Primary  Prevention.  Alabama  Dept,  of  Public  Health.  Mont- 
gomery . 


erage.  Unfortunately,  it  appears  that  adolescent  women 
below  the  age  of  18  are  starting  to  smoke  at  a higher 
rate  than  males.  Some  studies  have  shown  in  rural 
Alabama  that  by  the  senior  year  in  high  school  20% 
of  males  are  smoking  and  30%  of  females  are  smoking. 

The  question  now  being  raised:  Are  adolescent  males 
substituting  smokeless  tobacco  for  cigarettes?  Addi- 
tional investigation  is  needed  to  track  the  smokeless 
tobacco  use  among  adolescents  in  Alabama.  The 
smoking  patterns  of  adult  Alabamians  do  reflect  similar 
patterns  to  the  rest  of  the  nation.  Unfortunately,  if 
young  women  in  Alabama  follow  the  national  patterns, 
we  will  see  an  increase  in  smoking  among  women 
between  the  ages  of  18  and  24. 

Additional  emphasis  on  preventing  adolescent 
smoking  should  have  the  highest  priority  in  Alabama. 
The  Department  of  Public  Health  has  approximately 
one-third  of  expectant  mothers  in  the  state  receiving 
prenatal  services  through  Health  Department  clinics. 
Approximately  30%  of  the  expectant  mothers  enrolled 
in  the  Women,  Infants,  & Children  Supplemental  Food 
Program  are  current  smokers  during  pregnancy. 

It  has  been  well  documented  that  one-fifth  of  pre- 
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natal  miscarriages  could  be  avoided  if  women  did  not 
smoke  during  pregnancy. 

The  Health  Department  in  Alabama  is  working  with 
the  American  Heart  Association.  American  Lung  As- 
sociation. American  Cancer  Society,  March  of  Dimes, 
Medical  Association  of  the  State  of  Alabama,  Auxil- 
iary to  the  Medical  Association,  Alabama  Public  Health 
Association,  Alabama  Department  of  Education,  Health 
Educators  Association  of  Alabama,  and  other  groups 
to  form  the  Coalition  on  a Tobacco  Free  Alabama. 

Representatives  from  various  interested  groups  from 
across  the  state  have  made  a priority  list  of  objectives 
to  address  tobacco  abuse  in  Alabama.  The  objectives 
include: 

(1)  Strengthen  the  coalition’s  efforts  among  con- 
cerned groups.  (2)  Promote  health  education  in  grades 
kindergarten  through  grade  12  in  decision-making 


skills.  (3)  Coordinate  efforts  to  disseminate  informa- 
tion through  the  mass  media  on  the  hazards  of  tobacco 
abuse.  (4)  Promote  smoking  cessation  programs.  (5) 
Review  legislation  to  reduce  smoking. 

Data  has  shown  that  in  Alabama  adolescents  are 
experimenting  with  smoking  at  an  earlier  age  than  past 
generations.  It  is  the  general  concensus  that  prevention 
of  the  use  of  tobacco  is  the  most  effective  approach 
to  reducing  tobacco  abuse. 

These  prevention  efforts  should  be  addressed  through 
the  local  community.  The  Health  Department  is  ex- 
tremely pleased  with  the  efforts  which  have  changed 
the  smoking  patterns  of  adults  in  Alabama.  While 
progress  has  been  made  to  certain  age  groups,  addi- 
tional efforts  are  needed  to  reduce  the  use  and  abuse 
of  tobacco.  0 


YOU  BLOW 

SMOKING 
OUT  Of 
YOUR  LIFE. 


AMERICAN 
V CANCER 
* SOCIETY 


Great  American  Smokeout-Nov.20 
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Strategies  for  Reducing 
Cigarette  Consumption 

Glenn  H.  Hughes,  Ph.D.* 


There  is  little  doubt,  based  upon  much  research  over 
the  last  30  years,  that  cigarette  smoking  is  a major 
independent  risk  factor  for  numerous  diseases  includ- 
ing cardiovascular,  cancer,  pulmonary,  gastrointes- 
tinal and  others,  as  well  as  increasing  synergistically 
the  negative  effects  of  other  risk  factors  such  as  hy- 
pertension, hypocholesterolemia,  and  carcinogenic  ex- 
posure. 

The  Surgeon  General  has  stated  that  cigarette  smok- 
ing is  the  single  most  preventable  cause  of  premature 
death  in  the  U.S.  today.  Major  efforts  have  been  ex- 
erted to  reduce  cigarette  consumption  among  the  U.S. 
population  including  publicizing  the  negative  effects 
of  smoking,  placing  warning  labels  on  cigarette  pack- 

*  Associate  Research  Professor  and  Director.  Behavioral  Medicine  Section,  UAB 
Division  of  General  and  Preventive  Medicine.  Birmingham.  Al 


ages,  presenting  anti-smoking  PSAs,  removal  of  pro- 
motional ads  from  the  airways,  and  numerous  formal 
and  informal  primary  and  secondary  intervention  pro- 
grams. 

These  efforts  are  expected  to  have  produced  major 
changes  in  the  smoking  pattern  of  the  U.S.  population, 
with  a general  reduction  in  per  capita  consumption  and 
number  of  smokers  over  the  last  half  century.  The  U.S. 
now  has  about  fifty  million  smokers  which  indicates 
our  efforts  have  not  been  totally  successful. 

What  works  and  what  can  be  done?  It  appears  that 
there  is  little  difference  among  formal  intervention  pro- 
grams with  many  promotional  claims  not  supported 
when  subjected  to  careful  experimental  scrutiny  with 
most  programs  producing  20  to  30  percent  long  term 
abstinence.  The  fact  that  most  cigarette  smokers  do 
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not  prefer  to  participate  in  a formal  program  and  that 
the  long  term  effects  are  not  dramatically  high,  leads 
one  to  look  for  other  procedures  that  will  add  to  the 
effects  of  existing  programs. 

It  appears  there  are  available  several  other  major 
opportunities  that  will  reduce  significantly  the  overall 
prevalence  of  smoking  and  associated  diseases.  These 
include  a more  active  participation  by  business,  the 
media  and  health  care  providers  with  the  physician 
being  the  key  person.  Surveys  indicate  that  only  about 
25%  of  physicians  are  reported  by  their  patients  to 
have  ever  mentioned,  much  less  encouraged,  them  to 
quit. 

Data  indicate  clearly  that  the  physician  can  be  a 
major  influence  in  promoting  cessation  among  large 
numbers  of  patients  with  results  varying  from  about 
50%  to  the  “poorest”  results  being  about  5%  success 
for  single  physician/patient  interaction. 

It  is  noted  that  this  figure  is  not  as  high  as  the  20 
to  30%  to  be  expected  from  formal  programs  but  such 
single  sessions  by  physicians  across  the  country  can 
be  expected  to  have  a major  influence  on  reducing 
cigarette  consumption.  In  addition  to  the  positive  effect 
of  such  a brief  intervention,  there  is  available  to  the 
physician  the  opportunity  to  refer  his  smoking  patients 
to  an  outside  program  or  to  train  one  of  his  staff  to 
conduct  an  internal  program,  both  of  which  would  be 
expected  to  increase  the  overall  positive  effect. 

In  addition,  there  are  much  data  that  show  that  a 
nicotine  substitute,  nicorette  being  the  most  recog- 
nized, has  a major  positive  effect,  realized  primarily 


when  included  as  part  of  a formal  program.  The  use 
of  this  drug  offers  major  positive  advantages  when 
used  as  prescribed.  Imagine  the  effects  if  all  physicians 
encouraged  the  current  fifty  million  smokers  to  stop. 
The  potential  is  dramatic. 

It  is  likely  that  business  and  industry  generally  do 
not  understand  the  effects  of  staff  who  smoke  on  pro- 
ductivity, absenteeism,  and  health  costs.  Conservative 
figures  indicate  that  a cigarette  smoker  will  cost  a 
company  about  a thousand  dollars  a year  with  much 
of  this  cost  recovered  within  the  first  year  after  one 
stops  smoking. 

The  company  can  have  a major  positive  impact  on 
the  number  of  smokers  in  their  employ  by  offering 
formal  programs,  rewarding  those  who  stop  smoking, 
and  generally  encouraging  the  work  force  to  stop 
smoking.  Even  a few  smokers  stopping  can  have  a 
significant  effect  for  the  company. 

The  third  area  is  that  media  with  the  effects  of  its 
usage  well  known.  This  area  is  one  that  associations 
such  as  the  American  Heart  Association,  American 
Cancer  Society,  American  Lung  Association  and  nu- 
merous others  can  employ  much  more  actively  than  is 
currently  done.  Thus  it  appears  that  the  health  of  our 
country,  indeed  the  world,  can  be  greatly  improved 
by  the  application  of  known  successful  stop  smoking 
interventions  with  an  emphasis  on  the  physician,  in- 
dustry, and  professional  associations  playing  a more 
active  role.  The  combined  effects  of  these  three  efforts 
is  expected  to  have  a major  positive  effect  on  the  health 
of  our  nation.  0 
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"Denial  and 
the  inability  to 
reach  out  for  help 
are  symptomatic  of 
the  disease" 


Doyle  P.  Smith,  IVI.D. 

Director,  Bienville  and  Pine  Grove 
Recovery  Centers 


Chemical  dependency  is  a disease. 
Like  pneumonia,  diabetes,  or  cancer. 
And  like  those  diseases,  it  can  be 
treated.  When  your  patients  need 
treatment  for  a specialized  medical 
disorder,  you  refer  them  to  a 
specialist  in  that  field.  Why  should 
the  disease  of  chemical  dependency 
be  treated  differently? 

The  specialists  in 
addictive  diseases. 

Bienville  Recovery  Center  (formerly 
Biloxi  Regional  Outreach)  is  unlike 
any  other  chemical  dependency 
treatment  center  on  the  Mississippi 
Gulf  Coast.  The  physicians  who  staff 
Bienville  are  specialists  in  the 
treatment  of  addictive  diseases. 
They  direct,  coordinate,  implement, 
and  participate  in  treatment  of 
alcoholism  and  drug  addiction.  Their 
treatment  team  includes  nurses, 
clinical  assistants,  a consulting 
ps  chiatrist,  a clinical  psychologist, 
a social  worker,  an  alcohol  and  drug 
counselor,  an  aftercare  coordinator, 
a family  counselor,  a family  coordi- 
nator, a certified  recreational 
therapist,  and  an  employee  assis- 
tance program  coordinator. 


"On-call"  vs.  "On-staff" 

At  Bienville  Recovery  Center,  the 
doctors  in  charge  of  treatment  are 
actively  involved  in  the  treatment 
process  round  the  clock.  They're  not 
just  “on-call"  or  "available."  The 
treatment  of  addictive  diseases  is 
their  lives'  work  and  they  practice  it 
daily.  With  a highly  trained  and 
professional  staff,  they  offer  hope 
to  the  chemically  dependent  and 
their  families. 

A tradition  of  success. 

Bienville  Recovery  Center  is  operated 
by  South  Mississippi  Health  Services 
and  is  affiliated  with  the  successful 
Pine  Grove  Recovery  Center  in 
Hattiesburg,  Mississippi.  Bienville  is 
situated  on  beautifully  landscaped, 
rolling  grounds  that  face  the  Gulf  of 
Mexico  in  Biloxi,  Mississippi.  Thirty 
patients  are  accommodated  in  the 
30-day  residential  program.  Patios, 
courtyards,  and  a pool  contribute 
to  the  therapeutic,  non-clinical 
surroundings,  as  do  the  spacious  and 
well-appointed  rooms. 

Hope  for  recovery. 

It's  worth  a phone  call. 

If  you  have  chemically  dependent 
patients,  Bienville  Recovery  Center 
can  help  them  back  to  alcohol- 
or  drug-free  lives.  The  advantages 


of  a physician-directed  and  admin- 
istered treatment  program  are  only 
a phone  call  away.  Call  now. 

Your  patients  and  their  families 
will  thank  you. 

Toll-free  1-800-843-1120 

(outside  Mississippi) 


Complete  care  by  physicians  and  staff 
trained  in  chemical  dependency 


401  Cast  Beach  Blvd. 
Biloxi,  Mississippi  39533 


(Formerly  Biloxi  Regional  Outreach) 


The  Relationship  Between 
Exercise  and  Smoking  Cessation 

Jack  Hataway,  M.D.* 


Cigarette  smoking  represents  one  of  the  most  im- 
portant individual  health  hazards  which  physicians 
can  influence  by  assisting  patients  to  stop.  Many  phy- 
sicians are  interested  in  the  relationship  between  ex- 
ercise and  smoking  cessation  because  of  the  possibility 
that  exercise  may  play  a major  direct  role  in  the  quitting 
process. 

Physicians  who  are  leading  proponents  of  exercise, 
such  as  Dr.  Kenneth  Cooper  and  Dr.  George  Sheehan, 
suggest  that  people  who  exercise  cannot  continue  to 
smoke  because  it  impairs  athletic  performance  and  is 
inconsistent  with  a healthier  lifestyle. 

Longitudinal  studies  demonstrate  that  exercise  can 
reduce  the  risk  of  coronary  heart  disease  (CHD)  for 
smokers  as  the  overall  levels  of  activity  increase.  How- 
ever, smoking  is  still  associated  with  a much  higher 


* Assistant  Professor,  UAB  Division  of  General  & Preventive  Medicine,  Birming- 
ham, Al.  35294 


risk  of  CHD  as  compared  to  non-smokers,  even  in  the 
presence  of  physical  activity. 

When  smokers  are  compared  to  non-smokers  with 
exercise  testing,  the  non-smokers  consistently  perform 
better.  Maximal  effort  treadmill  test  performance  has 
been  shown  to  be  reduced  by  8%  for  smokers.  In  an 
evaluation  of  smoking  pattern  and  exercised  induced 
fatigue,  smokers  were  shown  to  have  markedly  in- 
creased fatigue  levels  versus  non-smokers  during  max- 
imal effort  treadmill  testing. 

When  the  smokers  quit  for  24  hours,  effort  percep- 
tion during  the  treadmill  test  was  improved  at  each 
test  level.  Additionally,  the  smokers  resting  heart  rates 
had  declined  by  9-12  beats  per  minute  after  the  24 
hour  cessation  period. 

Physiological  studies  have  demonstrated  that  after 
three  cigarettes,  the  resting  heart  rate,  blood  pressure, 
and  myocardial  contractility  are  markedly  increased. 
This  same  effect  also  occurs  with  smokeless  tobacco. 
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This  altered  physiologic  state  explains  in  part  some  of 
the  impaired  exercise  performance  seen  with  smoking. 

The  relationship  of  initiation  of  exercise  and  sub- 
sequent smoking  behavior  has  not  been  extensively 
evaluated.  The  National  Exercise  and  Heart  Disease 
Project,  a collaborative,  randomized  controlled  trial  of 
males  who  exercised  post  myocardial  infarction, 
showed  no  difference  in  smoking  rates  between  ex- 
ercisers and  controls  five  years  after  entry. 

In  a Canadian  study,  smokers  who  wanted  to  quit 
were  entered  into  a smoking  cessation  program.  After 
entry,  one-half  of  the  group  were  randomly  placed  in 
an  exercise  program  with  vigorous  activity  at  least  four 
to  five  times  a week.  The  control  group  was  not  en- 
couraged to  exercise.  No  difference  was  observed  in 
smoking  rates  between  the  groups  at  one,  three  and 
six  months  following  the  program. 

One  study  assessed  the  motivation  reasons  to  ex- 
ercise of  men  and  women  over  age  50.  Only  a small 
number  of  persons  indicated  that  initiating  an  exercise 
program  was  a motivating  factor  which  assisted  them 
to  quit  smoking. 

Available  information  suggests  that  smokers  who 
exercise,  particularly  with  some  strenuous  and  fre- 
quent activity,  can  significantly  reduce  their  risk  of 
CHD.  Brief  cessation  periods  from  cigarettes  or 
smokeless  tobacco  can  result  in  marked  improvement 
of  exercise  performance. 

It  may  also  indirectly,  but  in  a positive  manner, 
support  an  individual’s  motivation  to  quit,  particularly 
with  a physician’s  assistance.  At  this  time,  evidence 
does  not  exist  to  support  the  supposition.  More  re- 
search on  the  role  of  exercise  on  smoking  cessation  is 
needed. 
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A defense 
against  cancer 
can  be  cooked  up 
in  your  kitchen. 


There  is  evidence 
that  diet  and  cancer 
are  related.  Some 
foods  may  promote 
cancer,  while  others  may_ 
protect  you  from  it. 

Foods  related  to  low- 
ering the  risk  of  cancer 
of  the  larynx  and  esoph- 
agus all  have  high 
amounts  of  carotene,  a 
form  of  Vitamin  A 
which  is  in  canta- 
loupes, peaches,  broc- 
coli, spinach,  all  dark 
green  leafy  vegeta- 
bles, sweet  potatoes, 
carrots,  pumpkin, 
winter  squash,  and 
tomatoes,  citrus  fruits ; 
brussels  sprouts. 

Foods  that  may  help  reduce  the 
risk  of  gastrointestinal  and  respira- 
tory tract  cancer  are  cabbage, 
broccoli,  brussels  sprouts,  kohl- 
rabi, cauliflower. 

Fruits,  vegetables  and  whole- 
grain  cereals  such  as  oat- 
meal, bran  and  wheat 
may  help  lower  the 
risk  of  colorectal 


cancer. 

Foods  high  in  fats, 
salt-  or  nitrite-cured 
foods  such  as  ham, 
and  fish  and  typefe  of 
sausages  smoked  by  traditional 
methods  should  be  eaten  in 
moderation. 

Be  moderate  in  consumption 
of  alcohol  also. 

A good  rule  of  thumb  is  cut 
down  on  fat  and  don’t  be  fat. 
Weight  reduction 
may  lower  cancer 
risk.  Our  12-year 
study  of  nearly  a 
million  Americans 
uncovered  high 
cancer  risks  partic- 
ularly among  people 
40%  or  more  overweight. 

Now,  more  than  ever,  we 
know  you  can  cook  up  your 
own  defense  against  cancer.  So 
eat  healthy  and  be  healthy. 

No  one  faces 

cancer  alone. 

AMERICAN  CANCER  SOCIETY 
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The  Phone  Company 
ForYourCar. 


We've  put  more  phones  in  more  cars  than 
anyone  in  the  Southeast.  And  with  our  low- 
priced  monthly  car  phone  package  (including 
calling  time  every  month),  it's  no  wonder  Our 
car  phone  isn't  complicated  or  scary.  It's  just  a 
phone.  With  the  features  and  service  you’re 


used  to  getting  with  your  home  phone.  Only 
this  one  goes  55  miles  per  hour.  So  call 
BellSouth  Mobility  today  for  full  details.  1-800- 
351-3355.  Because  all  the  way  from  Kentucky 
to  South  Florida,  we  really  are  the  phone  com- 
pany for  your  car. 


BellSouth  Mobility 

A BELLSOUTH  Company 


©1986  BellSouth  Mobility 
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* CONTROL 
ACID  RAIN 

with  once-a-night 
h.s.  therapy  for  active 
duodena!  ulcers 
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Now,  one  tablet  at  bedtime 

Controls  nocturnal  add 

to  relieve  pain  and  heal 

duodena!  ulcers 


Heals  active  duodenal  ulcers  after  4 weeks 
in  most  patients*1 

ZANTAC  300  mg  h.s.  270/320  84% 

ZANTAC  150  mg  b.i.d.  292/345  85% 


In  well-controlled,  double-blind,  multicenter  trials.  ZANTAC  300  mg  h.s.  healed 
active  duodenal  ulcers  in  84%  of  patients  after  4 weeks.  After  8 weeks, 
healing  rates  maybe  higher  with  ZANTAC  150  mgb.  i.  d.  (92%)  than  with  ZANTAC 
300  mg  h.s.  (87%). 


Relieves  pain  and  other  symptoms  as  effectively 
as  ZANTAC  150  mg  b.i.d1 
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ranitidine  HCI/Glaxo  300 mg  tablets 
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Once-daiiy  dosing  may  enhance  compliance  in  patients  for 
whom  dosing  convenience  is  important 

Side-effects  profile  comparable  to  ZANTAC  150  mg  b.i.  d.1 3 

Headache-sometimes  severe— has  been  reported.  Rare  effects  on  the  CNS.  cardiovas- 
cular. Gl.  hepatic,  and  integumental  systems  have  been  observed,  as  well  as  rare  cases 
of  hypersensitivity  reactions.  See  ADVERSE  REACTIONS  section  of  Brief  Summary  of 
Product  Information  before  prescribing. 


No  significant  interference  with 
the  hepatic  cytochrome  P-450 
enzyme  system  at  recommended 
doses 

ZANTAC  300  mg  h.  s.  had  no  significant  drug 
interactions  with  theophylline  or  warfarin.  The 
bioavailability  of  certain  medications  whose 
absorption  is  dependent  on  a low  gastric  pH 
may  be  altered  when  ZANTAC  or  other  medica- 
tions which  decrease  gastric  acidity  are 
administered. 


Glaxo /<S> 

See  next  page  for  references  and 
Brief  Summary  of  Product  Information 


* It  is  not  known  exactly  how  much  acid  inhibition 
is  needed  to  heal  ulcers 


4 4 4 4 4 4 4 

4 4 4 I 

4 

IN  ACTIVE  DUODENAL  ULCERS 

Once-a-night  h.s.  therapy 
controls  acid  rain 


ranitidine  HCI/Glaxo  soon**** 


Now. . . two  effective 
regimens  to  treat  active 
duodena!  ulcers 


References:  1.  Data  available  on  request,  Glaxo  Inc.  2.  Ireland  A, 
Colin-Jones  DG,  Gear  R et  al  Ranitidine  150  mg  twice  daily  vs  300 
mg  nightly  in  treatment  of  duodenal  ulcers.  Lancet  1984:2.274- 
275.  3.  Colin-Jones  DG,  Ireland  A,  Gear  R et  a I Reducing  overnight 
secretion  of  acid  to  heal  duodenal  ulcers  Am  J Med  1984;  77 
(suppl  5B)  116-122 


ZANTAC'  150  Tablets 
(ranitidine  hydrochloride) 

ZANTAC'  300  Tablets  BRIEF  SUMMARY  OF 

(ranitidine  hydrochloride)  PRODUCT  INFORMATION 

INDICATIONS  AND  USAGE:  ZANTAC*  is  indicated  in: 

1.  Short-term  treatment  of  active  duodenal  ulcer.  Most  patients 
heal  within  four  weeks.  Studies  available  to  date  have  not  assessed 
the  safety  of  ranitidine  in  uncomplicated  duodenal  ulcer  for  periods 
of  more  than  eight  weeks. 

2.  Maintenance  therapy  for  duodenal  ulcer  patients  at  reduced  dos- 
age after  healing  of  acute  ulcers.  No  placebo-controlled  com- 
parative studies  have  been  carried  out  for  periods  of  longer  than  one 
year. 

3.  The  treatment  of  pathological  hypersecretory  conditions  (eg, 
Zollmger-Ellison  syndrome  and  systemic  mastocytosis). 

4.  Short-term  treatment  of  active,  benign  gastric  ulcer.  Most 
patients  heal  within  six  weeks  and  the  usefulness  of  further  treat- 
ment has  not  been  demonstrated.  Studies  available  to  date  have  not 
assessed  the  safety  of  ranitidine  in  uncomplicated,  benign  gastric 
ulcer  for  periods  of  more  than  six  weeks. 

5.  Treatment  of  gastroesophageal  reflux  disease.  Symptomatic 
relief  commonly  occurs  within  one  or  two  weeks  after  starting  ther- 
apy. Therapy  for  longer  than  six  weeks  has  not  been  studied. 

In  active  duodenal  ulcer;  active,  benign  gastric  ulcer;  hyperse- 
cretory states;  and  GERD,  concomitant  antacids  should  be  given  as 
needed  for  relief  of  pain. 

CONTRAINDICATIONS:  ZANTAC*  is  contraindicated  for  patients 
known  to  have  hypersensitivity  to  the  drug. 

PRECAUTIONS:  General:  1.  Symptomatic  response  to  ZANTAC' ther- 
apy does  not  preclude  the  presence  of  gastric  malignancy. 

2.  Since  ZANTAC  is  excreted  primarily  by  the  kidney,  dosage  should 
be  ad|usted  in  patients  with  impaired  renal  function  (see  DOSAGE 
AND  ADMINISTRATION).  Caution  should  be  observed  in  patients  with 
hepatic  dysfunction  since  ZANTAC  is  metabolized  in  the  liver. 
Laboratory  Tests:  False-positive  tests  for  urine  protein  with 
Multistix*  may  occur  during  ZANTAC  therapy,  and  therefore  testing 
with  sulfosalicylic  acid  is  recommended. 

Drug  Interactions:  Although  ZANTAC  has  been  reported  to  bind 
weakly  to  cytochrome  P-450  in  vitro,  recommended  doses  of  the 
drug  do  not  inhibit  the  action  of  the  cytochrome  P-450-linked  oxy- 
genase enzymes  in  the  liver.  However,  there  have  been  isolated 
reports  of  drug  interactions  which  suggest  that  ZANTAC  may  affect 
the  bioavailability  of  certain  drugs  by  some  mechanism  as  yet 
unidentified  (eg,  a pH-dependent  effect  on  absorption  or  a change 
in  volume  of  distribution). 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility:  There  was  no 
indication  of  tumorigenic  or  carcinogenic  effects  in  lifespan  studies 
in  mice  and  rats  at  doses  up  to  2,000  mg/kg/day. 

Ranitidine  was  not  mutagenic  in  standard  bacterial  tests  ( Salmo- 
nella, E coli ) for  mutagenicity  at  concentrations  up  to  the  maximum 
recommended  for  these  assays. 

In  a dominant  lethal  assay,  a single  oral  dose  of  1,000  mg/kg  to 
male  rats  was  without  effect  on  the  outcome  of  two  matings  per 
week  for  the  next  nine  weeks. 

Pregnancy:  Teratogenic  Effects:  Pregnancy  Category  B Reproduction 
studies  have  been  performed  in  rats  and  rabbits  at  doses  up  to  160 
times  the  human  dose  and  have  revealed  no  evidence  of  impaired 
fertility  or  harm  to  the  fetus  due  to  ZANTAC.  There  are,  however,  no 
adequate  and  well-controlled  studies  in  pregnant  women.  Because 
animal  reproduction  studies  are  not  always  predictive  of  human 
response,  this  drug  should  be  used  during  pregnancy  only  if  clearly 
needed. 

Nursing  Mothers:  ZANTAC  is  secreted  in  human  milk  Caution 
should  be  exercised  when  ZANTAC  is  administered  to  a nursing 
mother. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been 
established. 


Use  in  Elderly  Patients:  Ulcer  healing  rates  in  elderly  patients  (65  to 
82  years  of  age)  were  no  different  from  those  in  younger  age  groups. 
The  incidence  rates  for  adverse  events  and  laboratory  abnormalities 
were  also  not  different  from  those  seen  in  other  age  groups. 
ADVERSE  REACTIONS:  The  following  have  been  reported  as  events  in 
clinical  trials  or  in  the  routine  management  of  patients  treated  with 
oral  ZANTAC*.  The  relationship  to  ZANTAC  therapy  has  been 
unclear  in  many  cases.  Headache,  sometimes  severe,  seems  to  be 
related  to  ZANTAC  administration. 

Central  Nervous  System:  Rarely,  malaise,  dizziness,  somnolence, 
insomnia,  and  vertigo  Rare  cases  of  reversible  mental  confusion, 
agitation,  depression,  and  hallucinations  have  been  reported,  pre- 
dominantly in  severely  ill  elderly  patients. 

Cardiovascular:  Rare  reports  of  tachycardia,  bradycardia,  and  pre- 
mature ventricular  beats 

Gastrointestinal:  Constipation,  diarrhea,  nausea/vomiting,  and 
abdominal  discomfort/pain 

Hepatic:  In  normal  volunteers,  SGPT  values  were  increased  to  at 
least  twice  the  pretreatment  levels  in  6 of  12  subjects  receiving 
100  mg  qid  IV  for  seven  days,  and  in  4 of  24  subjects  receiving 
50  mg  qid  IV  for  five  days.  With  oral  administration  there  have  been 
occasional  reports  of  reversible  hepatitis,  hepatocellular  or  hepato- 
canalicular  or  mixed,  with  or  without  jaundice 
Musculoskeletal:  Rare  reports  of  arthralgias. 

Hematologic:  Rare  reports  of  reversible  leukopenia,  granulocyto- 
penia, thrombocytopenia,  and  pancytopenia. 

Endocrine:  Controlled  studies  in  animals  and  man  have  shown  no 
stimulation  of  any  pituitary  hormone  by  ZANTAC  and  no  antiandro- 
genic  activity,  and  cimetidine-induced  gynecomastia  and  impo- 
tence in  hypersecretory  patients  have  resolved  when  ZANTAC  has 
been  substituted.  However,  occasional  cases  of  gynecomastia, 
impotence,  and  loss  of  libido  have  been  reported  in  male  patients 
receiving  ZANTAC,  but  the  incidence  did  not  differ  from  that  in  the 
general  population. 

Integumental:  Rash,  including  rare  cases  suggestive  of  mild  ery- 
thema multiforme,  and,  rarely,  alopecia. 

Other:  Rare  cases  of  hypersensitivity  reactions  (eg,  bronchospasm, 
fever,  rash,  eosinophilia)  and  small  increases  in  serum  creatinine. 
OVERDOSAGE:  There  is  no  experience  to  date  with  deliberate  over- 
dosage. The  usual  measures  to  remove  unabsorbed  material  from 
the  gastrointestinal  tract,  clinical  monitoring,  and  supportive  ther- 
apy should  be  employed. 

Studies  in  dogs  receiving  doses  of  ZANTAC*  in  excess  of 
225  mg/kg/day  have  shown  muscular  tremors,  vomiting,  and  rapid 
respiration.  Single  oral  doses  of  1,000  mg/kg  in  mice  and  rats  were 
not  lethal.  Intravenous  LD50  values  in  rat  and  mouse  were  83  and 
77  mg/kg,  respectively. 

DOSAGE  AND  ADMINISTRATION:  Dosage  Adjustment  for  Patients  with 
Impaired  Renal  Function:  On  the  basis  of  experience  with  a group 
of  subjects  with  severely  impaired  renal  function  treated  with 
ZANTAC’,  the  recommended  dosage  in  patients  with  a creatinine 
clearance  less  than  50  ml/min  is  150  mg  every  24  hours.  Should 
the  patient's  condition  require,  the  frequency  of  dosing  may  be 
increased  to  every  12  hours  or  even  further  with  caution.  Hemodi- 
alysis reduces  the  level  of  circulating  ranitidine.  Ideally,  the  dosage 
schedule  should  be  adjusted  so  that  the  timing  of  a scheduled  dose 
coincides  with  the  end  of  hemodialysis. 

HOW  SUPPLIED:  ZANTAC*  150  Tablets  (ranitidine  hydrochloride 
equivalent  to  150  mg  of  ranitidine)  are  white  tablets  embossed  with 
"ZANTAC  150"  on  one  side  and  "Glaxo"  on  the  other.  They  are 
available  in  bottles  of  60  tablets  (NDC  0173-0344-42)  and  unit 
dose  packs  of  100  tablets  (NDC  0173-0344-47). 

ZANTAC’  300  Tablets  (ranitidine  hydrochloride  equivalent  to 
300  mg  of  ranitidine)  are  yellow,  capsule-shaped  tablets  embossed 
with  "ZANTAC  300"  on  one  side  and  "Glaxo"  on  the  other.  They  are 
available  in  bottles  of  30  (NDC  0173-0393-40)  and  unit  dose 
packs  of  100  tablets  (NDC  0173-0393-47). 

Store  between  15°  and  30  C (59°  and  86  F)  in  a dry  place.  Protect  from 
light.  Replace  cap  securely  after  each  opening. 

© Copyright  1983,  Glaxo  Inc.  All  rights  reserved  June  1986 
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Out  Patient 
Diagnostic  Radiology  Center 


Alabama's  Most  Modern  Facilities  Available 

C.A.T.  Scan 

Head  and  total  body  scan 

Ultrasonography 

Studies  during  pregnancy,  gallbladder,  etc. 

Mammography 

Low  level  radiation  cancer  survey 

General  Diagnostic  Radiology 

Certified  black  lung  survey,  G.I.  studies,  I.V.P,  tomography,  etc. 

Diagnostic  testing  and  report  within  24  hours 


Norwood  Clinic 

1 625  25th  Street  North 
Birmingham,  Alabama 

Appointments  call  (205)252-0261 

250-6837 
WATS  Line  1-800-272-6481 


President's  Page  continued  from  page  10 

States.  Attorneys  in  Canada  apparently  do  not  (or  can- 
not) accept  cases  on  a contingency  fee  arrangement. 

Recent  conversation  with  a Canadian  cardiologist 
who  daily  performs  intracardiac  catheterizations  re- 
veals that  he  pays  a premium  of  less  than  $40  per  year 
for  his  medical  malpractice  coverage.  By  comparison, 
the  premium  for  a general  practitioner  in  the  state  of 
Alabama,  doing  no  cardiac  catheterizations,  nor  in- 
deed any  major  surgery,  is  in  excess  of  $750  a year 
— and  rising! 

This  lawyer’s  article  further  defends  the  contingency 
fee  system  as  providing  “the  poor  man’s  key  to  the 
court  house.”  If  it  is  true  that  the  poor  man  needs  a 
key  to  the  court  house,  who  is  ultimately  responsible 
for  providing  this  key?  If  it  requires  financing,  who  is 
liable  for  payment? 

His  statement  that  the  contingency  fee  system  pro- 
vides access  to  legal  services  is  very  interesting.  If  the 
prospect  of  a contingency  of  an  award  is  necessary  to 
provide  the  key,  then  it  would  appear  that  the  people 
responsible  for  medical  care  (physicians,  hospitals, 
and/or  their  insurance  carriers)  are  ultimately  the  ones 
who  pay  for  the  legal  services  in  the  law  suit  brought 
against  them. 

Thus,  we  provide  the  medical  care  and  the  treatment 
under  a federal  program,  often  at  a reduced  (and  dif- 
ficult to  collect)  fee.  Then,  if  an  attorney  decides  that 
a court  trial  concerning  that  treatment  is  warranted, 
we  provide  ‘ ‘the  key”  to  the  courtroom  for  the  attorney 
and  his  client. 

“ How  terrible  for  you  too,  lawyers!  You  put  loads 
on  men’s  backs  which  are  hard  to  carry,  but  you  your- 
selves will  not  stretch  out  a finger  to  help  carry  those 
loads.  How  terrible  for  you! 

“ How  terrible  for  you,  lawyers!  You  have  kept  the 
key  that  opens  the  door  to  the  house  of  knowledge; 
you  yourselves  will  not  go  in  and  you  stop  those  who 
are  trying  to  go  in.”  (Luke  1 1 : 46,  52,  Today’s  English 
Version) 


Be  prepared,  Doctor.  More  patients 
will  he  asking  about  colorectal  cancer. 
According  to  a survey*  conducted  by  the 
American  Cancer  Society,  many  people 
would  like  to  receive  more  information 
about  colorectal  cancer,  and  83%  said 
they  would  want  to  be  checked  for  it. 
Further,  they  are  learning  that  this  cancer 
can  be  detected  before  symptoms  appear. 
The  present  cure  rate  is  44%.  The  cure 
rate  could  be  as  high  as  75%,  with  early 
detection  and  appropriate  management. 

For  asymptomatic  persons  the  Society 
recommends  annual  digital  rectal  exam- 
ination at  age  40  and  over;  at  age  50  and 
over,  an  annual  stool  blood  test,  as  well  as 
sigmoidoscopy  every  three  to  five  years, 
following  two  initial  annual  negative 
sigmoidoscopies. 

We’re  here  to  help.  You  can  reach  us  at 
your  local  American  Cancer  Society  office 
or  write  to  our  Professional  Education 
Department  at  National  Headquarters, 

90  Park  Avenue,  New  York,  N.Y.  10016. 

Ask  about  the  Society’s  Colorectal  Check 
program  of  professional  and  public 
education  for  the  early  detection  of 
colorectal  cancer. 


AMERICAN 
CANCER 
? SOCIETY® 
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* "Cancer  of  the  Colon  and  Rectum;  Summary  of  Public 
Attitude  Survey,"  Ca  33;3S9-36S,  1983  (Nov.-Dee  ). 


PHYSICIANS, 

WE  SCHEDULE  OUR  TIME 

TO  FIT  YOUR  TIME. 

Were  very  flexible  in  the  Army  Reserve  about 
time.  We  take  into  account  your  practice,  your  time  and 
availability. 

Were  not  flexible  about  the  quality  of  medicine. 
We  demand  much  of  ourselves  and  of  every  member  of 
our  medical  team. 

If  you’d  like  to  learn  more  about  the  medical 
opportunities  in  a nearby  Army  Reserve  unit,  call  your 
Army  Medical  Personnel  Counselor: 


ARMY  RESERVE  MEDICINE 
255  WEST  OXMOOR  RD.  ROOM  R-105 
BIRMINGHAM,  AL  35209 
CALL  COLLECT:  (205)942-6570 

ARMY  RESERVE.  BE  ALL  YOU  CAN  BE. 


Join  Your 
Medical  Societies 
Today. 


□ Please  send  me  information  on  AMA,  county,  and  state  society  membership. 

□ I am  a member  of  my  county  and  state  societies;  please  send  me  information 
on  joining  the  AMA. 

Name 


You  may  think  these  physicians 
are  working  alone*  a 


But  they  really  have  a team  behind  them* 


These  physicians  spend  most  of  their  day  working 
independently  in  a one-to-one  doctor/patient  rela- 
tionship. And  chances  are  that  as  a physician, 
you  do  too. 

But  even  though  you  can’t  see  it,  there’s  a strong 
team  supporting  and  protecting  the  medical  profes- 
sion, affecting  your  practice  while  you  see  patients, 
research  new  drugs  or  perform  surgery.  That  team 
consists  of  your  medical  societies. 

The  American  Medical  Association  and  your  state 
and  county  medical  societies  believe  in  the  value  of 
teamwork;  that  only  by  working  together  can  we,  in 
the  face  of  an  increasingly  complex  professional  en- 
vironment, protect  your  right  to  make  responsible 
decisions  on  how  to  practice  medicine. 


Because  ...  IT  WORKS. 


We  also  believe  that  all  medical  societies  — 
county,  state,  and  national  — have  certain  tasks  that 
the  individual  physician  couldn’t  possibly  assume  — 
and  shouldn’t  have  to. 

Tasks  such  as  keeping  government  regulations 
from  interfering  with  your  practice  by  representing 
your  interests  at  local  and  national  levels.  And  chal- 
lenging regulatory  measures  that  threaten  you  and 
your  patients’  interests  by  mounting  legal  campaigns 
to  defend  your  rights  — up  to  the  Supreme  Court  if 
necessary. 

Why  do  we  believe  that  teamwork  means  so  much 
to  all  physicians  — even  those  who  work  “alone”? 


For  more  information,  contact  your  state 
or  county  medical  societies,  or  call  the 
AMA  collect  at  312/751-6196.  Or  return 
the  coupon  below  to  your  state  or  county 
medical  society. 
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25  mg  Hydrochlorothiazide  50  mg  Triamterene/SKF 


« SK&F  CO. 


Motrin  800  mg 
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Weight  Gain  Following 
Smoking  Cessation 

Jeffery  J.  Dolce,  Ph.D.* 


Cigarette  smoking  is  deemed  the  leading  prevent- 
able cause  of  disability  and  death  in  the  United 
States.  However,  a third  of  the  population  continues 
to  smoke.  Concerns  over  weight  gain  have  been  ac- 
knowledged as  one  factor  which  impedes  individuals’ 
attempts  at  quitting,  especially  for  women.1 

Despite  the  importance  of  this  knowledge,  surpris- 
ingly little  research  has  addressed  ways  of  deterring 
weight  gain  following  cessation.  The  relationship  be- 
tween weight  and  smoking,  however,  has  been  ex- 
amined in  a number  of  ways. 

Numerous  epidemiological  studies  have  compared 
the  body  weight  of  smokers  and  non-smokers.  These 

‘Research  Assistant  Professor.  Behavioral  Medicine  Unit.  Division  of  General  and 
Preventive  Medicine.  University  of  Alabama  at  Birmingham 


studies  indicate  that  regardless  of  sex,  socioeconomic 
status,  or  culture,  smokers  consistently  weigh  less  than 
age-matched  non-smokers.  Weight  gain  following 
smoking  cessation  has  also  been  extensively  docu- 
mented. Overall,  the  average  weight  gain  following 
cessation  is  approximately  5 to  10  pounds.  In  one  study 
of  224  ex-smokers,  65%  of  the  males  and  74%  of  the 
females  gained  weight.2  However,  males  on  the  av- 
erage gain  slightly  more  weight  than  females. 

There  is  also  evidence  suggesting  that  weight  gain 
following  cessation  is  dose-dependent,  with  heavier 
smokers  gaining  more  weight  than  light  smokers.  Fi- 
nally, weight  gain  following  cessation  appears  to  con- 
tinue until  the  weight  of  the  former  smoker  approxi- 
mates that  of  non-smokers.  These  data  indicate  that 
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smokers  maintain  a body  weight  that  is  below  that  of 
the  non-smoker  and  that  their  body  weight  increases 
following  cessation  until  it  parallels  that  of  the  non- 
smoker. 

While  weight  gain  following  cessation  has  been  doc- 
umented, the  mechanisms  underlying  this  phenomenon 
have  not  been  identified.  It  is  not  currently  clear  if 
weight  gain  is  due  to  physiological,  psychological  or 
behavioral  responses  to  cessation.  Four  general  ap- 
proaches have  been  proposed  in  the  literature  to  explain 
cessation  related  weight  gain.  These  include  changes 
in  palatability,  the  gastrointestinal  tract,  eating  habits, 
and  metabolism. 

It  has  been  reported  that  the  sense  of  smell  and  taste 
improves  following  cessation.  Unfortunately,  the  ex- 
isting evidence  to  support  this  position  is  mixed.  Some 
studies  examining  the  sensory  thresholds  between 
smokers  and  non-smokers  have  reported  higher  thresh- 
olds for  bitter  and  sweet  tastes  while  others  have  failed 
to  find  differences. 

The  results  of  studies  examining  nicotine-related  al- 
terations in  the  biochemistry  of  the  gastrointestinal 
tract  which  may  interfere  with  calorie  storage  are  also 
equivocal.  There  is  some  evidence,  however,  which 
suggests  that  gastric  motility  is  increased  among  smok- 
ers. 

Changes  in  eating  habits  have  also  been  suggested 
as  causal  agents  in  cessation  related  weight  gain.  In- 
creased food  intake,  particularly  sweet  and  salty  foods 
have  been  reported  following  cessation.  In  addition, 
it  has  been  reported  that  smokers  consume  a greater 
number  of  calories  overall  than  non-smokers.  Lincoln3 
observed  in  a sample  of  885  males  that  smokers  con- 
sumed a daily  average  of  350  calories  more  than  non- 
smokers.  It  was  also  noted  in  this  study  that  smokers 
with  heavier  smoking  habits  consumed  more  total  cal- 
ories than  smokers  who  smoked  fewer  cigarettes. 
Overall  these  data  seem  to  suggest  that  smokers  on  the 
average  consume  more  calories  than  non-smokers  and 
that  following  cessation,  former  smokers  either  main- 
tain this  higher  level  of  consumption  or  tend  to  increase 
their  caloric  intake  further. 

The  evidence  implicating  metabolic  changes  in  ces- 
sation related  weight  gain  is  more  consistent  and  sug- 
gests that  a cessation  related  decrease  in  metabolic  rate 
is  a contributing  factor  to  weight  gain.  Hiestand  et  al.4 
have  observed  increases  in  metabolic,  heart,  breathing. 


and  oxygen  pulse  rates  immediately  following  smok- 
ing in  39  habitual  smokers.  The  average  increase  in 
metabolic  rate  was  8.9%,  with  males  (N=18)  aver- 
aging a 7.7%  increase  and  females  (N  = 21)  averaging 
a 9.9%  increase.  Dill  et  al.5  have  similarly  reported 
an  average  10%  increase  in  metabolic  rate  following 
smoking  in  eight  smokers.  Comparable  decrease  in 
metabolic  rates  following  smoking  cessation  have  also 
been  reported. 

Thus  the  evidence  supporting  changes  in  metabolic 
rate  with  smoking  suggests  that  smokers  displayed  in- 
creases in  metabolic  rates  with  smoking  and  reductions 
to  normal  levels  following  cessation.  These  findings 
are  especially  interesting  since  they  may  explain  in 
part  why  smokers  weigh  less  on  the  average  than  non- 
smokers  and  why  the  majority  of  smokers  gain  weight 
following  cessation.  They  also  provide  some  insight 
into  Lincoln’s  paradoxical  finding  which  suggests  that 
smokers  weigh  less  than  non-smokers  despite  actually 
eating  more  than  non-smokers. 

Overall  these  data  indicate  that  changes  in  both  eat- 
ing habits  and  metabolic  processes  are  the  most  likely 
mechanisms  underlying  cessation  related  weight  gain. 
Futhermore,  these  findings  suggest  that  dietary  inter- 
vention and  elevating  metabolism  through  nicotine  re- 
placement and  exercise  should  be  useful  means  for 
detering  weight  gain.  Unfortunately  very  little  research 
has  been  conducted  to  evaluate  their  effectiveness. 
Hickey  and  Mulcahy6  have  observed  in  an  uncontrol 
study  that  dietary  intervention  did  deter  cessation  weight 
gain  in  65  myocardial  infarction  patients.  In  addition, 
there  is  some  evidence  to  suggest  that  weight  gain  is 
slowed  or  detered  in  patients  who  use  nicotine  gum. 
The  verdict  on  the  efficacy  of  these  procedures  for 
managing  unwanted  weight  gain,  however,  must  await 
future  controlled  studies. 
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STATE-OF-THE-ART 
DIAGNOSTIC  IMAGING. 


MRI,  exceptional  imaging  for  the  most 
demanding  applications. 

In  a recent  case  demonstrating  an  expanding  cord  lesion,  a twenty- 
eight  year-old  female  presented  with  numbness  in  her  left  index 
finger  and  thumb.  A myelogram  and  CT  demonstrated  enlarged 
cord  and  raised  the  question  of  a tumor  versus  syrinx.  A sagittal 
MR  exam  of  the  cervical  cord  clearly  demonstrated  syringomyelia. 
See  photo  at  right. 

Highlands  Diagnostic  Center  offers  you  the 
finest  technical  and  professional  support. 

Only  Highlands  Diagnostic  Center  combines  state-of-the-art 
diagnostic  imaging  equipment  with  a superb  outpatient  facility  and 
the  highest  caliber  professional  consulting  staff.  As  a result,  you  can 
rely  on  Highlands  Diagnostic  Center  not  only  for  the  leading  tech- 
nology but  for  prompt,  expert  assistance  in  your  selection  of  the 
optimal  patient  studies — so  important  in  today's  cost-conscious 
medical  environment. 

To  further  assist  your  formulation  of  accurate,  efficient  diagnoses. 
Highlands  Diagnostic  Center's  staff  follows  through  with  the  ultimate 
in  service.  We  guarantee  that  every  exam  can  be  scheduled  within 
24  hours  from  the  time  it's  ordered,  with  results  returned  to  you  the 
same  day  the  exam  is  conducted.  Yet  no  one  feels  rushed  through 
our  pleasant  facilities.  Every  patient  is  handled  with  care. 

Services  available  at  Highlands  Diagnostic  Center  include  magnetic 
resonance  imaging,  CT  scanning,  computer-aided  nuclear  medicine, 
ultrasound,  mammography,  radiography,  and  fluoroscopy.  State-of- 
the-art  equipment  available  includes  the  GE  9800,  Acuson,  and 
Siemann's  Mammomat-B. 

Highlands  Diagnostic  Center's  experienced  staff  stands  ready  to 
serve  your  diagnostic  needs  now  with  this  superior  technology  and 
the  finest  professional  service.  At  Highlands  Diagnostic  Center,  our 
onlyjob  is  to  help  you  maximize  your  diagnostic  efficiency — so  you 
can  serve  your  patients  with  excellence,  within  today's  cost 
parameters. 

To  inquire  about  any  exam  or  service,  call  Highlands  Diagnostic 
Center.  Hiqhlands  Diagnostic  Center,  your  state-of-the-art  diagnostic 
resource. 


Sagittal  MR  clearly  demonstrates  syrinx  of  cervical  cord 
from  C2-T  1(1).  Syrinx  not  seen  continuously  on  this 
scan  because  of  marked  cervical  scoliosis.  Note  findings 
of  Arnold-Chiari  I as  tonsils  protrude just  below  level  of 
foramen  magnum  (2). 


THE  GE  SIGNA  utilizes  the  latest  in  Magnetic  Resonance 
Imaging  Technology  operating  at  1 .5  Tesla. 


CT  Scanning/Magnetic  Resonance  Imaging/Mammography/Nuclear  Medicine/Radiography/Fluoroscopy/Ultrasound 


Highlands 

Diagnostic 

Center 


2173  Highland  Avenue 
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on  your 
money 

What  a shock  it  is  to  learn  that  one’s  trust  has  been  misplaced.  Or 
one’s  patience  abused.  But  it  happens. 

There  are  people  who  finance  good  times  with  interest-free  loans. 
Loans  in  the  form  of  slowing  payments  to  creditors  whose  trust  and 
patience  is  mistaken  for  weakness. 

Leam  how  I.C.  System  can  help 
keep  your  money  coming  in  on 
time.  Fill  out  this  card  and  mail  it 
in  to  find  out  how 
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September  5-6,  1 986 

Auditorium 
Hospital  Corporation  of  America 
Corporate  Offices 
One  Park  Plaza 
Nashville,  Tennessee 


This  course  is  designed  to  provide 
physicians  in  the  primary  care  fields  with  an 
overview  of  the  latest  developments  in  clinical 
cardiology  practice.  An  inclusive  range  of 
topics  will  be  presented  by  a nationally 
known  faculty  of  innovative  leaders  in 
cardiovascular  medicine. 

For  more  information  contact  Ann  Booten, 
Park  View  Medical  Center,  at  (800)  251-8200. 
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(A)  SYNOPSIS  OF  SURGICAL  CARE  OF  GERIATRIC  PA- 
TIENTS, (Nagendran),  Vol.  55,  No.  3,  p.  14. 

T. 

TAX  REFORM,  (Blackburn),  Vol.  55,  No.  6,  p.  31. 

TETRACYCLINE  INTRODUCED  ESOPHAGITIS,  (Bell),  Vol. 
55,  No.  9,  p.  47. 

THANKS  FOR  THE  MEMORIES  (Michaelson),  Vol.  55.  No. 

10,  p.  8. 

THAT  ELUSIVE  DENOMINATOR.  (Michaelson),  Vol.  55,  No. 
9,  p.  8. 

TRANSFUSION  THERAPY  IN  SICKLE  CELL  DISEASE,  (Dan- 
iel), Vol.  55,  No.  12,  p.  18. 

(THE)  TRAUMA  SCORE:  A SELF-ASSESSMENT  GUIDE, 
(Hawkins),  Vol.  55,  No.  12,  p.  43. 

TODAY’S  ALABAMA  MEDICAL  STUDENT,  (Gauthier),  Vol. 
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TRENDS  OF  MATERNAL-FETAL  REFERRALS  TO  UAB, 
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(AN)  UNUSUAL  CAUSE  OF  NECK  SWELLING  IN  AN  EL- 
DERLY FEMALE,  (Davidson),  Vol.  55,  No.  6,  p.  17. 

URGENT  ACTION  REQUESTED,  (Yohn),  Vol.  55,  No.  12,  p. 

8. 

(THE)  USE  AND  FIXATION  OF  SILASTIC  DRAINS,  (Mc- 
Ginnis), Vol.  55,  No.  10,  p.  42. 

V. 

VIEWS  ON  PARANOIA,  (Smith),  Vol.  55,  No.  11,  p.  44. 

W. 

WE  ARE  UNIQUE,  (DiNella),  Vol.  55,  No.  11,  p.  56 
WHAT  IT  WILL  TAKE,  (Conner),  Voll.  55,  No.  2,  p.  4. 

WHY  US?  (Conner),  Vol.  55,  No.  9,  p.  4. 

Y. 

(A)  YEAR  OF  ACTIVITY,  A YEAR  OF  PROGRESS,  (Stamler), 
Vol.  55,  No.  10,  p.  50. 


AFFORDABLE  TERM  LIFE  INSURANCE  — 
FROM  COOK  & ASSOCIATES 

Compare  these  low  non-smoker  annual  rates  for  non-decreasing  graded 
premium  life: 


MALE  AGES 

$250,000 

$500,000 

$1,000,000 

25 

250.00 

455.00 

670.00 

30 

252.50 

460.00 

677.50 

35 

255.00 

465.00 

685.00 

40 

330.00 

595.00 

880.00 

45 

412.50 

760.00 

1,127.50 

50 

542.50 

1,015.00 

1,510.00 

55 

810.00 

1,520.00 

2,267.50 

60 

1,355.00 

2,535.00 

3,790.00 

65 

2,372.50 

4,385.00 

6,565.00 

(smoker’s  rates  slightly  higher) 


Renewable  to  age  100.  Female  rates  same  as  males  four  years  younger.  All  coverage 
provided  by  companies  rated  "A  Excellent”  by  A M.  Best  Co. 

For  a written  quotation  and  policy  description  send  your  date  of  birth  and  amount 
of  coverage  desired  to: 

COOK  & ASSOCIATES 

2970  Cottage  Hill  Road  • Suite  201  • Mobile,  Al  36606  • (205)  476-1737 
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CATALOG  OF  CME  TAPES  AVAILABLE  FOR  FREE  CHECKOUT 


Listed  below  is  a catalog  of  videocassette  tapes  available  for  free  checkout  from  the  MASA  Education  De- 
partment. These  tapes,  produced  by  the  Network  for  Continuing  Medical  Education  (NCME),  deal  with  a variety 
of  medical  topics  of  interest  to  Alabama  physicians.  They  make  interesting  programs  for  medical  societies, 
inservice  gatherings,  or  just  continuing  education  for  the  individual  physician.  Each  program  qualifies  for  CME 
credit.  Some  are  approved  for  Category  1 credit  (indicated  with  an  asterisk );  all  others  qualify  for  Category  2 
credit.  Study  material  will  accompany  each  tape.  Videotapes  are  available  in  the  V2”  VHS  format  and  the  3/t” 
size.  To  request,  call  the  MASA  Education  Department  toll  free  1-800-392-5668  or  263-6441  and  let  us  know 
the  number  or  description  of  the  tape  desired.  Videotapes  are  available  normally  for  a two  week  period  but 
extensions  can  be  granted,  if  needed,  for  further  viewing. 


Released  in  1986 

*482  When  the  Lungs  Sound  Sick 

*481  Cancer  Screening:  The  Most  Effective  Cure 

*480  Asymptomatic  Hypertension:  Short-  and  Long-term  Strategies 
479  Snake  & Spider  Bites:  Aggressive  Management  of  Venom  Injuries. 
Pediatric  Orthopedics:  Managing  Patients  Under  Three  Years  of 
Age.  Balloon  Angioplasty:  An  Update  on  a Revolutionary  Proce- 
dure. 

*478  AGES:  A Multidisciplinary  Approach  to  the  Ambulatory  Older 
Patient 

477  AIDS  in  the  Hospital:  the  Fears  and  the  Facts.  Prevention  of  Stroke: 
Treating  Vertebrobasilar  Insufficiency. 

*476  Adolescent  Health:  A Primary  Care  Responsibility 
475  Recent  Advances  in  Psoriasis  Therapy.  Managing  Pet-Related  Dis- 
ease. Other  Uses  for  Antidepressants. 

*474  Common  Psychiatric  Disorders  in  Children  and  Adolescents 
473  Prostate  Neoplasm:  Early  Diagnosis  and  Treatment  Options.  Irri- 
table Bowel  Syndrome:  Diagnosis  and  Clinical  Management.  Anx- 
iolytics and  Hypnotics:  Questions  and  Options. 

*472  Clinical  Advances  in  the  Care  of  Young  Infants 
471  Treating  Influenza.  The  Incurably  111  Patient.  Low-Level  Excercise 
Testing. 

*470  Prevention  of  Stroke:  Look  at  the  Risk  Factors 
469  Lessons  from  the  Mexican  Earthquake:  Medical  Responses  in  Dis- 
aster Relief.  Update  on  Anaphylaxis.  CT  Scan  of  the  Abdomen: 
Blunt  Trauma  and  Neoplasms 

Released  in  1985 

468  Magnetic  Resonance:  Imaging  for  the  80’s.  Teen  Suicide:  Rec- 
ognition and  Response.  CT  Scan  of  the  Abdomen:  Common  Ab- 
normalities. 

*467  Low  Back  Pain:  Solving  the  Clinical  Challenge 
466  Hodgkin’s  Disease:  Challenges  of  Survival.  Vertigo:  Etiology  and 
Diagnosis.  Nonsteroidal  Anti-infammatory  Drugs:  Similarities  and 
Differences. 

*465  Consultations  in  Geriatric  Dermatology 

464  Adolescent  Scoliosis:  Early  Diagnosis  Is  the  Key.  Exercise  Pre- 
scription for  the  Coronary  Patient.  Glaucoma:  Clinical  Pearls  and 
New  Developments. 


*463  Beta  and  Calcium  Channel  Blockers:  A New  Era  in  Cardiovascular 
Therapy 

462  The  Burdened  Shoulder:  Diagnosing  Joint  Pain.  Pitfalls  and  Point- 
ers in  the  Management  of  Chronic  Headache.  The  Pre-Sport  Eval- 
uation. 

*461  Geriatrics:  Aging  Norms  and  Three  Problems 

460  The  Drug  Overdose  Emergency.  Treatment  of  Hemorrhoids  with 
Laser.  Mitral  Valve  Prolapse:  A Second  Look  at  the  Primary  Dis- 
order. 

*459  Medical  Malpractice:  Changing  the  Odds 

NCME  SPECIAL  — National  Antibiotic  Therapy  Update  III 

*458  Acquired  Immune  Deficiency  Syndrome:  An  Updated  Review. 

*457  Drug  Abuse  in  Adolescents 

*456  Physical  and  Sexual  Abuse  of  Children:  The  Physician’s  Role  in 
Recognition  and  Intervention. 

455  Radiographs  in  the  Diagnosis  of  Sinusitis.  Cervical  Degenerative 
Arthritis:  A Practical  Approach  to  Treatment.  The  Workup  for 
Allergic  Rhinitis  in  Adults  and  Children. 

*454  Withholding  and  Withdrawing  Life  Support. 

*453  Hypertension  in  the  Elderly.  Failure  to  Thrive  (Infant  or  Adoles- 
cent). 

*452  The  ABCs  of  DRGs:  Practical  Implications  of  Prospective  Payment. 
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Be  a Physician 
and  a family  man 

There's  time  for  both. 


Find  yourself... 
and  your  family 
in  the  Air  Force! 


Time  to  relax  with  your 
family— and  still  enjoy  the 
professional  advantages  of 
modern  facilities  and  a highly 
trained  technical  staff.  You’ll  have 
the  standing  of  an  officer  AND  a 
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too.  Air  Force  medicine  ranges  from 
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Force  Base  of  your  choice. 
One  month  vacation  with  pay. ..and 
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PSYCHIATRIST.  Immediate  opening  for  board  certified  or  eli- 
gible psychiatrist  at  a JCAH  accredited  130  bed  acute  care  facility 
located  in  the  beautiful  Tennessee  Valley;  mild  climate;  prosperous 
community  with  diversified  industry;  low  taxes;  outstanding  school 
system  with  five  colleges  within  a thirty  mile  radius;  excellent 
recreational  facilities;  base  salary  $62,712  annually  (higher  salary 
negotiable  commensurate  with  qualifications  and  experience);  tax- 
sheltered  retirement  plan;  hospital  insurance  coverage;  13  days 
annual  leave,  13  days  sick  leave  and  13  paid  holidays  per  year. 
North  Alabama  Regional  Hospital,  P.O.  Box  2221,  Decatur,  AL 
35602,  (205)  353-9433.  EOE/AAE 


Classified  advertising  is  $15.00  for  30  words  or  less,  plus 
20  cents  for  each  additional  word,  payable  in  advance.  Clas- 
sified displays  are  $20.00  per  column  inch.  Ad  box  number 
can  be  substituted  for  formal  addresses  upon  request  at  a cost 
of  $2.  Copy  deadline  is  6 weeks  preceding  date  of  publica- 
tion. Send  copy  to:  Advertising  Manager,  ALABAMA 
MEDICINE,  P.O.  Box  1900-C,  Montgomery,  Alabama 
36197-4201. 


PRIMARY  CARE  PHYSICIANS  desperately  needed  to  locate  in 
West  Central  Alabama  rural  communities,  one  hour  from  Birming- 
ham. Faculty  appointment  with  Family  Practice  Center  at  Universi- 
ty of  Alabama  if  qualified.  Join  established  practice  or  work  indi- 
vidually. Salary  of  $50,000  to  $65,000  guaranteed  until  practice  is 
self-sufficient.  Generous  fringe  benefits  include  life,  disability, 
health,  retirement,  and  malpractice  insurance,  two  weeks  con- 
tinuing education,  and  three  weeks  annual  leave.  All  equipment, 
including  X-ray  and  lab,  furniture,  and  supplies  provided.  Manage- 
ment services  including  personnel,  payroll,  tax  reports,  and  billing 
provided.  If  invited  to  visit,  all  expenses  will  be  paid.  All  moving 
expenses  covered.  Write  Health  Development  Corporation,  P.O. 
Box  1486,  Tuscaloosa,  Alabama  35403,  or  telephone  Frank 
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834-2745  or  (H)  205/277-1249 
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Emergency  or  Family  Practice  Physician.  Wish  to  complete  an 
established  group  practicing  at  Decatur  General  Hospital,  Decatur, 
Alabama,  a 270-bed  regional  hospital  with  approximately  35,000 
Emergency  Department  visits  per  year.  Excellent  compensation, 
flexible  scheduling,  with  fringe  benefits,  including  malpractice 
insurance,  available.  Reply  to  Emergency  Medical  Doctors,  P.O. 
Box  2847,  Tuscaloosa,  AL  35401. 


ANESTHESIOLOGIST,  American  graduate  — Board  eligible, 
university  trained.  One  year  clinical  experience.  Proficient  in  all 
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tunity in  Alabama.  All  offers  considered.  Will  provide  CV  and 
extensive  list  of  quality  references  at  your  request.  Send  inquiries 
to  Box  B,  do  Alabama  Medicine,  P.O.  Box  1900-C,  Montgomery, 
AL  36197. 
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Cullman,  AL  35055  for  list. 


INDEPENDENT  EMERGENCY  PHYSICIAN  GROUP  seeking 
well-qualified  physicians  for  busy  (50,000  visits/year)  emergency 
room.  BC/BE  in  primary  care  specialty  or  2 yrs  experience.  ACLS/ 
ATLS  preferred.  Competitive  compensation.  Reply  PO  Box  861, 
Huntsville,  AL  35804. 


MONTGOMERY  — General  medical  practice  available  following 
retirement.  Edward  P.  Young,  Jr.,  M.D.,  1366  Woodward  Ave- 
nue, Montgomery,  AL,  205/834-4948. 
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AUXILIARY 


Mrs.  Ronald  R.  DiNella 
A-MASA  President 


Stress  — as  Related 
to  the  Medical  Family 


Several  months  ago  I attended  a workshop  on  stress 
which  was  presented  by  Charter  Retreat  Hospital 
of  Decatur,  Alabama.  It  was  pointed  out  that  everyone, 
without  exception,  lives  under  some  degree  of  stress 
virtually  everyday  of  his  life. 

There  are  many  different  kinds  of  stress  and  many 
degrees  of  stress.  Not  all  stress  is  brought  on  by  un- 
happy occasions.  Surprisingly,  stress  may  also  be  pres- 
ent during  happy  times,  such  as  weddings,  job  pro- 
motions, vacations,  building  new  homes,  the  birth  of 
a child,  etc.  Unfortunately  there  are  many  unhappy 
stressful  situations  that  cannot  be  changed  — for  ex- 
ample, the  death  of  a loved  one,  serious  injury,  divorce 
and  the  like. 

However,  many  things  that  cause  stress  (both  happy 
and  unhappy)  can,  with  some  prior  thought  and  plan- 


ning on  our  part,  be  avoided.  For  instance,  don’t  plan 
a long  auto  trip  with  all  the  children,  the  family  cat 
and  dog,  in  order  to  have  a vacation.  Plan  your  va- 
cation close  to  home  where  you  can  relax  and  enter 
the  office  feeling  refreshed  when  you  return.  If  you 
are  getting  married,  don’t  plan  to  change  jobs  and 
move  to  a new  location  at  the  same  time. 

All  of  the  above  mentioned  stress  related  problems 
are  general  and  can  apply  to  everyone,  medical  and 
non-medical  alike.  We  know  though  that  — “We  are 
unique”  — and  so  are  many  of  our  stressful  situations. 

Many  of  us  married  during  medical  school  or  res- 
idency program;  a time  when  our  physician  spouses 
were  pressured  to  achieve  excellence  both  in  grades 
and  performance.  During  residency,  physicians  are  put 
into  very  stressful  positions,  often  under  fanatical  lead- 


48  / Alabama  Medicine,  The  Journal  of  MASA 


ership,  deprived  of  adequate  sleep  and  called  upon  to 
make  critical  medical  decisions.  This  is  definitely  not 
the  time  for  a spouse  to  make  more  demands  on  the 
physician  when  he  returns  home  and  collapses  from 
exhaustion.  Most  of  us  who  survived  the  early  years 
of  our  spouses’  medical  training,  realized  early  on  that 
MEDICINE  came  FIRST  and  everything  else  was  sec- 
ondary. 

All  activities  were  planned  around  the  physician’s 
hours  and  medical  obligations;  this  inculded  parties, 
vacations,  children’s  activities,  family  outings  and  even 
meals.  (When  our  son  was  ten  years  old,  he  was  sur- 
prised when  he  found  that  all  families  didn’t  have 
dinner  at  9:00  p.m.!)  The  challenge  here  is  that  we, 
as  physician’s  spouses,  not  take  any  of  this  “neglect” 
personally  because  it  certainly  isn’t  meant  personally. 
We  must  be  understanding,  independent  and  capable 
of  adjusting  plans  at  a moment’s  notice  without  be- 
coming upset.  We  must  not  loose  sight  of  what  is 
important  and  what  is  not. 

At  the  present  time,  one  of  the  main  sources  of  stress 
unique  to  the  medical  family  is  the  prevalence  of 
professional  liability  litigation.  Most  physicians  con- 
sider a claim  such  as  this,  a personal  attack.  They  can’t 
believe  it,  and  are  disturbed  and  angry  about  a suit 
being  filed.  They  are  frustrated  at  the  slow  workings 
of  the  legal  system.  Physicians  are  accustomed  to  being 
in  charge.  Yet  this  situation  is  completely  out  of  their 
hands  and  into  the  hands  of  a legal  system  they  don’t 
understand.  They  have  fears  about  the  loss  of  public 
and  personal  image  when  often  they  realize  that  they 
handled  the  situation  to  the  best  of  their  clinical  judge- 
ment. (Which  is  what  their  medical  education  trained 
them  to  do). 

They  also  fear  loss  of  prestige  in  the  medical  com- 
munity, as  well  as  financial  devastation.  Keep  in  mind 
that  your  spouse  is  your  best  friend  and  confidant  and 
I encourage  you  to  communicate  with  each  other.  For- 
tunately, the  Auxiliary  to  the  Medical  Association  of 
Alabama  has  recently  formed  a support  group  for  the 
families  of  physicians  coping  with  the  pressures  and 
disruptions  associated  with  litigation  for  alleged  med- 
ical malpractice.  The  response  to  this  unique  group 
has  been  gratifying,  and  I urge  you  to  call  Marlynn 
Rhyne  (Mrs.  Robert)  at  974-0601  or  974-1193  for 
information  concerning  this  support  group. 

In  conclusion,  I feel  compelled  to  emphasize  that 
stress  is  often  defined  as  loss  of  control.  Many  people 
in  stressful  situations  attempt  to  acquire  control  through 
artificial  means  which  accounts  for  the  popularity  of 
nicotine,  alcohol,  caffeine  and  other  hard  drugs.  All 
of  these  substances  give  one  the  illusion  of  being  in 
control  of  the  stress,  but  in  reality  they  only  present 
other  problems  in  addition  to  stress.  Here  again,  the 
medical  profession  is  unique  because  physicians  are 
in  a position  to  acquire  hard  drugs  with  relative  ease. 
Chemicals  are  temporary  escapes,  but  in  the  long  run 


they  are  only  crutches  that  cripple  and  destroy.  REAL 
control  of  stress  takes  effort,  not  escape. 

The  ultimate  defense  against  stress,  as  stated  by 
Robert  S.  Eliot,  M.D.,  of  the  Stress  Laboratory  of  St. 
Luke’s  Hospital,  Phoenix,  Arizona,  is  as  follows: 

Rule  No.  1:  “Don’t  sweat  the  small  stuff.” 

Rule  No.  2:  “It’s  all  small  stuff!” 

Slow  down,  learn  to  go  with  the  flow,  and  please 
stop  to  smell  the  roses! 


THIS 

YEAR 

PUT 

ANENDTO 

YOUR 

DEADLY 

HABIT. 


Great  American 


. Smokeout 
iiPTNov.20 
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How  Vulnerable  Are  You 

to  Stress? 


The  following  questionaire,  ceveloped  by  psychol- 
ogists Lyle  H.  Miller  and  Alma  Dell  Smith  of 
Boston  University  Medical  Center,  is  designed  to  help 
you  discover  how  vulnerable  you  are  to  stress,  and  to 
pinpoint  trouble  spots.  Score  each  item  from  1 (almost 
always)  to  5 (never),  according  to  how  much  of  the 
time  each  statement  applies  to  you. 

1.  I eat  at  least  one  hot,  balanced  meal  a day. 

2.  I get  seven  to  eight  hours  sleep  at  least  4 

nights  a week. 

3.  I give  and  receive  affection  regularly. 

4.  I have  at  least  one  relative  within  50  miles 

on  whom  I can  rely. 

5.  I exercise  to  the  point  of  perspiration  at  least 

twice  a week. 

6.  I smoke  less  than  half  a pack  of  cigarettes 

a day. 

7.  I take  fewer  than  five  alcoholic  drinks  a 

week. 

8.  Iam  the  appropriate  weight  for  my  height. 

9.  I have  an  income  adequate  to  meet  basic 

expenses. 

10.  I get  strength  from  my  religious  beliefs. 

11.  I regularly  attend  club  or  social  activities. 

12.  I have  a network  of  friends  and  acquaint- 
ances. 


13.  I have  one  or  more  friends  to  confide  in 
about  personal  matters. 

14.  I have  regular  conversations  with  the  people 
I live  with  about  domestic  problems,  e.g., 
chores,  money  and  daily  living  issues. 

17.  I do  something  for  fun  at  least  once  a week. 

18.  Iam  able  to  organize  my  time  effectively. 

19.  I drink  fewer  than  three  cups  of  coffee  (or 
tea  or  cola  drinks)  a day. 

20.  I take  quiet  time  for  myself  during  the  day. 

TOTAL 


To  get  your  score,  add  up  the  figures  and  subtract 
20.  A score  below  10  indicates  excellent  resistance  to 
stress.  A score  over  30  indicates  some  vulnerability  to 
stress,  you  are  seriously  vulnerable  if  your  score  is 
over  50. 

You  can  make  yourself  less  vulnerable  by  reviewing 
the  items  on  which  you  scored  3 or  higher  and  trying 
to  modify  them.  Notice  that  nearly  all  of  them  describe 
situations  and  behaviors  over  which  you  have  a great 
deal  of  control.  Concentrate  first  on  those  that  are 
easiest  to  change  — for  example,  eating  a hot,  bal- 
anced meal  daily  and  having  fun  at  least  once  a week 
— before  tackling  those  that  seem  more  difficult.  0 
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EXCERPTS  FROM  A SYMPOSIUM 
"THE  TREATMENT  OF  SLEEP  DISORDERS"8 


. . highly  effective 
for  both  sleep  induction  and 
sleep  maintenance  ft 

Sleep  Laboratory  Investigator 
Pennsylvania 


. . onset  of  action  is 
rapid. . . provides  sleep  with 
no  rebound  effect  to  agitate  the 
patient  the  following  day  £ 0 


Psychiatrist 

Calitornia 


••  . . appears  to  have 
the  best  safety  record  of  any 
of  the  benzodiazepines  ft 


Psychiatrist 

California 


After  15  years,  the  experts  still  concur  about  the 
continuing  value  of  Dalmane  (flurazepam  HCI/ 
Roche).  It  provides  sleep  that  satisfies  patients. . . 
and  the  wide  margin  of  safety  that  satisfies  you. 

The  recommended  dose  in  elderly  or  debilitated 
patients  is  15  mg.  Contraindicated  in  pregnancy. 


DALMANE 


brand  of 
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Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Effective  in  all  types  of  insomnia  characterized 
by  difficulty  in  falling  asleep,  frequent  nocturnal  awakenings 
and/or  early  morning  awakening,  in  patients  with  recurring 
insomnia  or  poor  sleeping  habits,  in  acute  or  chronic  medical 
situations  requiring  restful  sleep  Objective  sleep  laboratory 
data  have  shown  effectiveness  for  at  least  28  consecutive 
nights  of  administration  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is  generally  not 
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be  undertaken  with  appropriate  patient  evaluation 
Contraindications:  Known  hypersensitivity  to  flurazepam  HCI. 
pregnancy  Benzodiazepines  may  cause  fetal  damage  when 
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pains  and  GU  complaints  There  have  also  been  rare  occur- 
rences of  leukopenia,  granulocytopenia,  sweating,  flushes, 
difficulty  in  focusing,  blurred  vision,  burning  eyes,  faintness, 
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depression,  slurred  speech,  contusion,  restlessness,  halluci- 
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Elderly  or  debilitated  patients  15  mg  recommended  initially 
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Your  office  staff  may  be  working  against 
you  in  avoiding  a malpractice  lawsuit. 

Patients  often  get  an  impression  of  you  as 
a physician  by  the  way  they  are  treated  in 
your  office  — even  before  they  see  you.  Yet 
office  staff  generally  get  little  guidance  in 
this  important  area. 

To  help  the  members  of  your  office  staff, 
Mutual  Assurance  offers  a comprehensive 
loss  prevention  program  for  them. 

Using  audio  tapes  and  detailed  workbooks, 
the  program  delivers  custom  instruction  to 
your  receptionist,  your  office  manager,  your 


billing  clerk  and  your  nurses.  And  unlike  cost- 
ly seminars,  the  program  can  be  reused  time 
and  time  again  for  refresher  courses  and  for 
new  employees. 

The  program  includes  written  examinations 
for  each  member  of  your  staff.  The  examina- 
tion is  graded  by  an  educational  testing  ser- 
vice and  returned  for  your  review  and 
follow-up. 

The  cost  — $85.  To  order  your  set  of  five 
tapes  and  workbooks,  call  1-800-272-6401 
(Toll  Free)  or  933-7280  in  Birmingham. 


.Mutual 

Assurance 
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Finally,  A Phone 
For  The  Economy  Car. 


With  our  new  low-priced  monthly  car  phone 
package  (including  calling  time  every  month), 
almost  anyone  can  afford  to  put  a phone  in 
the  car.  That's  why  we’ve  put  more  phones 
in  more  cars  than  anyone  in  the  Southeast. 

Our  car  phone  is  just  as  easy  to  use  as 
the  phone  in  your  home.  In  fact,  it’s  really 


like  having  another  extension-only  this  one 
goes  55  miles  per  hour.  So  call  BellSouth 
Mobility  for  full  details  today  at  1-800-351-3355. 
Because  all  the  way  from  Kentucky  to  South 
Florida,  we  really  are 
1 the  phone  company 
for  your  car. 
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Information  for  Authors 
Concerning  Manuscripts 


Manuscripts  should  be  typewritten,  double  spaced 
on  white  paper  8‘/2xl  1 inches  with  adequate  margins. 
Two  copies  should  be  submitted.  Authority  for  approv- 
al of  all  contributions  rests  with  the  Editor.  'Alabama 
Medicine  reserves  the  right  to  edit  any  material  submit- 
ted. The  publishers  accept  no  responsibility  for  opin- 
ions expressed  by  contributors. 

Style:  The  first  page  should  list  title  (please  be  brief), 
the  author  (or  authors) , degrees , and  any  institutional  or 
other  credits.  Bibliographies  must  contain,  in  the  order 
given:  Name  of  author,  title  of  article,  name  of 
periodicals  with  volume,  page,  month  — day  of  month 
if  weekly  — and  year.  Number  should  be  limited  to 
absolute  minimum.  References  should  be  numbered 
consecutively  in  order  in  which  they  appear  in  the  text. 

The  Sty lebook/ Editorial  Manual,  published  by  the 
AMA,  is  the  general  reference  for  questions  of  style.  It 
is  particularly  useful  in  the  proper  presentation  of  data. 
When  conflicts  occur  between  usage,  etc. , by  an  author 
and  the  stylebook,  these  will  be  resolved  in  favor  of  the 
author  if  his  method  is  persuasive  and  logical. 

Helpful  to  many  writers  is  The  Elements  of  Style  by 
William  Strunk,  Jr.,  and  E.  B.  White,  which  empha- 
sizes brevity,  vigor  and  clarity. 


Final  authority  on  grammar  is  Webster’s  New  Inter- 
national, Unabridged,  Second  Edition. 

Length  of  Articles:  Articles  should  not  exceed 
3,000  words  (approximately  3-4  printed  pages).  Under 
exceptional  circumstances  only  will  articles  of  more 
than  4,000  words  be  published. 

Illustrations:  Illustrations  should  be  numbered  con- 
secutively and  indicated  in  the  text.  The  number,  in- 
dication of  the  top,  and  the  author’s  name  should  be 
attached  to  the  back  of  each  illustration.  Legend  should 
be  typed,  numbered,  and  attached  to  each  illustration. 
Photographs  should  be  clear  and  distinct;  drawings 
should  be  made  in  black  ink  on  white  paper.  For  photo- 
graphs, glossy  prints  are  preferred. 

Reprints:  Reprint  orders  should  be  returned  at  once. 
Prices  for  reprints,  based  on  number  of  pages,  will  be 
furnished  upon  request  by  MASA  Services.  Com- 
munications should  be  addressed  to  Alabama  Medi- 
cine, The  Medical  Association  of  the  State  of  Alabama. 
P.  O.  Box  1900-C,  Montgomery.  Alabama  36197. 
Telephone  (205)  263-6441.  or  (toll-free  in  Alabama) 
1-800-392-5668. 


Why  did  we  buy  a 
computer? 


A well  managed  office 
doesn't  always  mean  you 
can  change  to  a computer 
system  with  no  trouble. 
When  ours  arrived  our  of- 
fice resembled  a Chinese 
fire  drill. 

We  were  not  aware  that  so 
many  things  could  go 
wrong  at  the  same  time.  We 
got  weeks  behind  on  our 
billing.  Words  like  head 
crash,  program  bug,  down 
time  are  now  a part  of  our 
vocabulary. 


Our  cash  flow  increased 
all  right . . . right  out  the 
door  to  the  computer  com- 
pany. When  we  added  up 
the  cost  of  the  system  and 
the  extra  employee  it  took 
to  run  it,  we  didn't  have  any 
cash  left  to  flow! 

We  should  have  let  the 
folks  at  A.S.I.  do  our  bill- 
ing. . . . They  do  it  all,  from 
statements  to  insurance, 
and  we  don't  invest  in  a 
thing. 

Call  them!  Get  a second 
opinion. 
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The  Still  Point  in  the 
Turning  World 


It  is  not  change  per  se  that  most  physicians  find  so 
bewildering  about  this  ninth  decade  of  the  20th  Cen- 
tury. 

It  is  the  accelerating  pace  of  change.  Problems 
change  shape  even  as  you  ponder  how  to  handle  them. 
Nothing  stays  put  long  enough  to  get  a good  fix  on  it 
in  time  and  space.  It  is  like  trying  to  hit  a bullet  with 
a bullet. 

If  you  feel  that  way,  you  are  not  alone.  In  a book 
to  be  published  next  month  by  Houghton  Mifflin,  his- 
torian Arthur  M.  Schlesinger,  Jr.,  writes: 

“The  shift  to  a rapidly  changing  society  has  not 
affected  the  surfaces  of  daily  living.  . . . But  the  shift 
has  profoundly  altered  inner  perceptions  and  expec- 
tations. It  has  placed  traditional  roles  and  institutions 
under  severe  and  incomprehensible  strains.  It  has  cast 
off  reference  points  and  rituals  that  had  stabilized  and 


sanctified  life  for  generations.  It  has  left  the  experience 
of  elders  useless  to  the  tribulations  of  the  young.  Chil- 
dren, knowing  how  different  their  lives  will  be,  no 
longer  look  to  parents  as  models  and  authorities;  rather, 
parents  now  learn  from  their  children.  ...” 

Mr.  Schlesinger  graphically  illustrates  how  most  of 
the  change  visited  on  man  has  occurred  very  recently. 
He  writes: 

“Humans  have  lived  on  earth  for  possibly  800  life- 
times, most  of  which  they  have  spent  in  caves.  Mov- 
able type  appeared  only  eight  lifetimes  ago  [in  the  late 
15th  century],  industrialization  in  the  last  three  life- 
times. . . . 

“ The  last  two  lifetimes  have  seen  more  scientific 
and  technological  achievement  than  the  first  798  put 
together.  [Emphasis  supplied.] 

“The  pace  of  change  grows  ever  faster.  A boy  who 
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saw  the  Wright  brothers  fly  for  a few  seconds  at  Kitty 
Hawk  in  1903  could  have  watched  Apollo  1 1 land  on 
the  moon  in  1969.  . . . The  first  electronic  computer 
was  built  in  1946;  today  the  world  rushes  from  the 
mechanical  into  the  electronic  age.  The  double  helix 
was  first  unveiled  in  1953;  today,  biotechnology  threat- 
ens to  remake  mankind.  ...” 

Think  of  your  own  practice  and  the  changes  it  faces. 
Most  of  these  came  into  being  in  the  last  few  years; 
many  in  the  last  year  or  so.  Singly,  or  in  small  com- 
binations, you  would  have  no  problem  coping.  But 
the  sheer  weight  of  the  Niagara  of  scientific  and  so- 
cioeconomic change  is  such  that  not  even  the  most 
attentive  physician  can  stay  afloat  long. 

It  is  the  function  of  the  staff  of  MASA  to  attempt 
to  define  the  new  issues  for  you  in  discrete  and  sim- 
plified blocks,  thus  to  afford  you  a fairer  chance  to 
make  rational  judgments  and  plot  your  trajectories. 
That  is  not  always  simple. 

“Exponential  growth.”  “quantum  jumps,”  “geo- 
metric progression”  — all  these  are  abstract  labels  for 
the  truly  fantastic  rates  of  accelerating  change  in  the 
physician's  life  and  practice.  I think  there  are  some 
words  of  wisdom  and  perhaps  comfort  for  physicians 
in  another  section  of  Mr.  Schlesinger's  forthcoming 
book: 

"The  hunger  for  stability  is  entirely  natural.  Change 
is  scary;  uncharted  change,  demoralizing.  If  the  law 
of  acceleration  is  not  to  spin  the  world  out  of  control, 
society  must  cherish  its  lifelines  into  the  past  (Em- 
phasis supplied]. 

"That  is  why,  even  in  the  age  of  whirl,  so  much  of 
the  past  abides.  People  instinctively  defend  the  self 
against  disruption.  'In  this  matter  of  belief,’  said  [Wil- 
liam] James,  ‘we  are  all  extreme  conservatives.’ 

“When  new  facts  finally  drive  out  old  opinions,  we 
take  care  to  graft  the  new  perception  on  the  ancient 
stock  with  'minimum  of  jolt,  a maximum  of  conti- 
nuity.’ Everyone  becomes  his  own  Landmarks  Pres- 
ervation Commission.  We  seek  with  T.  S.  Eliot  the 
still  point  in  the  turning  world.” 

The  still  point  in  the  turning  world  — that  is,  the 
unmoving  center  — is  what  Dr.  Yohn  is  addressing 
in  his  appeal  on  the  President’s  Page  this  month.  In 
searching  for  the  magic  bullet  to  solve  all  this  con- 
fusion, Dr.  Yohn  writes,  physicians  would  err  if  they 
forget  that  there  is  no  contract  more  important,  no 
covenant  more  sacred,  and  no  relationship  more  en- 
during over  the  centuries  than  the  one  you  already  have 
with  each  patient  — the  simple  yet  complex  doctor- 
patient  relationship  that  has  survived  the  long  history 
of  medicine. 

Virtually  all  doctors  have.  I am  sure,  counselled 
distraught  patients  trapped  in  a complex  web  of  events. 
I suspect  that  many  of  you  have  advised  such  patients 
to  seek  satisfaction  and  solace  within  themselves,  in 
the  enduring  relationships  of  their  lives,  while  letting 


events  over  which  they  have  no  control  solve  them- 
selves. Do  not,  I suspect  you  have  counselled,  hurl 
yourself  against  problems  and  circumstances  you  can- 
not change. 

You  have  learned,  I am  sure,  that  confused  and 
anxious  patients  often  find  calm  in  rededicating  their 
lives  to  the  truly  important  things,  in  a studied  return 
to  the  simplicity  they  once  knew. 

I would  make  so  bold  as  to  suggest  that  this  is  good 
advice  for  you  as  well,  amidst  the  tumult  and  anguish 
of  rushing  events.  Dr.  Yohn's  appeal  for  a return  to 
the  quiet  beauty  of  the  core  relationship  in  medicine 
is,  I think,  golden  advice.  Concentrate  on  the  satis- 
factions that  come  from  providing  the  best  you  can  for 
each  patient,  he  is  saying,  and  let  the  rest  of  the  mad- 
dening events  sort  themselves  out. 

We  don’t  really  know  — no  one  knows  — what  the 
precise  shape  of  future  medical  practice  will  be.  What 
we  do  know  is  that  the  doctor-patient  relationship, 
unfettered  by  external  forces  and  pressures,  insulated 
against  all  the  noise  and  commotion  of  rapid  and  per- 
plexing change,  will  always  be  uppermost  in  human 
priority. 

By  following  Dr.  Yohn’s  advice,  I earnestly  believe 
that  the  good  old  days  of  medicine  will  endure  forever, 
come  what  may. 
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National  Life  of  Vermont’s  Disability  Income 
Insurance  offers  physicians  maximum  benefits 
with  a difference  — The  Dividend  Difference.  By 
applying  yearly  dividends  to  premium  payments, 
physicians  who  purchased  a policy  in  1970  have 
seen  a 30%  reduction  in  their  net  annual  premiums. 
Policyholders  paying  $395.90  per  $1,000  in  monthly 
income  in  1970  paid  only  $277.10  in  1984  for  the 
same  coverage. 

National  Life  of  Vermont  makes 
The  Dividend  Difference. 


For  further  information  0311: 
National  Financial  Resources 


John  W.  Minor  or  Henry  W.  Strong 

(205)  933-6935. 
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'These  are  actual  historical  dividend  payments.  Dividends  are  neither  guaranteed  nor  are  they  an  estimate  of  future  performance. 
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STATE-OF-THE-ART 
DIAGNOSTIC  IMAGING. 


MRI,  exceptional  imaging  for  the  most 
demanding  applications. 

Low  back  pain  has  long  been  a common  and  frequently 
challenging  problem  for  the  clinician.  Multiple  etiologies  may 
contribute  to  the  low  back  syndrome.  In  routine  screening  of 
nonspecific  back  pain,  evaluation  of  radiculopathy  and  in 
examination  of  complicated  postoperative  back  problems,  MRI 
is  proving  to  be  the  least  invasive,  most  expedient  means  of 
evaluation  of  lumbar  disorders.  With  unprecendented  visualization 
of  the  intervertebral  disc,  the  T2  weighted  sagittal  image  provides 
information  regarding  not  only  the  anatomic  configuration  of  the 
disc  but  also  reveals  its  hydration  status.  Loss  of  hydration  indicates 
disc  degeneration.  This  is  the  most  sensitive  means  of  detecting 
early  disc  degeneration. 

Highlands  Diagnostic  Center  offers  you  the 
finest  technical  and  professional  support. 

Only  Highlands  Diagnostic  Center  combines  state-of-the-art 
diagnostic  imaging  equipment  with  a superb  outpatient  facility  and 
the  highest  caliber  professional  consulting  staff.  As  a result,  you  can 
rely  on  Highlands  Diagnostic  Center  not  only  for  the  leading  tech- 
nology but  for  prompt,  expert  assistance  in  your  selection  of  the 
optimal  patient  studies — so  important  in  today's  cost-conscious 
medical  environment. 

To  further  assist  your  formulation  of  accurate,  efficient  diagnoses. 
Highlands  Diagnostic  Center's  staff  follows  through  with  the 
ultimate  in  service.  We  guarantee  that  every  exam  can  be 
scheduled  within  24  hours  from  the  time  it's  ordered,  with  results 
returned  to  you  the  same  day  the  exam  is  conducted.  Yet  no  one 
feels  rushed  through  our  pleasant  facilities.  Every  patient  is  handled 
with  care. 

Services  available  at  Highlands  Diagnostic  Center  include 
magnetic  resonance  imaging,  CT  scanning,  computer-aided 
nuclear  medicine,  ultrasound,  mammography,  radiography,  and 
fluoroscopy.  State-of-the-art  equipment  available  includes  the  GE 
9800,  Acuson,  and  Seimann's  Mammomat-B. 

To  inquire  about  any  exam  or  service,  call  Highlands  Diagnostic 
Center.  Highlands  Diagnostic  Center,  your  state-of-the-art  diaqnotic 
resource. 


This  T2  weighted  mid  sagittal  image  of  the  lumbar 
spine  reveals  a degenerated  disc  at  L2-3  with 
associated  posterior  protrusion  of  disc  material.  The 
"myelogram  effect"  of  T2  weighting  is  obtained 
without  the  need  for  lumbar  puncture  or  use  of 
intrathecal  contrast. 


THE  GE  SIGNA  utilizes  the  latest  in  Magnetic  Resonance 
Imaging  Technology  operating  at  1 .5  Tesla. 


CT  Scanning/Magnetic  Resonance  Imaging/Mammography/Nuclear  Medicine/Radiography/Fluoroscopy/Ultrasound 


Highlands 

Diagnostic 

Center 


2173  Highland  Avenue 
Birmingham,  Al  35205  20 5/9-:  • II  ( n 
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Is  There  A Silver  Bullet 
Out  There? 


The  history  of  medicine  is  the  history  of  search  for 
solutions.  When  breakthroughs  have  occurred, 
investigators  have  often  been  so  transported  by  their 
enthusiasm  they  have  tried  to  expand  a small  advance 
into  a universal  panacea. 

As  great  as  were  the  seminal  contributions  of  Paul 
Ehrlich  (1854-1915)  to  bacteriology,  immunology  and 
chemotherapy  (a  word  he  coined,  by  the  way),  he  was 
so  encouraged  by  his  successes  against  some  diseases 
that  he  lost  his  sense  of  perspective  in  his  search  for 
the  famous  “silver  bullet.”  He  dreamed  of  precisely 
targeted  therapy  that  would  destroy  a pathogen  and 
not  do  anything  else.  He  was  faulted  by  some  contem- 
porary scientists,  and  later  ones,  for  trying  to  make 
all  his  evidence  fit  into  one  grand  theory. 


That  is  a normal  human  temptation;  not  even  the 
greatest  minds  in  science  have  been  immune  to  it. 
Albert  Einstein  went  to  his  grave  still  frustrated  that 
he  could  not  fit  everything  into  one  “unified  field  the- 
ory,” a concept  still  not  within  mortal  grasp.  That  was 
his  silver  bullet. 

Even  before  most  of  us  entered  medical  school,  we 
learned  to  distrust  magic  solutions.  In  fact,  the  dis- 
cipline of  medicine  inculcated  in  us  such  a powerful 
distrust  of  simple  answers  to  complex  problems  that 
we  instinctively  hold  back  when  new  “breakthroughs” 
are  announced,  waiting  for  the  inevitable  backfire. 

And  this  prudence,  this  wait  and  see  restraint,  has 
served  the  profession  well.  Given  this  professional 

Continued  on  page  13 
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Every  day  more  and  more 
physicians  are  hearing 
something  remarkable 
from  some  of  their 
hypertensive  patients... 


from  the  ones  on  once-daily 

INDERAL  LA 


(PROPRANOLOL  HCI) 


with  a side-effect  profile  unsurpassed 
by  atenolol  or  metoprolol. 


As  seen  in  this  double-blind, 
crossover,  placebo-controlled 
study.' 

Which  shows  you  how  truly 
well  tolerated  once-daily 
INDERAL  LA  can  be. 

What  comes  as  no  surprise, 
of  course,  is  that  it  gives  you 
the  antihypertensive 
effectiveness  you’ve  come  to 
expect  from  INDERAL. 


Selected  Side  Effects 


INDERAL  LA  as  well  tolerated  as  atenolol  and  metoprolol  in  a 
double-blind,  crossover,  placebo-controlled  study  of  138  hypertensives1 

6-1 


5- 


c 4- 


rwilHII 

Impotence  Weakness 
Men  (n  = 66) 


g|  INDERAL  LA— 160  mg 
| Atenolol — 100  mg 
| Metoprolol — 200  mg 
I | Placebo 

mini 


Nightmares 
Women  (n  = 72) 


Dizziness 


INDERAL®  LA.  For  control. 
Comfortable  control.  Once  a day. 
It’s  the  last  word. 


Hypertensives:  Feeling  well  and 
doing  well,  all  in  one. 

INDERAL  LA 


(PROPRANOLOL  HCI) 


LONG  ACTING 
CAPSULES 


INDERIDE  LA 


(PROPRANOLOL  HO  (INDERAL  LA (/ 
HYDROCHLOROTHIAZIDE! 

As  with  all  fixed-combination  antihypertensives.  INDERIDE  LA 
is  not  indicated  for  the  initial  treatment  of  hypertension 

INDERAL  LA  should  not  be  used  in  the  presence  of  congestive 
heart  failure,  sinus  bradycardia,  cardiogenic  shock,  heart  block 
greater  than  first  degree,  and  bronchial  asthma. 

Please  turn  page  for  brief  summary  of  prescribing  information 


LONG  ACTING 
CAPSULES 


Feeling  well  and  doing  well,  all  in  one. 


LONG  ACTING  CAPSULES 


INDERAL  LA 

(PROPRANOLOL  HCI) 


80  mg  120  mg  160  mg 


Q|^Q£_0^||^Y  LONG  ACTING  CAPSULES 

INDERIDE  LA 

Each  capsule  contains  propranolol  HCI 
(INDERAL®  LA),  80  mg,  120  mg,  or  160  mg, 
and  hydrochlorothiazide,  50  mg 


BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION,  SEE  PACKAGE  CIRCULARS  ) 
INDERAL ' LA  Brand  of  PROPRANOLOL  HYDROCHLORIDE  (Long  Acting  Capsules) 
INDERIDE  LA  Brand  of  PROPRANOLOL  HYDROCHLORIDE  (INDERAL*  LA)  and 
HYDROCHLOROTHIAZIDE  (Long  Acting  Capsules) 

INDERAL  LA  and  INDERIDE  LA  Capsules  should  not  be  considered  simple  mg-for-mg 
substilutes  for  INDERAL  and  INDERIDE  Tablets  Please  see  package  circulars 

CONTRAINDICATIONS 

Propranolol  hydrochloride  (INDERAL*  LA):  Propranolol  is  contraindicated  in 
1)  cardiogenic  shock;  2)  sinus  bradycardia  and  greater  than  first  degree  block,  3)  bron- 
chial asthma,  4)  congestive  heart  failure  (see  WARNINGS)  unless  the  failure  is  secondary 
to  a tachyarrhythmia  treatable  with  propranolol 

Hydrochlorothiazide:  Hydrochlorothiazide  is  contraindicated  in  patients  with  anuria 
or  hypersensitivity  to  this  or  other  sulfonamide-derived  drugs 
WARNINGS 

Propranolol  hydrochloride  (INDERAL*  LA):  CARDIAC  FAILURE  Sympathetic 
stimulation  may  be  a vital  component  supporting  circulatory  function  in  patients  with  con- 
gestive heart  failure,  and  its  inhibition  by  beta  blockade  may  precipitate  more  severe  fail- 
ure Although  beta  blockers  should  be  avoided  in  overt  congestive  heart  failure,  if 
necessary,  they  can  be  used  with  close  follow-up  in  patients  with  a history  of  failure  who  are 
well  compensated,  and  are  receiving  digitalis  and  diuretics  Beta-adrenergic  blocking 
agents  do  not  abolish  the  inotropic  action  of  digitalis  on  heart  muscle 

IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE,  continued  use  of  beta  block- 
ers can,  in  some  cases,  lead  to  cardiac  failure  Therefore,  at  the  first  sign  or  symptom  of 
heart  failure,  the  patient  should  be  digitalized  and/or  treated  with  diuretics,  and  the 
response  observed  closely  or  propranolol  should  be  discontinued  (gradually,  if  possible) 


IN  PATIENTS  WITH  ANGINA  PECTORIS,  there  have  been  reports  of  exacerbation  of 
angina  and.  in  some  cases,  myocardial  infarction  following  abrupt  discontinuance  of 
propranolol  therapy  Therefore,  when  discontinuance  of  propranolol  is  planned  the 
dosage  should  be  gradually  reduced  and  the  patient  carefully  monitored  In  addition, 
when  propranolol  is  prescribed  for  angina  pectoris,  the  patient  should  be  cautioned 
against  interruption  or  cessation  of  therapy  without  the  physician's  advice  If  pro- 
pranolol therapy  is  interrupted  and  exacerbation  of  angina  occurs,  it  usually  is  advisa- 
ble to  reinstitute  propranolol  therapy  and  take  other  measures  appropriate  for  the 
management  of  unstable  angina  pectoris  Since  coronary  artery  disease  may  be 
unrecognized,  it  may  be  prudent  to  follow  the  above  advice  in  patients  considered  at 
risk  of  having  occult  atherosclerotic  heart  disease  who  are  given  propranolol  for  other 
indications 


THYROTOXICOSIS  Beta  blockade  may  mask  certain  clinical  signs  of  hyperthyroidism 
Therefore,  abrupt  withdrawal  of  propranolol  may  be  followed  by  an  exacerbation  of  symp- 
toms of  hyperthyroidism,  including  thyroid  storm  Propranolol  does  not  distort  thyroid 
function  tests 

IN  PATIENTS  WITH  WOLFF-PARKINSON-WHITE  SYNDROME,  several  cases  have  been 
reported  in  which,  after  propranolol,  the  tachycardia  was  replaced  by  a severe  bradycar- 
dia requiring  a demand  pacemaker  In  one  case  this  resulted  after  an  initial  dose  of  5 mg 
propranolol 

MAJOR  SURGERY  The  necessity  or  desirability  of  withdrawal  of  beta-blocking  therapy 
prior  to  major  surgery  is  controversial  It  should  be  noted,  however,  that  the  impaired  ability 
of  the  heart  to  respond  to  reflex  adrenergic  stimuli  may  augment  the  risks  of  general  anes- 
thesia and  surgical  procedures 

Nonallergic  Bronchospasm  (eg,  chronic  bronchitis,  emphysema) — 

PATIENTS  WITH  BRONCHOSPASTIC  DISEASES  SHOULD,  IN  GENERAL,  NOT  RECEIVE 
BETA  BLOCKERS  INDERAL  should  be  administered  with  caution,  since  it  may  block  bron- 
chodilation  produced  by  endogenous  and  exogenous  catecholamine  stimulation  of  beta 
receptors 

DIABETES  AND  HYPOGLYCEMIA  Beta-adrenergic  blockade  may  prevent  the  appear- 
ance of  certain  premonitory  signs  and  symptoms  (pulse  rate  and  pressure  changes)  of 
acute  hypoglycemia  in  labile  insulin-dependent  diabetes  In  these  patients,  it  may  be 
more  difficult  to  adjust  the  dosage  of  insulin  Hypoglycemic  attacks  may  be  accompanied 
by  a precipitous  elevation  of  blood  pressure 
Hydrochlorothiazide:  Thiazides  should  be  used  with  caution  in  severe  renal  disease 
In  patients  with  renal  disease,  thiazides  may  precipitate  azotemia  In  patients  with 
impaired  renal  function,  cumulative  effects  of  the  drug  may  develop 
Thiazides  should  also  be  used  with  caution  in  patients  with  impaired  hepatic  function  or 
progressive  liver  disease,  since  minor  alterations  of  fluid  and  electrolyte  balance  may  pre- 
cipitate hepatic  coma 

Thiazides  may  add  to  or  potentiate  the  action  of  other  antihypertensive  drugs  Potentia- 
tion occurs  with  ganglionic  or  peripheral  adrenergic-blocking  drugs 
Sensitivity  reactions  may  occur  in  patients  with  a history  of  allergy  or  bronchial  asthma 
The  possibility  of  exacerbation  or  activation  of  systemic  lupus  erythematosus  has  been 
reported 

PRECAUTIONS 

Propranolol  hydrochloride  (INDERAL  * LA):  GENERAL  Propranolol  should  be  used 
with  caution  in  patients  with  impaired  hepatic  or  renal  function  Propranolol  is  not  indicated 
for  the  treatment  of  hypertensive  emergencies 
Beta-adrenoreceptor  blockade  can  cause  reduction  of  intraocular  pressure  Patients 
should  be  told  that  propranolol  may  interfere  with  the  glaucoma  screening  test  Withdrawal 
may  lead  to  a return  of  increased  intraocular  pressure 
CLINICAL  LABORATORY  TESTS  Elevated  blood  urea  levels  in  patients  with  severe 
heart  disease,  elevated  serum  transaminase,  alkaline  phosphatase,  lactate  dehydro- 
genase 

DRUG  INTERACTIONS  Patients  receiving  catecholamine-depleting  drugs,  such  as 
reserpine,  should  be  closely  observed  if  propranolol  is  administered  The  added  catechol- 
amine-blocking action  may  produce  an  excessive  reduction  of  resting  sympathetic  ner- 
vous activity,  which  may  result  in  hypotension,  marked  bradycardia,  vertigo,  syncopal 
attacks,  or  orthostatic  hypotension 


CARCINOGENESIS,  MUTAGENESIS,  IMPAIRMENT  OF  FERTILITY  Long-term  studies 
in  animals  have  been  conducted  to  evaluate  toxic  effects  and  carcinogenic  potential  In  18- 
month  studies,  in  both  rats  and  mice,  employing  doses  up  to  150  mg/kg/day,  there  was  no 
evidence  of  significant  drug-induced  toxicity  There  were  no  drug-related  tumorigenic 
effects  at  any  of  the  dosage  levels  Reproductive  studies  in  animals  did  not  show  any 
impairment  of  fertility  that  was  attributable  to  the  drug 
PREGNANCY  Pregnancy  Category  C Propranolol  has  been  shown  to  be  embryotoxic 
in  animal  studies  at  doses  about  10  times  greater  than  the  maximal  recommended  human 
dose  There  are  no  adequate  and  well-controlled  studies  in  pregnant  women  Propranolol 
should  be  used  during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to 
the  fetus 

NURSING  MOTHERS  Propranolol  is  excreted  in  human  milk  Caution  should  be  exer- 
cised when  propranolol  is  administered  to  a nursing  mother 
PEDIATRIC  USE  Safety  and  effectiveness  in  children  have  not  been  established 
Hydrochlorothiazide:  GENERAL  Periodic  determination  of  serum  electrolytes  to 
detect  possible  electrolyte  imbalance  should  be  performed  at  appropriate  intervals 
All  patients  receiving  thiazide  therapy  should  be  observed  for  clinical  signs  of  fluid  or 
electrolyte  imbalance,  namely  Hyponatremia,  hypochloremic  alkalosis,  and  hypokale- 
mia Serum  and  urine  electrolyte  determinations  are  particularly  important  when  the 
patient  is  vomiting  excessively  or  receiving  parenteral  fluids  Medication  such  as  digitalis 
may  also  influence  serum  electrolytes  Warning  signs  irrespective  of  cause  are  Dryness  of 
mouth,  thirst,  weakness,  lethargy,  drowsiness,  restlessness,  muscle  pains  or  cramps, 
muscular  fatigue,  hypotension,  oliguria,  tachycardia,  and  gastrointestinal  disturbances 
such  as  nausea  and  vomiting 

Hypokalemia  may  develop,  especially  with  brisk  diuresis,  when  severe  cirrhosis  is 
present,  or  during  concomitant  use  of  corticosteroids  or  ACTH 
Interference  with  adequate  oral  electrolyte  intake  will  also  contribute  to  hypokalemia 
Hypokalemia  can  sensitize  or  exaggerate  the  response  of  the  heart  to  the  toxic  effect  of 
digitalis  (eg,  increased  ventricular  irritability)  Hypokalemia  may  be  avoided  or  treated  by 
use  of  potassium  supplements,  such  as  foods  with  a high  potassium  content 
Any  chloride  deficit  is  generally  mild  and  usually  does  not  require  specific  treatment, 
except  under  extraordinary  circumstances  (as  in  liver  or  renal  disease)  Dilutional  hypona- 
tremia may  occur  in  edematous  patients  in  hot  weather;  appropriate  therapy  is  water 
restriction,  rather  than  administration  of  salt,  except  in  rare  instances  when  the  hyponatre- 
mia is  life-threatening  In  actual  salt  depletion,  appropriate  replacement  is  the  therapy 
of  choice 

Hyperuricemia  may  occur  or  frank  gout  may  be  precipitated  in  certain  patients  receiving 
thiazide  therapy 

Insulin  requirements  in  diabetic  patients  may  be  increased,  decreased,  or  unchanged 
Diabetes  mellitus  which  has  been  latent  may  become  manifest  during  thiazide 
administration 

If  progressive  renal  impairment  becomes  evident,  consider  withholding  or  discontinuing 
diuretic  therapy 

Thiazides  may  decrease  serum  PBI  levels  without  signs  of  thyroid  disturbance 
Calcium  excretion  is  decreased  by  thiazides  Pathologic  changes  in  the  parathyroid 
gland  with  hypercalcemia  and  hypophosphatemia  have  been  observed  in  a few  patients 
on  prolonged  thiazide  therapy  The  common  complications  of  hyperparathyroidism,  such 
as  renal  lithiasis,  bone  resorption,  and  peptic  ulceration,  have  not  been  seen  Thiazides 
should  be  discontinued  before  carrying  out  tests  for  parathyroid  function 
DRUG  INTERACTIONS  Thiazide  drugs  may  increase  the  responsiveness  to 
tubocurarine 

The  antihypertensive  effects  of  thiazides  may  be  enhanced  in  the  postsympathectomy 
patient  Thiazides  may  decrease  arterial  responsiveness  to  norepinephrine  This  diminu- 
tion is  not  sufficient  to  preclude  effectiveness  of  the  pressor  agent  for  therapeutic  use 
PREGNANCY  Pregnancy  Category  C Thiazides  cross  the  placental  barrier  and  appear 
in  cord  blood  The  use  of  thiazides  in  pregnancy  requires  that  the  anticipated  benefit  be 
weighed  against  possible  hazards  to  the  fetus  These  hazards  include  fetal  or  neonatal 
laundice.  thrombocytopenia,  and  possibly  other  adverse  reactions  which  have  occurred  in 
the  adult 

NURSING  MOTHERS  Thiazides  appear  in  human  milk  If  use  of  the  drug  is  deemed 
essential,  the  patient  should  stop  nursing 
PEDIATRIC  USE  Safety  and  effectiveness  in  children  have  not  been  established 

ADVERSE  REACTIONS 

Propranolol  hydrochloride  (INDERAL*  LA):  Most  adverse  effects  have  been  mild 
and  transient  and  have  rarely  required  the  withdrawal  of  therapy 
Cardiovascular:  Bradycardia,  congestive  heart  failure;  intensification  of  AV  block,  hypo- 
tension; paresthesia  of  hands;  thrombocytopenic  purpura;  arterial  insufficiency,  usually  of 
the  Raynaud  type 

Central  Nervous  System  Lightheadedness;  mental  depression  manifested  by  insomnia 
lassitude,  weakness,  fatigue,  reversible  mental  depression  progressing  to  catatonia,  vi- 
sual disturbances,  hallucinations;  an  acute  reversible  syndrome  characterized  by  disori- 
entation for  time  and  place;  short-term  memory  loss,  emotional  lability;  slightly  clouded 
sensorium,  and  decreased  performance  on  neuropsychometrics 
Gastrointestinal  Nausea,  vomiting,  epigastric  distress,  abdominal  cramping,  diarrhea 
constipation,  mesenteric  arterial  thrombosis;  ischemic  colitis 
Allergic  Pharyngitis  and  agranulocytosis,  erythematous  rash;  fever  combined  with  ach- 
ing and  sore  throat,  laryngospasm  and  respiratory  distress 
Respiratory  Bronchospasm 

Hematologic  Agranulocytosis;  nonthrombocytopenic  purpura,  thrombocytopenic 
purpura 

Auto-Immune  In  extremely  rare  instances,  systemic  lupus  erythematosus  has  been 
reported 

Miscellaneous  Alopecia;  LE-like  reactions;  psoriasiform  rashes,  dry  eyes;  male  impo- 
tence. and  Peyronie's  disease  have  been  reported  rarely  Oculomucocutaneous  reactions 
involving  the  skin,  serous  membranes,  and  coniunctivae  reported  for  a beta  blocker  (prac- 
tolol)  have  not  been  associated  with  propranolol 

Hydrochlorothiazide: 

Gastrointestinal:  Anorexia,  gastric  irritation,  nausea,  vomiting,  cramping,  diarrhea,  consti- 
pation, jaundice  (intrahepatic  cholestatic  jaundice),  pancreatitis,  sialadenitis 
Central  Nervous  System  Dizziness,  vertigo,  paresthesias;  headache,  xanthopsia 
Hematologic  Leukopenia;  agranulocytosis;  thrombocytopenia,  aplastic  anemia 
Cardiovascular  Orthostatic  hypotension  (may  be  aggravated  by  alcohol,  barbiturates, 
or  narcotics) 

Hypersensitivity  Purpura,  photosensitivity;  rash,  urticaria,  necrotizing  angiitis  (vascu- 
litis, cutaneous  vasculitis);  fever,  respiratory  distress,  including  pneumonitis,  anaphylac- 
tic reactions 

Other  Hyperglycemia,  glycosuria;  hyperuricemia;  muscle  spasm,  weakness,  restless- 
ness; transient  blurred  vision 

Whenever  adverse  reactions  are  moderate  or  severe,  thiazide  dosage  should  be 
reduced  or  therapy  withdrawn 

* The  appearance  of  these  capsules  is  a registered  trademark  of  Ayerst  Laboratories 

REFERENCE: 

1 . Ravid  M,  Lang  R,  Jutrin  I;  The  relative  antihypertensive  potency  of  propranolol,  oxpre- 
nolol,  atenolol,  and  metoprolol  given  once  daily  Arch  Intern  Med  1985,145  1321  -1323 
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caution,  it  is  not  surprising  that  many  physicians,  though 
justifiably  disturbed  by  all  the  seismic  upheavals  in 
the  medical  marketplace,  are  still  skeptical  of  those 
hoping  for  a silver  bullet  that  will  solve  everything  in 
a trice. 

The  HMO,  hyphenated  and  unhyphenated,  is  cur- 
rently being  touted  as  such  a panacea  as  many  great 
investigators  before  and  after  Paul  Ehrlich  have  sought. 
It  is  the  universal  solvent,  its  pitchmen  claim. 

It  may  be  heresy  to  say  this,  but  the  history  of 
medicine  is  marked  by  heretics  and  I am  in  good  com- 
pany: I do  not  believe  there  is  a silver  bullet  out  there 
in  all  the  marketplace  nostrums.  Those  that  sound  good, 
and  some  do,  are,  at  bottom,  attempts  to  reinvent  the 
wheel.  They  promise  to  do  what  we  should  have  been 
doing  all  along:  delivering  quality  care  in  a cost-ef- 
fective manner.  Period. 

If  anyone  has  a magic  system  that  can  deliver  any- 
thing more  than  that,  I am  not  aware  of  it.  Despite  all 
the  hype,  the  hoopla,  and  the  crowing  about  this  gim- 
mick and  that,  there  is  no  contract  a physician  can 
enter  more  important  or  binding  than  the  one  he  un- 
dertakes with  each  patient  — to  do  his  best  by  that 
patient,  forsaking  all  other  considerations,  in  every 
respect  over  which  he  has  control,  including  the  eco- 
nomic impact  of  his  treatment  program. 

To  hear  some  of  the  claims  nowadays,  you  would 
think  the  johnny-come-latelies  invented  the  doctor-pa- 
tient relationship;  that  the  effective  delivery  of  high 
quality  care  at  a reasonable  price  is  a goal  that  can 
only  be  achieved  under  some  alphabet  soup  banner  — 
PPO,  HMO,  IPA,  etc.,  singly  or  in  combination. 

To  suppose  that  some  grand  design  can  be  achieved 
that  will  be  our  silver  bullet,  solving  everything,  is 
more  than  a little  crazy.  I know  of  course,  that  the 
competition  must  be  met;  and  that  physicians’  circum- 
stances differ,  geographically  and  otherwise.  I know 
that  physicians  must  tailor  their  responses  to  their  spe- 
cific predicament  in  this  mad  rush  to  judgment  on  new 
cure-alls. 

But  in  doing  so,  let  us  not  lose  our  perspective  and 


forget  that  nothing  we  can  do  is  more  important  than 
what  we  have  been  doing:  Honoring  our  ageless  com- 
mitment to  do  our  conscientious  best  by  the  patient. 

MASA  Executive  Director  Lon  Conner,  in  his  col- 
umn last  month,  quoted  the  renowned  Columbia  Uni- 
versity health  economist  Eli  Ginsberg,  Ph.D.,  who 
expressed  the  view  in  JAMA  that  all  the  new  contrap- 
tions have  really  done  little  or  nothing  to  achieve  the 
original  objective  — cut  costs.  Prof.  Ginsberg  sus- 
pects, as  I do,  that  the  only  cutting  has,  in  some  places, 
been  on  quality. 

Once  again,  the  search  for  the  free  lunch  is  on. 
Employers,  third-party  payers,  the  public,  the  Wash- 
ington bureaucracy,  all  seem  to  believe  they  have  found 
it.  They  haven’t.  Prof.  Ginsberg  argues  that  the  house 
of  cards  will  collapse,  leaving  a greater  shambles  by 
far  than  would  have  otherwise  been  the  case. 

I believe  he  will  be  proven  right,  in  the  long  term 
certainly.  Remember  this:  medicine’s  sacred  covenant 
with  the  patient  has  survived  centuries;  alternative  care 
systems  haven’t  yet  established  even  the  track  record 
of  Hadacol. 

Still  we  have  them  with  more  on  the  way.  Each 
promises  to  improve  in  some  manner  of  the  “delivery" 
of  health  care.  The  glitter  and  packaging  appeal  to 
some,  especially  those  who  are  attempting  to  control 
costs.  Physicians  worry  that  they’ll  lose  some  of  their 
practice  to  these  plans. 

In  summary:  Paul  Ehrlich  didn’t  find  his  silver  bul- 
let; Einstein  didn’t  find  his;  the  alchemists  didn’t  find 
theirs;  and  I doubt  that  we’ll  find  ours.  Apart  from  the 
entirely  justifiable  desire  for  any  old  port  in  the  current 
storm,  when  it’s  over  we  are  not  likely  to  have  found 
any  solution  more  efficacious  than  our  ancient  con- 
tract. 

The  public,  Prof.  Ginsberg  predicts,  will  come  to 
realize  this  and  other  fancy  new  concoctions,  however 
slick  the  packaging,  will  go  the  way  of  all  panaceas. 
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To  Young  Physicians: 
Avoid  Tunnel  Vision 

Herschel  L.  Douglas,  M.D.* 


It  is  doubly  nice  when  two  of  your  residents  are 
former  students,  know  me,  and  still  invited  me. 
There  are  those  of  us,  such  as  Dr.  Arnold  Williams 
and  myself,  formerly  in  practice  and  who  have  made 
the  conscious  decision  to  receive  our  ego  gratification 
vicariously  through  pride  in  observing  our  trainees, 
rather  than  directly  from  grateful  patients. 

That’s  what  this  occasion  is  all  about.  Seeing  bright, 
young,  capable  Family  Physicians  ready  to  begin  their 
independent  career  venture,  their  continuum  of  edu- 
cation, and,  hopefully,  better  remuneration. 

Some  might  say  these  are  scary,  dismal  times,  and 
not  like  the  good  old  days.  I don’t  imply  that  I have 
a crystal  clear  vision  of  the  future,  but  I don't  share 
the  gloom  and  doom. 


* Dean  of  Medicine  and  Vice  President  for  Health  Affairs.  East  Tennessee  State 
University,  Johnson  City,  Tennessee  37614. 

Speech  to  Family  Practice  Residents.  Baptist  Memorial  Hospital.  Gadsden.  Ala- 
bama. June  26.  1986. 


Please  bear  with  me  for  a bit  of  satire  recently  pub- 
lished in  the  New  England  Journal  of  Medicine  by  Dr. 
Schiedermayer  from  Wisconsin: 

“ Hippocratic  Oath,  Corporate  Version.  . . . 

“I  swear  by  Humana  and  the  Hospital  Corporation 
of  America  and  health  maintenance  organizations  and 
preferred-provider  organizations  and  all  the  prepay- 
ment systems  and  joint  ventures,  making  them  my 
witnesses,  that  I will  fulfill  according  to  my  ability 
and  judgment  this  oath  and  this  covenant: 

“To  hold  the  one  who  has  taught  me  this  business 
as  equal  to  my  corporation  president,  and  to  live  my 
life  in  partnership  with  him,  and  if  he  is  in  need  of 
capital  to  give  him  some  of  mine,  and  to  regard  his 
offspring  as  equal  to  my  colleagues  and  to  teach  them 
this  business  — if  they  desire  to  learn  it  — for  a fee 
and  under  contract;  to  give  a share  of  my  practice- 
management  techniques  and  computer  systems  and  all 
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other  business  acumen  to  my  children  and  the  children 
of  those  who  have  taught  me,  and  to  students  who 
have  signed  the  contract  and  have  taken  an  oath  ac- 
cording to  Medicare  law,  but  to  no  one  else. 

“I  will  apply  dietetic  measures  for  the  benefit  of  the 
obese,  the  alcoholic,  the  smoker,  and  the  drug  addict, 
but  because  these  days  everyone  has  the  right  to  do 
his  or  her  own  thing,  I will  seldom  be  able  to  keep 
them  from  self-harm  and  injustice. 

“I  will  neither  give  a deadly  drug  to  anybody  if 
asked  for  it,  nor  make  a suggestion  to  that  effect. 
Similarly,  as  an  internist,  I will  not  perform  an  abor- 
tion. In  fear  of  malpractice  I will  guard  my  life  and 
my  business. 

“I  will  not  use  the  knife  unless  I am  a surgeon,  but 
I will  try  to  learn  some  form  of  endoscopy. 

“Into  whatever  clinics  I may  enter,  I will  come  for 
the  benefit  of  the  insured,  keeping  myself  far  from  all 
except  capitated  care  for  the  underprivileged,  espe- 
cially if  they  are  not  covered  by  the  group  contract. 

“Things  that  I may  see  or  hear  in  the  course  of 
treatment  or  even  outside  treatment  regarding  the  life 
of  human  beings  — things  that  one  should  never  di- 
vulge outside  — I will  report  to  government  commis- 
sions or  administrators,  or  will  use  in  my  book. 

“If  I fulfill  this  oath  and  do  not  violate  it,  may  it 
be  granted  to  me  to  enjoy  life  and  business,  and  to  be 
able  to  retire  at  the  age  of  50  in  the  Sunbelt;  if  I 
transgress  it  and  swear  falsely,  may  Milwaukee  be  my 
lot.” 

If  we  subscribed  to  this,  I would  indeed  be  sad- 
dened. However,  I have  complete  faith  in  your  values 
and  your  goal  to  be  superb  physicians. 

To  do  so  requires  that  you  possess  the  framework 
of  understanding  of  concepts  that  allows  you  to  assim- 
ilate new  information  and  technology,  using  it  to  the 
best  interest  of  your  patients.  Keeping  abreast  so  that 
you  are  happy  with  yourself,  the  doctor,  requires  life- 
long scholarly  self-discipline.  These  habits  must  begin 
now  with  budgeting  of  time  for  regular  reading  of 
journals,  attending  scientific  conferences,  learning  from 
your  colleagues,  and  some  time  for  reflection.  The 
latter  is  most  often  not  allowed  for  nor  its  importance 
realized. 

Doing  all  the  things  necessary  to  be  happy  with 
yourself,  the  doctor,  should  be  a given.  One  must  not 
confuse  happiness  and  satisfaction.  God  forbid  that 
you  will  ever  be  totally  satisfied.  The  more  difficult 
challenge  is  being  happy  with  yourself,  the  doctor,  as 
a complete  human  being  in  the  context  of  family,  the 
professional  community,  and  the  larger  community. 

Historically,  we  haven't  done  very  well  in  these 
areas.  This  is  evidenced  by  high  rates  of  divorce,  sub- 
stance abuse,  and  suicide.  We  must  accept,  I think, 
that  we  have  to  work  harder  than  some  at  making  the 
most  of  our  marriages. 


We  must  be  sensitive  and  caring  of  our  spouse’s 
needs  for  love,  for  time  and  opportunity  for  those 
pursuits  of  vocation  or  avocation  to  provide  them  with 
the  same  positive  image  of  self  that  we  are  pursuing. 
Compromises  must  be  sought  and  made  to  allow  con- 
current development  and  growth  for  each. 

Most  of  us,  now  or  will  in  the  future,  share  guilt 
for  the  quantity  of  time  spent  with  our  children.  This 
may  be  unavoidable,  particularly  in  the  early  years  of 
your  career.  There  is,  however,  no  justification  for 
compromise  of  the  quality  of  contact  time  with  our 
children.  Really  listening  to  them,  to  their  concerns 
and  their  ideas,  for  a few  minutes  a day,  may  be  as 
important  as  other  more  time  consuming  shared  activ- 
ities. 

Please  do  not  feel  guilty  about  time  spent  in  pursuit 
of  non-medical  recreation  or  avocation.  Outside  ac- 
tivities are  a must  for  the  body  and  the  soul.  I’m  told 
by  one  wiser  than  I that  the  hours  spent  fishing  are  not 
subtracted  from  God’s  allotment  to  each  of  us.  Time 
in  creating  or  appreciation  of  the  arts  improves  our 
self  perception  as  a whole  person  and  provides  pleas- 
ure. These  activities  also  provide  the  opportunity  for 
social  exchange  with  family  and  others  outside  our 
profession.  We  must  strive  for  wholeness  and  breadth 
in  our  personal  development.  This  is  to  prevent  “tun- 
nel vision,”  to  prevent  our  denigration  to  technicians. 

Our  professional  community  is  responsible  for  es- 
tablishing policies  in  our  hospitals,  and  advising  local, 
state,  and  federal  governments  about  new  legislation 
or  policies  affecting  health  care. 

We  must  become  involved  in  our  hospital  staffs  and 
organized  medicine  to  protect  not  only  the  sanctity  of 
our  profession  but  to  fulfill  our  individual  and  collec- 
tive responsibilities  to  our  patients,  our  public. 

This  means  we  must  be  willing  to  seek  and  devote 
time  in  leadership  positions  in  the  medical  staff  of  our 
hospitals,  in  professional  organizations,  health  plan- 
ning groups,  and  governmental  advisory  groups.  Al- 
ways upholding  the  principles  of  quality  of  care  as 
they  may  be  threatened  by  cost  cutting. 

How  many  of  us  complain  about  our  childrens'  ed- 
ucation? How  many  of  us  run  for  a school  board  seat 
or  are  truly  active  in  a parent  group?  Despite  the  some- 
times negative  image  of  politics,  who  better  than  us 
to  be  involved  in  the  selection  of  candidates  and  to 
support  their  campaigns  to  establish  public  policy  for 
the  betterment  of  our  public  and  our  country?  What 
about  Boy  and  Girl  Scouting,  civic  groups,  church 
activities,  and  so  on?  Are  we  truly  useful  citizens  in 
our  communities  commensurate  with  our  level  of  ed- 
ucation and  the  perceptions  the  public  has  of  us? 

My  fervent  hope  is  that  each  of  you  can  achieve 
some  balance  and  happiness  as  you  pursue  each  of 
these  areas. 

I also  want  you  to  smell  the  (lowers  along  the  way. 
God  speed  and  my  best  wishes  for  your  success.  0 
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CALL  FOR  PAPERS 

Medical  Association  of  the  State  of  Alabama 
THIRD  INVITATIONAL  SCIENTIFIC  SYMPOSIUM 

Saturday,  January  17,  1987  — 9 a.m.  to  4 p.m. 

The  Wynfrey  Hotel,  Riverchase  Galleria,  Birmingham 


Purpose  of  the  Program  — This  program  is  designed  to  allow  Alabama  physicians  to  share  with 
their  colleagues  current  research  efforts  and  professional  concerns.  Topics  selected  will  cover  a 
wide  range  of  medical  interests. 


Program  Format  — The  program  will  be  structured  from  the  papers  submitted  by  Alabama  phy- 
sicians. Depending  on  the  number  of  papers  received,  topics,  etc.,  some  papers  will  be  presented 
orally  while  others  will  be  part  of  a manuscript  discussion  period  led  by  a moderator.  Registrants 
and  participants  will  receive  advance  copy  of  all  papers. 

Paper  Selection  — Papers  will  be  selected  using  the  following  criteria  and  procedures. 

1.  The  subject  matter  should  be  of  interest  to  physicians  in  a number  of  specialties.  Emphasis 
should  be  on  medical  problems  which  may  be  encountered  by  primary  care  physicians. 

2.  This  is  a program  designed  for  and  presented  by  Alabama  physicians,  so  current  local  research 
efforts  and  professional  concerns  will  be  given  top  consideration. 

3.  The  paper  should  be  one  that  can  be  adequately  outlined  and  covered  in  20  minutes  with 
additional  time  for  questions.  Selectees  will  be  expected  to  prepare  suitable  written  material  to 
be  used  with  the  presentation  for  the  study  and  use  of  the  attendees. 

4.  On  the  final  review  of  papers,  members  of  the  MASA  Council  on  Medical  Education  will  select 
topics  from  a variety  of  specialties  and  physician  interests  to  offer  a balanced  program  of  general 
interest. 


Symposium  timetable  . . . September  1 to  October  31,  1986  — Call  for  abstracts.  October  31, 
1986  — Final  date  for  abstracts  to  be  received.  November,  1986  — Review  of  abstracts  by  the 
Council  on  Medical  Education.  Final  selection  of  papers.  November-December,  1986  — Announce- 
ment of  selections;  publicity  and  promotion  of  Symposium,  printing  of  abstracts  and  handouts. 
January  17,  1987  — Program  in  Birmingham. 

Symposium  Topics  — To  acquaint  potential  presentors  with  the  kinds  of  subjects  that  might  be 
suitable,  the  speakers  and  topics  at  the  1985  Symposium  are  listed  below. 

Robert  E.  Pieroni,  M.D. /George  D.  Oetting,  Ed.D.  — “Medical  Quackery:  Past  and  Present”;  Ed  Partridge,  M.D.  — 
“Interpretation  and  Evaluation  of  Abnormal  Pap  Smear  in  the  Midst  of  a Human  Papilloma  Virus  Epidemic”;  Thomas  A. 
Gaskin,  M.D.  — “Breast  Conservation  in  Treatment  of  Breast  Cancer”;  Greg  L.  Jones,  M.D.  — “Malnutrition  in  Patients 
Admitted  to  Northeast  Alabama  Regional  Medical  Center”;  William  J.  Crump,  M.D.  — “Sentinel  Practice  Networks”;  Steve 
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Drug  Fever  — Surprisingly 
Common  and  Costly 

LeRoy  F.  Harris,  M.D.* 

H.  Kirk  Holdsambeck,  M.D.f 


Abstract 

Fever  induced  by  medication  comprises  five 
percent  of  adverse  drug  reactions.  Over  a two 
year  period  we  identified  36  cases  of  drug  fever 
which  resulted  in  an  extra  expense  for  diag- 
nostic procedures  of  $17,765.  The  most  com- 
mon mechanism  responsible  for  drug  fever  is 
hypersensitivity.  The  medications  that  are  fre- 
quently implicated  include  antibiotics,  chem- 
otherapy agents,  barbiturates,  methyldopa, 
phenytoin,  procainamide,  quinidine,  and  sa- 
licylates. Fever  can  be  the  sole  manifestation 
of  drug  hypersensitivity  or  fever  can  be  ac- 
companied by  a variety  of  other  allergic  re- 
actions. The  diagnosis  of  drug  fever  also  con- 
stitutes its  treatment  and  consists  of  the  rapid 
resolution  of  fever  when  the  implicated  med- 
ication is  withdrawn. 


•Clinical-Associate  Profcsssor  of  Medicine.  School  of  Primary  Medical  Care. 
University  of  Alabama  in  Huntsville 

tAssistant  Professor  of  Family  Medicine.  School  of  Primary  Medical  Care.  Uni- 
versity of  Alabama  in  Huntsville 


The  spectrum  of  illness  caused  by  adverse  reactions 
to  medications  is  broad  and  ranges  from  a minor 
skin  rash  to  death.  The  problem  is  not  uncommon, 
being  estimated  to  cause  up  to  five  percent  of  outpatient 
visits.1  Fever  as  the  sole  or  predominant  manifestation 
comprises  five  percent  of  drug  reactions.2  We  have 
been  impressed  that  the  diagnosis  of  drug  fever  often 
is  overlooked,  resulting  in  considerable  expense  and 
morbidity  for  patients.  We  present  our  experience  with 
drug  fever  to  remind  physicians  of  this  cause  of  iatro- 
genic illness. 

Patients  and  Methods 

We  reviewed  the  charts  of  all  patients  seen  by  one 
of  us  (LFH)  during  the  two  year  period,  1984-1985 
inclusive,  with  a diagnosis  of  drug  fever.  Drug  fever 
was  defined  as  a temperature  greater  than  or  equal  to 
100.4°F  for  which  there  was  no  cause  other  than 
administration  of  the  drug,  which  disappeared  within 
48  hours  of  discontinuing  the  drug,  and  which  did  not 
return  for  at  least  72  hours.  We  defined  diagnostic 
procedures  as  any  physician  consultation,  laboratory 
test  or  radiologic  examination  obtained  to  determine 
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the  etiology  of  the  patient’s  fever  before  it  was  estab- 
lished to  be  a drug  fever.  Cost  was  defined  as  the  sum 
of  the  charges  of  the  diagnostic  procedure  (including 
physician  charge  for  reading  radiologic  tests).  Total 
cost  of  a diagnostic  procedure  was  defined  as  the  cost 
of  the  diagnostic  procedure  multiplied  by  the  number 
of  procedures  ordered. 


Results 

Table  I describes  the  clinical  and  laboratory  findings 
of  36  cases  of  drug  fever.  The  patients  ranged  in  age 
from  two  to  82  years  and  averaged  54  years.  Males 
and  females  were  present  in  almost  equal  numbers.  In 
only  five  patients  was  there  a history  of  a previous 


TABLE  1 

Drug  Fever  — Clinical  and  Laboratory  Findings 


Patient 

No. 

Age/ 

Sex 

Previous 

Drug 

Allergy 

Reason 

For  Drug 

Drug  Causing 
Fever 

Tmax* 

(°F) 

WBCmaxt 
(cells  per 
cu  mm) 

Eosinophiliat 

Other 

Manifesta- 

tions 

1 

26/M 

No 

Sinusitis 

Trimethoprim 

Sulfamethoxazole 

100.4 

Not  Obtained 

Not  Obtained 

Rash 

2 

70/F 

No 

Bronchitis 

Trimethoprim 

Sulfamethoxazole 

101.4 

Not  Obtained 

Not  Obtained 

Rash 

3 

63/F 

Yes 

Pharyngitis 

Erythromycin 

102 

13,700 

Not  Obtained 

Hepatitis 

4 

77/M 

No 

Urinary  tract 
infection 

Cefazolin 

101.4 

14,000 

No 

No 

5 

51/M 

No 

Prophylaxis 

Cefazolin 

101.4 

8,500 

No 

No 

6 

67/M 

Yes 

Osteomyelitis 

Cefazolin 

101.6 

13,500 

No 

Rash 

7 

70/F 

No 

Cellulitis 

Cephalexin 

102.6 

8,900 

No 

No 

8 

37/F 

No 

Pneumonia 

Cefotaxime 

103.4 

31,600 

No 

No 

9 

60/M 

No 

Arterial  graft 
infection 

Ceftazidime 

101 

7,300 

Yes 

No 

10 

67/F 

No 

Osteomyelitis 

Piperacillin 

100.8 

6,700 

No 

Rash 

11 

24/M 

No 

Cellulitis 

Ticaricillin 

102 

16,000 

No 

Rash 

12 

27/F 

No 

Osteomyelitis 

Nafcillin 

104.4 

7,200 

Yes 

Rash, 

leukopenia 

13 

2/M 

No 

Osteomyelitis 

Nafcillin 

102.6 

8,600 

No 

No 

14 

82/M 

No 

Septicemia 

Nafcillin 

102.6 

14,400 

No 

No 

15 

71/F 

No 

Tuberculosis 

Rifampin 

103.8 

10,700 

No 

No 

16 

69/F 

No 

Urinary  tract 
infection 

Nitrofurantion 

101 

5,300 

No 

Interstitial 

pneumonitis 

17 

26/M 

No 

Leukemia, 

granulocytopenia 

Amphotericin  B 

104.6 

1,300 

No 

No 

18 

67/F 

No 

Leukemia, 

granulocytopenia 

Amphotericin  B 

105.6 

1,100 

No 

No 

19 

71/M 

No 

Leukemia, 

granulocytopenia 

Amphotericin  B 

103.8 

1,450 

No 

No 

20 

49/F 

Yes 

Candidemia 

Amphotericin  B 

102.4 

14,700 

No 

No 

21 

61/M 

No 

Candidemia 

Amphotericin  B 

102.8 

12,800 

No 

No 

22 

73/F 

No 

Candidemia 

Amphotericin  B 

101.2 

10,400 

No 

No 

23 

36/M 

No 

Cryptococcosis 

Amphotericin  B 

103.8 

3,100 

No 

No 

24 

36/M 

No 

Cryptococcosis 

Amphotericin  B 

102.2 

6,500 

No 

No 

25 

44/M 

No 

Aspergillosis 

Amphotericin  B 

102.4 

4,750 

No 

No 

26 

57/F 

No 

Aspergillosis 

Amphotericin  B 

101.8 

11,600 

No 

No 

27 

54/F 

No 

Mucormycosis 

Amphotericin  B 

100.8 

7.600 

No 

No 

28 

58/M 

Yes 

Seizure  disorder 

Phenytoin 

101.4 

14,600 

No 

Rash 

29 

55/M 

No 

Tic  douloureux 

Carbamazepine 

101.8 

9,300 

No 

30 

52/F 

No 

Hypothyroidism 

Thyroxine 

100.8 

Not  obtained 

Not  obtained 

No 

31 

71/F 

No 

Emphysema 

Theophylline 

100.6 

28,100 

No 

Weight  loss 

32 

62/F 

Yes 

Hypertension 

Methyldopa 

102.4 

11,400 

No 

No 

33 

50/M 

No 

Hypertension 

Hydrochlorthiazide 

101 

14,000 

No 

Pancreatitis 

34 

79/M 

No 

Gout 

Allopurinol 

100.4 

9,400 

Yes 

Rash,  anemia 

35 

63/F 

No 

Back  pain 

Naproxen 

103.4 

11,300 

No 

Renal  failure 

36 

23/M 

No 

Brain  damage 

Commercial  enteral 
feedings 

102.6 

8,300 

No 

No 

^Maximum  temperature  during  drug  administration 
tMaximum  leukocyte  count  during  drug  administration 
t5%  eosinophils  of  peripheral  leukocyte  differential  count 
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drug  allergy.  Infection  or  presumed  infection  was  the 
most  common  reason  for  administration  of  the  medi- 
cation causing  drug  fever  and  other  reasons  included 
seizure  disorder,  tic  douloureux,  hypothyroidism,  em- 
physema, hypertension,  gout,  back  pain  and  brain 
damage.  Antibiotics  were  the  most  frequent  agents 
resulting  in  drug  fever.  Other  medications  encountered 
were  phenytoin,  carbamazepine,  thryroxine,  theo- 
phylline, methyldopa,  hydrochlorothiazide,  allopuri- 
nol,  naproxen  and  commercial  enteral  feedings.  The 
maximum  temperature  of  patients  while  receiving  the 
incriminated  drug  ranged  from  100.4  to  105.6°  F and 
averaged  102.2°  F.  The  highest  leukocyte  count  ob- 
served during  administration  of  the  offending  medi- 
cation extended  from  1 , 1 00  to  3 1 ,600  cells  per  cu  mm 
and  averaged  10,552  cells  per  cu  mm.  Eosinophilia 
was  present  in  only  three  patients.  Manifestations  oc- 
curring simultaneously  with  fever  and  also  attributed 
to  intake  of  the  drug  appeared  in  slightly  over  one- 
third  of  patients.  They  consisted  of  rash  most  com- 
monly, but  also  seen  were  hepatitis,  anemia,  leuko- 
penia, interstitial  pneumonitis,  weight  loss,  pancrea- 
titis and  renal  failure. 

Table  II  enumerates  the  cost  analysis  of  the  cases 
of  drug  fever.  The  following  diagnostic  procedures 
(total  cost  of  procedure  in  parentheses)  were  obtained: 
15  complete  bood  counts  ($525),  30  blood  cultures 
($1,500),  14  urine  cultures  ($434),  18  physician  con- 
sultations in  the  hospital  ($1 ,350),  three  physician  con- 
sultations in  the  office  ($75)  and  a variety  of  other 
diagnostic  procedures  including  serologic  studies,  other 
cultures,  skin  tests  for  infections,  radionucleotide  scans, 
ultrasound  examinations  and  tissue  biopsies  ($1 1 ,239). 
The  sum  of  all  total  costs  of  diagnostic  procedures  was 
$17,765  which  averaged  out  to  a price  of  $493  for 
diagnostic  procedures  per  case  of  drug  fever. 

Discussion 

We  are  unable  to  calculate  the  incidence  of  drug 
fever,  but  the  fact  that  36  cases  were  diagnosed  by 
one  of  the  authors  over  a two  year  period  implies  that 
the  condition  is  not  uncommon  and  will  be  encountered 
frequently  by  other  physicians.  Unfortunately  when 


the  diagnosis  is  not  entertained  early  in  the  course,  the 
patient  bears  considerable  expense  and  morbidity.  An 
additional  $17,765  in  costs  as  well  as  the  pain  of  di- 
agnostic procedures  were  engendered  in  our  patients 
before  the  diagnosis  of  drug  fever  was  established. 

Many  mechanisms  can  be  responsible  for  the  path- 
ogenesis of  drug  fever.  A chemical  phlebitis  or  sterile 
abscess  due  to  the  intravenous  or  intramuscular  admin- 
istration of  medication  can  result  in  fever  as  well  as 
local  signs  of  erythema,  warmth  and  tenderness.  Fever 
can  be  related  to  pharmacologic  action  of  the  drug. 
Examples  include:  the  Jarisch-Herxheimer  reaction 
caused  by  the  rapid  destruction  of  spirochetal  orga- 
nisms by  antiobiotics,  such  as  penicillin  for  syphilis, 
tumor  destruction  following  adminstration  of  cancer 
chemotherapy,  a hypermetabolic  state  precipitated  by 
ingestion  of  thyroid  hormone  or  theophylline,  central 
nervous  system  stimulation  produced  by  ampheta- 
mines, caffeine  and  cocaine  and  peripheral  vas- 
oconstriction induced  by  epinephrine.  An  idiosyncratic 
susceptibility  of  certain  individuals  can  effect  drug 
fever.  Two  illustrations  are  intravascular  hemolysis 
following  intake  of  various  medications  in  patients 
with  glucose-6-phosphate  dehydrogenase  deficiency 
and  malignant  hyperthermia  subsequent  to  general 
anesthesia  in  people  with  abnormal  muscle  calcium 
metabolism.  Additionally,  some  medications  such  as 
amphotericin  B and  bleomycin  appear  to  be  intrinsi- 
cally pyrogenic  and  frequently  cause  fever  in  many 
recipients.3 

By  far  the  most  common  etiology  of  drug  fever  is 
hypersensitivity  in  which  the  drug  or  one  of  its  me- 
tabolites acts  as  the  inciting  antigen  which  stimulates 
production  of  antibody  and  consumption  of  comple- 
ment. Antigen-antibody  complexes  are  formed  and  en- 
dogenous pyrogen  is  released  from  leukocytes  with 
resultant  generation  of  fever.  In  some  instances  cell- 
mediated  immune  mechanisms  are  postulated  to  be 
responsible  for  drug  fever.4  In  our  series,  hypersen- 
sitivity accounted  for  approximately  two-thirds  of  cases 
of  drug  fever.  An  intrinsically  pyrogenic  agent  (am- 
photericin B)  caused  almost  one-third  of  cases  and  two 
cases  (due  to  thyroxine  and  theophylline)  were  related 


TABLE  2 


Drug  Fever  — Cost  Analysis 


Diagnostic  Procedure 

Cost  of 
Procedure 

Number  of 
Procedures 
Ordered 

Total  Cost 
of  Procedure 

Complete  blood  count 

$ 35.00 

15 

$ 525.00 

Blood  culture 

$ 50.00 

30 

$ 1,500.00 

Urine  culture 

$ 31.00 

14 

$ 434.00 

Chest  X-ray 

$ 74.00 

13 

$ 962.00 

CT  Scan 

$420.00 

4 

$ 1,680.00 

Physician  consult  in  hospital 

$ 75.00 

18 

$ 1,350.00 

Physician  consult  in  office 

$ 25.00 

3 

$ 75.00 

Other 

— 

— 

$11,239.00 
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to  the  pharmacologic  action  of  the  drug.  Although 
hypersensitivity  caused  the  majority  of  our  cases,  only 
five  patients  reported  a previous  drug  allergy. 

Almost  any  medication  can  produce  drug  fever,  but 
those  agents  most  commonly  incriminated  are  anti- 
biotics (amphotericin  B,  penicillins,  sulfonamides), 
chemotherapy  agents,  antihistamines,  barbiturates, 
methyldopa,  phenytoin,  procainamide,  quinidine  and 
salicylates.  Rarely  implicated  drugs  are  digitalis, 
chloramphenicol,  insulin  and  tetracylines.2  In  our  ex- 
perience. antibiotics  accounted  for  75  percent  of  cases 
of  drug  fever  of  which  the  majority  were  amphotericin 
B,  cephalosporins  and  penicillins. 

Conditions  which  favor  the  development  of  drug 
fever  include  serious  underlying  diseases,  administra- 
tion of  multiple  pharmacologic  agents  and  previous 
adverse  drug  reactions.  Fever  induced  by  medication 
typically  occurs  on  the  seventh  to  tenth  day  of  treat- 
ment and  causes  a progressive  elevation  of  tempera- 
ture. The  patient  looks  surprisingly  better  than  his  fever 
would  indicate  and  frequently  there  is  a pulse-tem- 
perature dissociation.  Fever  can  be  the  sole  manifes- 
tation of  drug  hypersensitivity  and  in  our  series  two- 
thirds  of  patients  presented  in  this  fashion.  Other  signs 
of  an  allergic  reaction  which  can  accompany  drug  fever 
include  rashes,  urticaria,  eosinophilia,  hepatitis,  pan- 
creatitis, nephritis  and  pneumonitis.2-5  In  our  patients, 
rash  was  the  most  common  concomitant  manifestation. 

The  diagnosis  of  drug  fever  also  implies  its  treatment 
and  consists  of  the  rapid  resolution  of  fever  when  the 
implicated  medication  is  withdrawn.  Reappearance  of 
fever  with  reinstitution  of  the  drug  confirms  the  di- 
agnosis but  is  dangerous  because  a more  serious  drug 
allergy  can  develop.3  The  demonstration  of  antibody 
or  a positive  skin  test  to  a drug  is  not  useful  because 
these  can  be  present  in  asymptomatic  individuals. 
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Be  prepared,  Doctor.  More  patients 
will  be  asking  about  colorectal  cancer. 
According  to  a survey*  conducted  by  the 
American  Cancer  Society,  many  people 
would  like  to  receive  more  information 
about  colorectal  cancer,  and  83%  said 
they  would  want  to  be  checked  for  it. 
Further,  they  are  learning  that  this  cancer 
can  be  detected  before  symptoms  appear. 
The  present  cure  rate  is  44%.  The  cure 
rate  could  be  as  high  as  75%,  with  early 
detection  and  appropriate  management. 

For  asymptomatic  persons  the  Society 
recommends  annual  digital  rectal  exam- 
ination at  age  40  and  over;  at  age  50  and 
over,  an  annual  stool  blood  test,  as  well  as 
sigmoidoscopy  every  three  to  five  years, 
following  two  initial  annual  negative 
sigmoidoscopies. 

We’re  here  to  help.  You  can  reach  us  at 
your  local  American  Cancer  Society  office 
or  write  to  our  Professional  Education 
Department  at  National  Headquarters, 

90  Park  Avenue,  New  York,  NY  10016. 

Ask  about  the  Society’s  Colorectal  Check 
program  of  professional  and  public 
education  for  the  early  detection  of 
colorectal  cancer. 


AMERICAN 
CANCER 
f SOCIETY® 


* "Cancer  of  the  Colon  and  Rectum:  Summary  of  Public 
Attitude  Survey,’'  Ca  33  359-365,  1983  (Nov.-Dee  ). 
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Recommend  The  University  Inn, 
When  You  Recommend  The 
University  Of  Alabama  Hospital, 


We  understand  that  patients  and  family  members  have  special  needs. 

As  an  affiliate  of  the  University  of  Alabama  Medical  Center,  UAB,  we  cater  to  meeting 
those  needs. 

We  have  just  completed  a million  dollar  renovation  effort  to  ensure  the  safety  and 
comfort  of  our  guests.  We  offer  a complimentary  shuttle  service  to  and  from  the  Birming- 
ham airport  and  the  Medical  Center  complex.  Our  restaurant  serves  three  meals  each  day 
and  prepares  special  diets  upon  request. 

Most  importantly,  the  daily  room  rate  is  only  $27  for  patients  and  visitors  to  the 
University  of  Alabama  Hospital. 

To  receive  the  special  rates,  guests  must  present  a discount  card  at  the  time  of  registration. 

To  order  the  discount  cards  for  your  patients,  complete  and  return  the  attached  coupon. 

To  make  a reservation  at  the  University  Inn,  tj  • •.  t 

telephone  (205)  933-7700.  Please  indicate  you  tllVGrSltY  1X1X1 
are  interested  in  the  special  hospital  rates.  * 
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Please  send  me University  Inn 

discount  cards  for  my  patients. 

Name 

Address 

City 


State 


Zip 


Telephone 


Mail  to: 

The  University  Inn 
951  South  18th  Street 


Birmingham,  AL  35205 
Telephone  (205)  933-7700 
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FAMILY  PRACTICE. 

A REWARDING  EXPERIENCE  IN 
ARMY  MEDICINE. 


THE  ARMY  RESERVE  IN  THE 
SOUTHEAST  NEEDS  PHYSICIANS  WHO 
SPECIALIZE  IN  FAMILY  PRACTICE,  TO 
JOIN  AN  EXCEPTIONAL  TEAM. 

WE  UNDERSTAND  THE  DEMANDS 
ON  A BUSY  PRACTITIONER.  SO  WE’RE 
FLEXIBLE  ABOUT  TIME,  PARTICULAR- 
LY WHEN  IT’S  TIME  YOU  WANT  TO 
SHARE  WITH  YOUR  COUNTRY. 

IN  THE  ARMY  RESERVE,  YOU’LL 
FIND  OPPORTUNITIES  THAT  ARE 
CHALLENGING  AND  VARIED.  OPPOR- 
TUNITIES TO  PARTICIPATE  IN  EX- 
CITING TRAINING  PROGRAMS  AND 
WORK  WITH  OUTSTANDING  PHYSI- 
CIANS FROM  EVERY  AREA  OF  THE 
COUNTRY  AND  TO  EXTEND  ASPECTS 
OF  YOUR  SPECIALITY.  WE  THINK  A 
FIRST  PHONE  CALL  COULD  PROVE  TO 
BE  REWARDING. 


THE  ACTIVE  ARMY  HAS  MORE 
SOLDIERS  WITH  FAMILIES  THAN  EVER 
BEFORE.  SO  WHEN  YOU  JOIN  THE  ARMY 
MEDICAL  TEAM  AS  A FAMILY  PRACTI- 
TIONER, EXPECT  TO  SPEND  MOST  OF  YOUR 
TIME  SERVING  NOT  ONLY  SOLDIERS,  BUT 
THEIR  SPOUSES  AND  CHILDREN,  TOO. 
WHAT’S  MORE,  YOU  WON’T  HAVE  TO 
WORRY  ABOUT  THE  PAPERWORK, 
MALPRACTICE  INSURANCE  PREMIUMS,  OR 
THE  COSTS  INCURRED  IN  RUNNING  A 
PRIVATE  PRACTICE. 

WORKING  WITH  A TEAM  OF  HIGHLY 
TRAINED  PROFESSIONALS,  YOU  CAN 
RECEIVE  ASSIGNMENTS  ALMOST 
ANYWHERE  IN  THE  U.S.  AS  WELL  AS 
OVERSEAS.  PLUS  UP  TO  30  DAYS  OF  PAID 
VACATION  AND  REASONABLE  WORK 
HOURS. 

ALL  IN  ALL,  YOUR  ARMY  FAMILY 
PRACTICE  WILL  BE  A REWARDING 
EXPERIENCE. 


TALK  TO  YOUR  LOCAL  U.S.  ARMY  OR  ARMY  RESERVE  MEDICAL  DEPARTMENT 
COUNSELOR  FOR  MORE  INFORMATION  ON  FAMILY  PRACTICE  IN  THE  ARMY. 


ARMY  MEDICINE 
MID-MEMPHIS  TOWER  BLD. 
SUITE  702 
1407  UNION  AVE. 
MEMPHIS,  TN  38104 
CALL  COLLECT:  (901)  521-2855 


ARMY  RESERVE  MEDICINE 
255  WEST  OXMOOR  RD. 

ROOM  R-105 
BIRMINGHAM,  AL  35209 
CALL  COLLECT:  (205)942-6570 


ARMY.  ARMY  RESERVE.  BE  ALLYOU  CAN  BE 


Youth  Fitness,  Exercise  and 
Health  Behavior:  A Brief  Review 

Michael  Culpepper,  Ed.D.* 

Teresa  Morrison,  O.T.R.t 


The  human  body  is  built  for  action,  not  rest.  His- 
torically, the  struggle  for  survival  necessitated  good 
physical  condition. 

However,  in  today’s  modem  society,  machines  have 
taken  an  ever  increasing  share  of  work  elements  that 
previously  were  accomplished  with  muscular  effort 
alone.  Therefore,  the  natural  and  vital  stimulation  that 
our  bodies  receive  through  physical  work  has  largely 
disappeared. 

An  analysis  of  U.S.  health  care  costs  shows  that 
more  than  half  of  the  $623  billion  annual  health  care 
cost  is  spent  on  treating  preventable  conditions  and 
that  at  least  one-fourth  of  the  costs  reflect  an  adverse 
personal  lifestyle,  particularly  the  abuse  of  alcohol  and 
cigarettes.* 1 

Circulatory  disorders  account  for  18%  of  all  costs 
of  illness,  while  sick  days  in  the  U.S.  will  cost  industry 
1.2  billion.'  2 The  increasing  costs  associated  with 
health  care  has  stimulated  public  policy  concerning 
such  measures  as  physical  fitness  to  enhance  health. 

Private  and  public  sectors  are  spending  an  estimated 
$5  billion  annually  on  employee  fitness  programs  be- 
cause management  is  convinced  that  prevention  and 
maintenance  are  the  best  hopes  for  reduction  of  health 
care  costs.2 


* liutruttiir.  Division  of  Orthopaedic  Surgery  and  Director  of  Research  at  the 
KcrwrQuanerWk  Spop,  Medicine  Institute.  University  of  Alabama  at  Birmingham. 
Birmingham.  Alabama  35294 

1 Pediatric  Therapist.  Department  of  Physical  ami  Occupational  Therapy.  The 

Children  s Hospital,  Birmingham.  Alabama  35233. 

Address  correspondence  to 

Michael  I.  Culpepper.  Ed.D 


There  has  been  a shift  of  emphasis  from  expensive 
high-tech  treatments  to  a greater  concern  for  wellness 
and  disease  prevention.  Money  that  is  invested  in  ac- 
tive recreation  and  physical  training  may  provide  a 10- 
fold  dividend  in  money  saved  on  medical  service  costs.3 
More  specifically,  attention  has  been  focused  on  the 
possible  role  of  physical  inactivity  in  the  genesis  of 
disease. 

Coronary  heart  disease  (CHD)  has  been  cited  as  the 
major  cause  of  death  and  disability  in  North  America.' 
More  than  half  of  adult  deaths  in  the  U.S.  can  be  linked 
to  CHD.4  hpidemiological  studies  have  identified  sev- 
eral risk  factors  associated  with  CHD.  These  include 
smoking,  high  blood  pressure,  elevated  serum  choles- 
terol and  triglycerides,  family  history  of  CHD,  obesity, 
and  inactivity. 

The  prevalence  of  CHD  risk  factors  in  children  ap- 
pears to  be  quite  high.  Coronary  heart  disease,  which 
results  in  arterial  damage  long  before  the  first  symp- 
toms appear,  has  been  shown  to  be  of  pediatric  origin. 
Deposition  of  fat  in  the  lining  of  major  arteries  begins 
during  infancy  and  can  be  quite  advanced  in  young 
adults.  Autopsies  performed  on  American  Korean  and 
Vietnam  war  casualties  (average  age  22)  revealed  that 
77%  and  55%  respectively  showed  signs  of  coronary 
heart  disease. 

Autopsies  performed  on  children  12-years-old  and 
less  killed  in  accidents  revealed  that  cholesterol  for- 
mation had  already  begun  on  the  arterial  walls.3 

A study  conducted  among  Iowa  public  school  chil- 
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dren  aged  6-18  indicated  that  70%  exhibited  some  risk 
factors  of  CHD,  1%  had  elevated  serum  cholesterol 
and  12%  were  at  least  20%  overweight.6 

A similar  study  conducted  among  Michigan  children 
aged  7-12  revealed  that  98%  had  one  or  more  of  the 
leading  risk  factors  and  13%  had  five  or  more.  In 
addition,  41%  had  high  cholesterol  levels  and  28% 
had  high  blood  pressure.7 

Of  the  approximately  2,000  high  school  football 
preseason  physical  exams  performed  annually  by  the 
Department  of  Adolescent  Medicine  and  the  Kemer- 
Quarterback  Institute  at  the  University  of  Alabama  at 
Birmingham,  a considerable  portion  of  these  “ath- 
letes” have  high  blood  pressure. 

Obesity  is  the  most  common  nutritional  disorder  in 
developed  nations. s Juvenile  obesity  has  been  recog- 
nized as  a predictor  of  adult  obesity.  It  has  been  es- 
timated that  one-third  of  ail  people  in  the  U.S.  under 
18  are  overweight.9  However,  only  recently  has  the 
management  of  childhood  obesity  received  attention. 

Additionally,  a recent  study  found  that  physicians’ 
perception  of  the  role  of  physical  education  in  the 
management  of  childhood  obesity  was  quite  low. 10  Re- 
search has  indicated  that  inactivity  is  apparently  the 
leading  causative  factor  in  determining  the  health  sta- 
tus of  an  individual,  including  obesity.  As  a result,  a 
variety  of  recommendations  regarding  diet,  exercise 
and  lifestyle  have  been  reported. 

Physical  fitness  has  been  shown  to  be  inversely  re- 
lated to  the  incidence  of  CHD."  Studies  have  shown 
that  inactive  individuals  run  a risk  of  death  from  CHD 
which  is  2-3  times  higher  than  that  run  by  active  in- 
dividuals.12 

Regular  physical  activity  will  favorably  influence 
serum  levels  of  cholesterol  and  triglycerides,  partic- 
ularly in  individuals  with  elevated  blood  lipid  levels. 5 
Exercise  can  be  a valuable  tool  in  therapeutic  regimes 
for  control  and  rehabilitation  of  other  health  related 
problems  as  well.  In  non-insulin  dependent  diabetic 
individuals,  glucose  tolerance  is  improved  with  regular 
exercise. 

In  those  individuals  with  diabetes  who  are  insulin 
dependent,  blood  glucose  levels  are  stabilized  and  in- 
sulin requirements  are  diminished.15  An  increase  in 
physical  activity  has  been  shown  to  benefit  certain 
chronic  disorders  of  the  central  nervous  system  and 
can  induce  considerable  gains  in  the  physical  capacities 
of  mentally  retarded  children.14  Regular  exercise  has 
been  shown  to  raise  the  seizure  threshold  of  an  epi- 
leptic individual.15 

Studies  have  supported  the  positive  contribution  an 
exercise  program  can  have  on  intellectual  performance 
and  academic  achievements  as  well  as  improving  self- 
confidence,  decreasing  behavior  problems,  and  reduc- 
ing symptoms  of  stress.16 

In  a study  conducted  among  French  youth,  relative 
to  controls,  physically  active  children  received  higher 


marks  in  French  Language,  math,  English  and  sci- 
ence.15 Children  who  participate  in  physical  activities 
tend  to  have  greater  peer  acceptance  and  overall  seem 
to  be  well  adjusted.  Table  1 summarizes  physiological 
and  psychological  benefits  of  exercise. 

In  light  of  existing  information,  the  ability  to  delay 
or  prevent  the  onset  of  health  conditions,  with  partic- 
ular reference  to  physical  activity,  should  be  of  major 
public  health  importance.  Since  leading  CHD  risk  fac- 
tors and  other  health  related  conditions  have  been  iden- 
tified in  childhood,  assessment  of  the  children’s  cur- 
rent physical  titness,  exercise  and  health  behavior  would 
seem  desirable. 

Maximal  oxygen  uptake  (V02  max)  has  been  estab- 
lished as  a measure  of  physical  fitness.  This  measure 
represents  the  maximum  rate  of  oxygen  transport  to 
exercising  muscles  and  is  influenced  by  ventilation, 
cardiac  output,  vascularization,  and  oxygen  utilization 
by  the  muscle. 

Any  muscular  activity  requiring  an  increase  in  ox- 
ygen uptake  will  improve  physical  condition.  Training 
the  cardiovascular-respiratory  system  can  increase  ox- 
ygen uptake  by  20%  or  more.'  - However,  testing  pro- 
cedures to  determine  V02  max  have  made  the  inclusion 
of  physical  fitness  measures  difficult  in  epidemiol- 
ogical studies. 

The  direct  testing  of  VO,  max  requires  an  extensive 
TABLE  1 


Physiological  and  psychological  benefits  of  exercise 


Physiological  Benefits  of  Exercise 

Increases 

Decreases 

Agglutination  litre  and 
phagocytic  activity 

Basal  metabolic  rate 
Capillary  blood  flow 

Cardiac  output 

High  density  lipoproteins 
Insulin  sensitivity 

Maximum  oxygen  uptake 
Oxidation  of  fats 

Total  blood  volume 
Ventilatory  efficiency 

Blood  pressure 

EKG  abnormalities 

Low  density  lipoproteins 
Muscle,  tendon,  bone  and 
ligamentous  atrophy 
Muscular  fatigue 

Osteoporosis 

Residua]  lung  volume 

Resting  heart  rate 

Total  cholesterol  and 
triglycerides 

Total  body  fat 

Psychological  Benefits  of  Exercise 

Increases 

Decreases 

Academic  performance 
Confidence 

Independence 

Intellectual  functioning 
Memory 

Mood 

Positive  body  image 

Self  control 

Well  being 

Work  efficiency 

Alcohol  and  other  drug  use 
Anger 

Anxiety 

Depression 

Hostility 

Job  absenteeism 

Psychotic  behavior 

Stress  response 

Tension 

Type  A behavior 

continued  on  page  27 
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Youth  FitneSS  continued  from  page  25 

laboratory,  is  expensive,  time  consuming  and  is  ad- 
versive  even  among  the  adult  population.  Therefore, 
alternative  testing  methods  have  been  developed. 

Attempts  have  been  made  to  construct  timed  or  dis- 
tance running  tests  as  predictors  of  V02  max  in  chil- 
dren. A 12-minute  run  test  and  a 1 .5-mile  run  test  have 
shown  to  be  a valid  test  of  V02  max,  especially  for 
children  over  age  12.4  However,  run  tests  under  1 mile 
(approximately  9 minutes)  show'  low  correlations  w'ith 
laboratory  determined  VOz  max.17 

Although  run  tests  generally  require  preliminary 
training  or  experience  and  are  difficult  to  perform  on 
children  who  are  not  highly  motivated,  studies  on  young 
children  suggest  that  reliable  measurements  are  pos- 
sible.1* 

The  American  Alliance  for  Health,  Physical  Edu- 
cation, Recreation  and  Dance  has  deveoloped  a health 
related  fitness  test  which  consists  of:  1)  assessment  of 
aerobic  capacity  by  distance  running,  2)  body  fatness 
by  skinfold  measurements,  3)  musculoskeletal  func- 
tion by  sit-ups  and  sit-and-reach  test.19 

A survey  of  Arizona,  Illinois  and  Oregon  physical 
education  teachers  revealed  that  81%  do  not  use  this 
test  in  assessing  the  fitness  of  their  children.20  Of  those 
that  use  the  test,  less  than  half  thought  parents  felt  that 
health  related  fitness  should  be  a part  of  physical  ed- 
ucation. However,  in  recent  decades,  several  fitness 
and  health  assessment  methodologies  have  been  per- 
formed on  children  and  youth. 

In  1954,  a study  showed  that  U.S.  children  were 
inferior  in  strength  and  flexibility  when  compared  to 
children  of  Switzerland,  Austria  and  Italy.21  In  1957, 
U.S.  children  performed  more  poorly  than  British, 
Danish,  South  African  and  Japanese  youth  in  a battery 
of  performance  tests.15 

These  findings  led  to  the  creation  of  the  President's 
Youth  Fitness  Council  and  emphasis  on  improving 
fitness  and  performance  scores.  As  a result,  when  the 
performance  tests  were  applied  to  youth  in  1963  and 
1964,  the  scores  showed  substantial  improvements. 
However,  no  further  gains  were  found  when  the  tests 
were  applied  again  in  1 975. 13 

A study  conducted  by  the  Nabisco  Brands,  Inc.  and 
the  Amateur  Athletic  Association  (AAU)  between  1979 
and  1981  revealed  that  the  fitness  level  of  boys  de- 
creased after  age  14  while  for  girls  a leveling  off  oc- 
curred at  age  12. 22  Other  studies  have  shown  that  chil- 
dren are  not  as  active  as  they  may  appear,  with  girls 
being  less  active  than  boys.23-2" 

More  recently,  a National  Children  and  Youth  Fit- 
ness Study  revealed  that  approximately  half  of  all 
American  children  and  youth  in  grades  5-12  do  not 
perform  minimum  weekly  requirements  of  vigorous 
physical  activity  needed  to  improve  or  maintain  ade- 
quate functioning  of  the  cardiovascular  system.24 


It  is  important  to  get  young  people  interested  in 
regular  physical  activity  at  an  early  age.  Children  and 
youth  must  acquire  an  understanding  and  motivation 
during  the  school  years  that  is  necessary  for  the  for- 
mulation of  good  health  habits.  More  than  80%  of  a 
child’s  physical  activity  occurs  outside  the  school.24 

Enrollment  in  physical  education  plays  a role  in 
determining  fitness  and  attitudes,  but  the  content  of 
the  programs,  variety  and  amount  of  activity  time  has 
a great  deal  of  influence  on  fitness  and  health  behavior. 
It  has  been  shown  that  students  exposed  to  a wide 
variety  of  activities  perform  better  on  fitness  assess- 
ments than  students  with  a more  restricted  exposure.24 

However,  over  the  past  few  years,  school  curricula 
have  tended  to  reduce  the  lime  available  for  exercise 
and  recreation.  In  addition,  there  seems  to  be  a need 
to  expand  physical  education  programs  beyond  com- 
petitive interscholastic  sports  activities.24 

Competitive  sports  plays  a large  role  in  the  physical 
activities  of  youth.  Many  youth  regard  exercise  largely 
as  a means  to  improve  athletic  skills  or  to  facilitate 
academic  performance. 

Over  3,000  patient  visits  were  made  last  year  at  the 
Kerner-Quarterback  Sports  Medicine  Institute  for 
sports-related  injuries.  The  role  of  fitness  as  a direct 
or  indirect  cause  of  many  of  these  injuries  is  an  in- 
teresting topic  of  discussion  and  an  area  of  needed 
research.  There  are  no  fitness  assessment  requirements 
for  high  school  sports  participation  in  Alabama. 

Nationwide.  5.5  million  youth  compete  in  inter- 
scholastic competition  in  a broad  program  including 
26  sports.25  Approximately  1.5  million  boys  compete 
in  high  school  football  alone.2*  However,  less  than 
1,500  will  go  on  to  play  professionally,  and  even  this 
lime  is  limited. 

On  the  other  hand,  30  million  American  adults  and 
youth  play  softball  as  a lifetime  physical  activity.27 
Activities  that  can  readily  be  carried  into  adulthood 
are  important.  The  average  5th  and  6th  grade  boy 
spends  51%  of  his  activity  time  on  lifetime  physical 
activity.  For  girls  the  same  age,  65.5%  of  their  activity 
time  is  spent  on  lifetime  physical  activities.24 

The  quality  of  this  time  is  dependent  upon  the  be- 
havioral attitudes  of  the  youth  which  have  been  de- 
veloped in  the  formative  years  of  the  individual. 

Certainly,  childhood  perceptions  concerning  phys- 
ical activities  influence  adult  health  behavior.  How- 
ever, it  has  been  shown  that  children  neither  Ieam  nor 
act  upon  health  information  any  more  readily  than 
adults.2*  Although  78%  of  U.S.  children  recognize  that 
cigarette  smoking  is  associated  with  lung  cancer  and 
CHD,  there  is  little  decline  in  the  number  of  pre- 
adolescents who  begin  to  smoke.15 

More  than  75%  of  adult  smokers  started  smoking 
as  a teenager  and  there  are  approximately  4 million 
teenage  smokers  in  this  country. 29  Advertising  cam- 
paigns promoting  “smokeless  tobacco”  and  alcohol 
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help  to  shape  the  health  behavioral  patterns  of  our 
youth.  Appetite,  which  at  one  time  may  have  been  a 
reliable  guide  to  a correctly  balanced  diet,  is  now  sim- 
ply one  aspect  of  a behavioral  pattern  which  can  be 
manipulated  by  food  manufacturers  and  the  social  en- 
vironment. 

There  are  too  few  studies  that  have  followed  children 
for  a sufficient  length  of  time  to  properly  evaluate  these 
factors.  The  impact  of  competitive  sports,  required 
exercise  programs,  adult  health  behavior  and  other 
factors  affecting  youth  health  and  health  behavior  need 
further  investigation. 

The  potential  benefits  of  regular  exercise  has  re- 
cently received  attention.  Exercise  has  been  shown  to 
provide  the  needed  stimulus  for  the  maintenance  of 
structural  and  functional  integrity  of  the  cardiovas- 
cular, musculoskeletal  and  autonomic  nervous  sys- 
tems. 

The  time  seems  ripe  for  the  clinician  to  direct  greater 
attention  to  positive  health  with  particular  reference  to 
the  role  of  exercise  in  optimizing  the  well-being  of  the 
developing  child. 

Physicians,  along  with  physical  and  health  educa- 
tors, should  establish  avenues  of  communication  with 
respect  to  research  and  education  in  the  field  of  fitness 
and  health  behavior. 

The  current  fitness  and  health  behavior  of  Alabama 
youth  is  not  well  defined.  The  longterm  health  benefits 
depend  upon  a continuation  of  promoting  appropriate 
physical  activity,  and  conducting  research  in  the  as- 
sessment of  physical  fitness  and  health  behavior  of 
youth.  S 
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NOTICE:  This  material  may 


Eye  Banking  Practices  in 

Alabama 

Doyce  V.  Williams,  B.S.,  M.A. 


Summary 

Modern  Eye  Banking  had  its  start  in  the 
mid-1940s.  However,  it  was  not  until  the  1960s 
that  eye  banking  grew  to  become  a movement 
or  even  a necessary  part  of  the  health  care 
system  in  the  state  of  Alabama.  The  Alabama 
Eye  and  Tissue  Bank  has  grown  rapidly  to 
become  one  of  the  largest  corneal  processing 
systems  in  the  United  States.  Even  though 
scheduled  corneal  transplant  surgery  exists  for 
all  Alabamians,  a larger  choice  of  quality,  vi- 
able tissue  could  provide  for  the  blind  or  vi- 
sionally  impaired  a greater  assurance  of  re- 
stored sight. 


Chief  Executive  Office,  Alabama  Eye  and  Tissue  Banks 


Corneal  transplant  surgery  remains  highly 
successful  in  restoring  sight.  The  contraindi- 
cations for  donor  tissue  should  be  known  by 
all  physicians  and  other  health  care  profes- 
sionals. The  public  should  be  made  aware  of 
the  vision  care  available  to  them  in  the  state 
of  Alabama.  The  general  public  should  be 
aware  of  how  to  become  a pre-pledged  eye  do- 
nor and  also  how  they  can  be  assured  that  their 
wished  are  carried  out  at  the  time  of  their  de- 
mise. 

Even  with  scheduled  transplant  surgery  for 
all  Alabamians,  the  need  for  medical  profes- 
sionals to  be  oriented  and  education  towards 
the  multi-organ  and  tissue  donations  is  impor- 
tant. 
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History 

In  the  mid  1940s  it  became  apparent  that  penetrating 
keratoplasty  was  no  longer  an  experimental  tech- 
nique, but  had  become  an  established  part  of  ophthalmic 
surgery.'  Surgeons  were  trained  to  perform  comeal 
transplants  in  the  1940s  and  1950s  at  various  locations 
in  the  United  states.  In  the  early  decades  of  corneal 
transplant  surgery,  the  lack  of  suitable  donor  tissue 
and  microscopic  surgical  equipment  impeded  the 
growth  and  results  of  the  procedure.  At  that  time  there 
were  eye  banks  that  were  well  organized  and  provided 
a quality  service  to  the  surgeons  and  the  patients  need- 
ing the  tissue.  However,  there  were  also  those  who 
jeopardized  the  movement  by  their  disregard  for  med- 
ical ethics  and  scientific  detail.2 

Due  to  this  disregard,  the  American  Academy  of 
Ophthalmology  and  Otolaryngology  appointed  a com- 
mittee to  survey  the  status  of  eye  banks  in  the  United 
States.  The  report  of  the  committee  outlined  the  con- 
fusion that  existed  in  the  eye  banking  movement  at 
that  time,  and  the  lack  of  medical  control  which  is 
essential  to  good  eye  bank  management.3  Later,  in  the 
American  Journal  Ophthalmology  an  editorial  that  ap- 
peared stated,  “where  there  is  no  control  of  either 
policy,  funds,  or  publicity  by  ophthalmologists,  there 
is  a notorious  disregard  for  medical  ethics  and  scientific 
endeavors.4 

From  this  need  for  medical  ethical  standards,  the 
Eye  Bank  Association  of  America  (EBAA),  was  es- 
tablished. It  was  chartered  in  1961 , under  the  direction 
of  the  American  Academy  of  Ophthalmology.  Today 
the  EBAA  certifies  eye  banks  in  North  America,  Can- 
ada, and  some  Latin  American  areas.  A Code  of  Ethics 
has  been  written  since  its  incorporation. 

Presently  the  Alabama  Eye  and  Tissue  Bank  is  the 
only  statewide  Eye  Bank  system  in  Alabama.  It  is  the 
only  accredited  and  certified  Eye  Bank  under  the  rules 
and  standards  of  the  American  Academy  of  Ophthal- 
mology, and  the  Eye  Bank  Association  of  America, 
in  the  State  of  Alabama. 

The  first  corneal  transplant  in  the  state  of  Alabama 
was  performed  in  1948  by  ophthalmologist,  Alston 
Callahan,  of  the  Eye  Foundation  Hospital  in  Birming- 
ham at  the  University  of  Alabama  Hospital.  The  Uni- 
versity of  Alabama,  School  of  Medicine,  Department 
of  Ophthalmology,  organized  the  first  tissue  procure- 
ment program  of  donor  eyes  in  1963.  The  Alabama 
Lions  Eye  Bank  was  organized  in  1969  under  the  aus- 
pices of  Alabama  Sight  Conservation  Association.  In 
March  of  1984,  the  Alabama  Eye  and  Tissue  Bank 
was  established  as  a 501  C3  non-profit  organization  in 
the  state  of  Alabama  and  accepted  the  task  of  operating 
and  building  the  statewide  system. 

As  of  1985,  the  AETB  is  the  eighth  largest  user  of 
comeal  tissue  locally  within  the  EBAA.  The  office  and 
staff  in  the  Birmingham  headquarters,  along  with  re- 


gional offices  in  Mobile  and  Huntsville,  provide  cor- 
neal tissue  for  scheduled  transplant  surgery  for  all  Al- 
abamians. In  addition,  the  bank  has  provided  national 
programs  and  materials  for  various  other  eye  banks  in 
North  and  South  America.  The  AETB  also  provide  a 
scheduled  endothelial  specular  microscopy  service  to 
all  patients  in  Alabama.  In  the  recent  past,  the  eye 
bank  has  become  a large  provider  of  research  tissue 
with  service  to  over  10  major  research  centers  through- 
out the  United  States. 

Corneal  Storage  Notes 

By  the  1960s  ophthalmologists  began  experimenting 
with  freezing  corneas  in  the  industrial  solvent  dimethyl 
suffoxide  at  a temperature  of  -70  C.3  By  this  method 
corneas  were  stored  for  longer  than  24  hours. 

In  1974,  the  development  of  the  McCary  Kauffman 
cornea  preservation  solution  allowed  for  corneas  to  be 
used  successfully  for  up  to  72  hours  post  mortem.6 

In  1986,  with  the  newly  announced  enhanced  MK- 
199  formula,  storage  for  up  to  10-days  is  possible.7 
There  are  other  techniques  of  corneal  storage  being 
studied,  including  organ  culture,8  and  tissue-cultured 
comeal  endothelium,9  allowing  storage  for  up  to  three 
weeks. 

Preservation  of  corneas  and  sclera  by  dehydration 
in  glycerine  with  molecular  sieves  and  storage  at  room 
temperature  encourages  the  use  of  unsuitable  tissue  for 
research.  This  latter  preservation  method  allows  tissue 
to  be  retained  for  up  to  six-months.10 

The  Need 

In  Alabama,  through  the  Alabama  Eye  and  Tissue 
Bank  there  was  1,050  eyes  provided  for  research  and 
comeal  transplants  in  the  fiscal  year  of  1984-85.  The 
majority  of  tissues  were  used  in  Alabama.  In  Alabama 
there  are  approximately  850  comeal  tissues  needed  for 
penetrating  keratoplasty  or  refractive  surgeries  an- 
nually. In  fiscal  year  1985,  the  AETB  was  a supplier 
of  ocular  research  tissue  to  over  ten  major  research 
centers  in  the  United  States. 

Modern  Tissue  Procurement 

There  has  been  an  overwhelming  increase  in  cornea 
donations  in  the  state  of  Alabama  since  1980."  Ag- 
gressive counseling,  hospital  contract  agreements, 
public  education,  nursing  and  physicians  support,  and 
funeral  directors  participation  has  lead  to  a consistent 
increase  in  tissue  donations  in  Alabama.  The  AETB 
has  averaged  twice  the  national  rate  in  tissue  procure- 
ment since  1980. 12 

Contraindications  to  Using  Corneal  Tissue  for 

Transplant  and  General  Donor  Information 

Table  one  is  a review  of  the  contraindicaitons  for 
use  of  comeal  tissue  for  keratoplasty.  Even  though 
these  contraindications  prohibit  the  comeal  tissue  use 


30  / Alabama  Medicine,  The  Journal  of  MASA 


for  penetrating  keratoplasties,  it  does  not  prohibit  the 
tissue  for  use  invital  research  or  teaching.  Age  is  not 
a factor,  and  donor  ocular  problems  such  as  cataracts, 
mv0pia,  hyperopia,  and  astigmatism  can  be  used  for 
transplant.  Eyes  that  have  had  comeal  infections,  glau- 
coma, intraocular  surgery,  penetration  trauma,  or  he- 
reditary diseases  of  the  comeal  would  not  be  suitable 
for  transplantation,  but  could  be  useful  for  research.1-1 
It  should  be  noted  that  solid  neoplasms  and  even  most 
metastases  are  not  contraindications  to  corneal  trans- 
plants. 

TABLE  1 

Contraindications  to  Use  of  Corneas  for  Transplant 


A.  Death  of  Unknown  Cause 

B.  Systemic  Infections 

1.  Rubella 

2.  Encephalitis 

3.  Cytomegalovirus  brain  infection 

4.  Septicemia 

5.  Hepatitis 

6.  Rabies 

7.  Syphilis 

8.  AIDS  (Acquired  Immune  Deficiency  Syndrome) 

9.  Meningitis 

10.  Viral  pneumonia 

11.  Pulmonary  tuberculosis 

C.  CNS  Degenerative  Disease 

1.  Creutzfeldt-Jakob  Disease 

2.  Panencephalitis 

3.  Multifocal  Leukoencephalopathy 

D.  Neoplasms 

1.  Blast  form  leukemia 

2.  Hodgkins  Disease 

3.  Lymphosarcoma 


Professional  Organ  Procurement  Cooperation 
in  Alabama 

The  Alabama  Eye  and  Tissue  Bank  has  an  ideal 
relationship  with  the  Alabama  Regional  Organ  Bank 
(AROB).  The  AETB’s  current  objectives  pertain  to 
the  procurement  of  ocular  tissue,  while  the  AROB 
collects  vital  organs.  Due  to  the  flexibility  of  time  for 
the  procurement  of  an  eye  donor  compared  to  a vital 
organ  donor,  the  organ  bank  personnel  performs  their 
procedures  first  when  a multi-organ  donor  is  identified. 

In  Huntsville,  Mobile  and  Birmingham  the  highly 
trained  professional  and  full-time  staff  of  the  Eye  Bank 
performs  the  majority  of  enucleations.  Throughout  Al- 
abama, some  150  funeral  directors  have  volunteered 
their  time  and  money  to  serve  as  technicians  for  the 
Eye  Bank.  These  funeral  directors  have  completed  re- 
quirements set  by  the  University  of  Alabama,  School 
of  Medicine,  the  Alabama  State  Law,  the  Alabama 
Eye  and  Tissue  Bank  and  the  Eye  Foundation  Hospital. 

There  are  literally  hundreds  of  other  liaison  health 
care  professionals  who  assist  the  Eye  Bank  in  giving 
sight.  These  individuals,  under  state  law,  cannot  re- 


move or  perform  the  sterile  enucleation  technique. 
However,  they  do  perform  an  equally  vital  role  in  the 
work  by  counseling  the  next-of-kin  at  the  time  of  death 
of  a loved  one. 

There  are  other  groups  of  people  who  can  have  an 
extremely  important  role  in  the  journey  for  sight.  Some 
of  these  support  people  are  clergy,  nursing  and  hospital 
care  programs  personnel,  law  enforcement  individuals, 
and  the  civic  community.  It  is  hoped  that  each  will 
realize  the  role  that  he  must  play  for  the  restoring  of 
sight  to  the  comeal  blind  of  this  state. 

How  Can  One  Pre-Pledge  His  Organs  or  Eyes 

According  to  the  latest  Gallop  poll,  93  percent  of 
all  Americans  have  either  heard  or  read  about  trans- 
plants.14 One  may  ask,  why  then  are  there  no  more 
people  actually  donating  their  eyes?  Perhaps  the  an- 
swers lies  in  the  fact  that  most  Americans  and  thus 
Alabamians,  are  not  properly  educated  and  aware  of 
the  steps  necessary  to  be  a pre-pledge  eye  donor.  In 
Alabama,  one  can  become  a pre-pledge  eye  donor  by 
signing  a pre-pledged  eye  donor  card.  These  cards  can 
be  obtained  by  various  sources  such  as  probate  court 
offices  in  each  county.  Lions  Clubs  members  through- 
out Alabama,  local  ophthalmologists,  funeral  estab- 
lishments, and  by  corresponding  with  the  Alabama  Eye 
and  Tissue  Bank. 

Still  another  effective  way  to  become  a pre-pledged 
eye  donor  is  by  registering  one’s  wishes  on  one’s  Al- 
abama driver’s  license  or  by  registering  as  an  Uniform 
Anatomical  gift  donor  with  the  University  of  Alabama 
at  Birmingham  or  at  the  University  of  South  Alabama 
in  Mobile,  in  the  human  anatomy  departments. 

Due  to  the  cause,  time  or  circumstances  of  one’s 
death,  most  pre-pledged  eye  commitments  are  over- 
looked. Even  with  the  best  of  intentions,  most  pre- 
pledged eye  donors  never  become  actual  donors.  How- 
ever, the  next-of-kin  can  make  that  decision  for  the 
deceased.  Indeed,  the  best  way  for  a person  to  have 
his  washes  carried  out  is  by  informing  his  clergy,  per- 
sonal physician,  funeral  director  and  immediate  family 
members. 

Physicians,  nurses  and  other  health  care  profession- 
als would  add  a new  fulfillment  to  job  goals  and  to 
another’s  happiness,  if  he/she  would  counsel  the  next- 
of-kin  at  the  time  of  death  about  the  importance  of  an 
eye  donation. 

For  more  information,  contact  the  Alabama  Eye  and 
Tissue  Bank  at  one  of  the  following  locations: 

Birmingham  Headquarters 
Post  Office  Box  55322 
Birmingham,  AL  35255-5322 
(205)  939-3937  (EYES) 

Southwest  Regional  Office 
245 1 Fillingim  Street 
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Mastin  Building 
Mobile,  AL  36609 
(205)  476-3937  (EYES) 

North  Alabama  Regional  Office 
Post  Office  Box  579 
Birmingham,  AL  35804 
(205)  534-3937  (EYES) 

Growth  of  Eye  Banking  in  Alabama 

The  Alabama  Eye  and  Tissue  Bank  compared  to  the 
national  average  of  procurements  among  eye  banks  in 
North  America  has  obtained  record  growth  in  the  area 
of  tissue  procurement.15  To  gain  a better  perspective 
of  the  fact,  more  tissue  was  donated  and  thus  more 
Alabamians  were  given  sight  in  the  last  24  months 
than  was  given  to  Alabamians  in  the  entire  decade  of 
the  1 960’s  and  1970’s  together. 

The  Need  and  a Commentary  on  the  Position 
Statement  of  the  Eye  Bank 

Some  years  ago,  the  Alabama  Eye  and  Tissue  Bank 
decided  that  in  order  to  meet  the  enormous  state  and 
regional- wide  need  for  corneas,  systems  would  have 
to  be  established  to  more  efficiently  collect  and  dis- 
tribute tissue  rapidly  and  on  a large  scale.  This  required 
professionalization  and  accumulation  of  capital.  Today 
the  results  of  the  decision  are  apparent.  In  the  future, 
the  need  for  medical  orientation  in  modem  eye  banking 
will  be  imperative.  The  policy-makers  and  profes- 
sional staff  will  need  greater  training  and  ability  than 
ever  before.  With  the  advent  of  eye  banking  becoming 
an  extension  to  the  comeal  surgery  health  care  profes- 
sionals, lay  and  support  groups  will  need  a clear  un- 
derstanding of  their  role  in  GIVING  THE  GIFT  OF 
SIGHT. 
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Everybody  Wants 
To  Be  Creative. 

Business  decisions  are  a fact  of  life.  But  I 
spend  most  of  my  time  with  my  patients.  So 
when  it  came  to  solving  my  transportation 
problems,  I called  on  the  specialists  at 
Creative  Leasing. 

Leasing  with  Creative  is  convenient 
Creative  ordered  the  exact  car  I wanted, 
bought  my  used  car,  purchased  and  installed 
tags.  They  also  provide  complete  maintenance 
services  and  a loaner  car  when  needed. 
Creative  even  picks  up  and  delivers! 

When  it  comes  to  convenience  and 
maximizing  cash  flow,  Creative’s  got  the  cure! 
If  you’d  like  more  information  on  Creatives’ 
custom  leasing  plans,  call  one  of  our  four 
Alabama  offices. 


Birmingham  251-0137 
Montgomery  264-8421 
Tuscaloosa  345-6494 

Huntsville  880-0175 

creative 

leasing 
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Out  Patient 

Diagnostic  Radiology  Center 


Alabama's  Most  Modem  Facilities  Available 

C.A.T.  Scan 

Head  and  total  body  scan 

Ultrasonography 

Studies  during  pregnancy,  gallbladder,  etc. 

Mammography 

Low  level  radiation  cancer  survey 

General  Diagnostic  Radiology 

Certified  black  lung  survey,  G.l.  studies,  I.V.R,  tomography,  etc. 

Diagnostic  testing  and  report  within  24  hours 


Norwood  Clinic 

1 625  25th  Street  North 
Birmingham,  Alabama 

Appointments  call  (205)252-0261 

250-6837 
WATS  Line  1-800-272-6481 


Stress  Management  Applications 
Raising  Awareness  for 
Effective  Self-help 

Roy  G.  White,  Ed.D.* 


Stress  is  one  of  the  most  frequently  studied  com- 
ponents of  human  life  today.  There  is  now  a wide- 
spread awareness  that  stress  is  an  integral  part  of  life, 
essential  to  human  growth  and  development.  At  the 
same  time,  the  amount  of  stress  experienced  in  con- 
temporary society  has  become  excessive  and  harmful 
(Numerof,  1983). 

Hans  Selye  (1956),  pioneer  in  stress  research,  has 
provided  the  standard  working  definition  for  the  stress 
response.  He  has  described  this  response  as  the  human 
organism’s  nonspecific  response  to  change  and  labeled 
this  response  as  the  General  Adaptation  Syndrome 
(GAS).  What  are  the  effects  on  an  individual  who 
experiences  this  syndrome  very  frequently? 

“All  types  of  stress,  regardless  of  the  source,  cause 
the  same  physical  reactions;  for  example,  getting  mar- 
ried and  getting  fired  trigger  the  same  physiological 
response  involving  the  autonomic  nervous  system  and 
the  endocrine-gland  system  (especially  the  pituitary, 
thyroid,  and  adrenal  glands). 


* Management  Training  Specialist.  UAB. 


“Under  normal  circumstances,  these  systems  work 
to  maintain  our  bodily  processes  (heart  rate,  blood 
pressure,  metabolism,  and  so  on)  in  a physiological 
equilibrium.  When  we  experience  stress,  the  equilib- 
rium is  disrupted  because  these  systems  start  equipping 
our  bodies  to  either  fight  or  take  flight  from  the  stres- 
sors we  encounter. 

“Fighting  and/or  running  away  were  appropriate 
responses  to  most  stressors  experienced  by  prehistoric 
humans,  but  they  are  seldom  appropriate  for  us  today. 
Because  we  in  modern  society  have  no  complete  outlet 
for  our  stress  responses,  eventually  we  experience  un- 
desirable manifestations  of  strain,  such  as  hyperten- 
sion, increased  smoking  or  drinking,  irritability, 
depression,  sleep  problems,  and  so  on.”  (Adams,  1980) 

An  effective  stress  management  program  is  then 
integral  to  controlling  stress-related  hypertension, 
smoking  and  drinking.  Since  unrecognized  stressors 
cannot  be  managed,  one  of  the  first  steps  in  assisting 
individuals  with  a stress  management  program  is  the 
identification  of  recent  life  events  which  have  been 
highly  stressful.  The  work  of  Holmes  and  Rahe  has 
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been  important  in  providing  a tool  for  gaining  such 
insight. 

The  Schedule  of  Recent  Experiences  was  developed 
by  T.  H.  Holmes  and  R.  H.  Rahe  to  provide  a measure 
of  the  relative  severity  of  psychosocial  stressors.  This 
instrument  requires  subjects  or  patients  to  check  off 
events  which  have  happened  to  them  within  the  last 
one  to  two  years.  Each  event  is  weighted  to  reflect  the 
degree  of  disruption  which  would  occur  in  the  life  of 
an  average  person  who  might  experience  it  (Cochrane 
and  Robertson.  1973). 

The  Schedule  of  Recent  Experience  (S.R.E.)  has 
been  widely  and  variously  used  by  physicians,  mental 
health  professionals,  management  trainers  and  others. 
It  has  proven  to  be  a useful  tool  in  assisting  patients, 
clients,  and  workshop  participants  in  the  identification 
of  major  life  events  involving  significant  change  and 
adaptation.  Some  of  the  events  which  are  weighted 
most  heavily  are  death  of  a spouse  (100),  divorce  (73), 
marital  separation  (65),  death  of  another  family  mem- 
ber (63). 

The  increased  awareness  provided  by  the  S.R.E. 
provides  important  information  for  planning  a personal 
stress  management  program.  This  knowledge  is  a pre- 
requisite for  addressing  unresolved  issues  and  conflicts 
related  to  major  life  changes. 


The  components  of  an  effective  stress  management 
program  include: 

1 . aerobic  exercise 

2.  balanced  nutritional  intake 

3.  self-awareness 

4.  relaxation  techniques 

5.  life-planning  (including  time  management) 

(Adams,  1980). 

When  these  stress  management  approaches  are  tai- 
lored to  individual  needs,  alternative,  healthy  patterns 
can  be  developed  which  provide  support  in  eliminating 
smoking,  overweight,  and  excessive  alcohol  intake. 
The  stress  management  literature  is  vast  and  growing 
and  provides  a rich  resource  for  physicians,  mental 
health  professionals  and  management  trainers  in  as- 
sisting individuals  with  adjustment  to  problems  of 
adapting  to  change  in  contemporary  society. 
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Current  Status  of  Family  Practice 
Obstetrics  in  Alabama 

Henry  L.  Darnell,  Jr.,  M.D.* 


Purpose 

1.  To  determine  current  attitudes  and  involvement  in 
Obstetrics  by  Family  Practitioners  in  Alabama. 

2.  To  evaluate  the  impact  of  the  current  malpractice 
crisis  on  these  practitioners. 

3.  To  plan  future  obstetrical  training  needs  of  Family 
Practice  residents. 

Method 

A survey  was  mailed  to  all  533  members  of  The 
Alabama  Academy  of  Family  Practice  in  February, 
1986.  A follow  up  was  mailed  in  March  of  1986.  Three 
hundred  sixty-six  (69%)  of  these  physicians  were  kind 
enough  to  respond.  Fourteen  respondents  were  no 
longer  actively  practicing  medicine. 


‘Medical  Director,  Carraway  Family  Practice  Residency  Program,  Fellow  Amer- 
ican Academy  of  Family  Practice,  Diplomate  American  Board  of  Family  Practice, 
Clinical  Assistant  Professor,  Medical  College  of  Alabama. 


Findings 

The  average  Family  Practitioner  sees  149  patients 
per  week.  His  office  is  open  50  weeks  each  year.  Solo 
Practice  is  preferred  by  57%  of  our  physicians.  Group 
Practice  is  favored  by  31%.  It  was  interesting  to  note 
that  7%  of  our  members  are  now  engaged  in  full  time 
academic  medicine,  3%  are  hospital  based,  primarily 
involved  in  full  time  Emergency  Room  coverage. 
HMOs  are  emerging  in  Alabama  with  2%  of  our  mem- 
bers working  in  those  programs.  Small  towns  (less 
than  50,000)  are  preferred  by  67%  of  our  members. 
Only  16%  prefer  to  practice  in  cities  with  populations 
in  excess  of  200,000. 

Malpractice 

Increasing  concern  over  large  judgements  is  re- 
flected in  the  malpractice  insurance  coverage  that  our 
colleagues  have  selected.  Only  4%  elected  to  carry 
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less  than  $600,000,  65%  chose  coverage  in  excess  of 

$1,000,000. 

The  average  non  OB  Family  Practice  malpractice 
insurance  premium  for  1985  was  $4962.  The  average 
reported  for  1986  is  $5263  (6%  increase).  Only  169 
(33%)  of  the  respondents  had  received  premium  no- 
tices for  1986.  Family  Practioners  doing  obstetrics  paid 
an  average  of  $8 , 1 1 1 in  1 985 , the  1 986  rates  averaged 
$12,378,  which  represents  a 53%  increase.  This  is 
graphically  represented  in  chart  1 . 

Malpractice  suits  have  become  a major  problem  for 
our  physicians.  One  hundred  respondents  (29%)  had 
claims  filed  against  them  in  the  past  five  years.  It  was 
significant  that  39%  of  these  claims  were  either  settled 
out  of  court  or  prosecution  was  not  pursued. 

Physicians  reported  that  102  cases  were  prosecuted. 
They  were  distributed  as  follows: 


Internal  Medicine 

42 

Surgery 

20 

Obstetrics 

18 

Pediatrics 

11 

Other 

11 

Each  physician  was  asked  what  changes  were  made 
in  his  practice  due  to  malpractice  pressures,  the  re- 
sponses were: 


No  charge 

44% 

Quit  OB 

21% 

Defensive  Medicine 

19% 

Quit  Surgery 

11% 

Quit  Orthopedics 

4% 

Each  physician  was  asked  to  rate  the  severity  of  the 
malpractice  problem.  Sixty-eight  percent  of  the  phy- 
sicians rate  the  malpractice  problem  as  severe.  Twenty  - 
nine  percent  rated  the  problem  as  moderately  severe. 
Only  3%  rated  the  problem  as  mild. 


Obstetrics 

Family  practitioners  have  historically  had  a strong 
interest  in  obstetrics.  77%  of  our  practioners  have  at 
some  time  actively  engaged  in  obstetrical  practice.  The 
past  five  years  have  shown  a marked  decline  in  this 
interest.  Five  years  ago  56%  were  active  in  obstetrics, 
in  1986  only  13.6%  are  delivering.  This  is  graphically 
represented  in  chart  2. 

Obstetrical  care  is  now  unavailable  in  18%  of  the 
communities  that  do  have  Family  Practitioners.  The 
average  distance  to  OB  care  for  these  patients  is  29 
miles. 


Chari  1 


1980 

NUMBER  OF  FAMILY  PHYSICIANS  PRACTICING  OBSTETRICS 
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Ninety-nine  of  our  respondents  delivered  6063  ba- 
bies last  year.  This  averages  61  deliveries  per  physi- 
cian. 

The  decision  by  Mutual  Assurance  Society  of  Al- 
abama (MAS A)  not  to  offer  obstetrical  coverage  to 
physicians  who  were  not  certified  to  do  caesarian  sec- 
tions results  in  23  practitioners  giving  up  that  portion 
of  their  practice. 

Only  38  of  the  Family  Physicians  planning  to  con- 
tinue obstetrics  are  doing  their  own  c-sections.  The 
remaining  12  are  having  their  sections  done  by  other 
physicians,  since  their  insurance  carriers  have  not  as 
yet  required  them  to  be  certified  to  perform  them. 
Should  their  carriers  follow  the  lead  of  Mutual  As- 
surance, they  would  also  be  unable  to  continue  ob- 
stetrical practice. 

Conclusions 

Malpractice  concerns,  and  restrictions  in  insurance 
coverage  are  having  a devastating  effect  on  the  par- 


ticipation of  Alabama  Family  Physicians  in  delivering 
obstetrical  care. 

The  rural  population  of  Alabama  will  find  it  more 
difficult  to  obtain  convenient  obstetrical  care. 

The  practitioner  must  do  a high  volume  of  obstetrical 
cases  to  make  it  economically  feasible,  and  the  fee  per 
case  will  be  significantly  increased. 

Advanced  obstetrical  training  is  imperative  for  any 
Family  Physician  planning  to  do  obstetrics. 

Family  Practice  residency  training  programs  will 
have  to  re-evaluate  their  current  obstetrical  training 
programs  to  equate  present  training  with  the  more  strin- 
gent demands  being  made  on  the  Family  Practitioner. 

Major  modifications  must  be  made  if  obstetrics  is 
to  continue  as  part  of  the  Family  Practice  curriculum. 
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Why  Can’t  We  Do  A Better  Job 
Controlling  Rheumatoid  Arthritis? 

James  D.  Nettles,  M.D.* 


I.  Semantics 

From  an  etymologist  standpoint,  rheumatoid  arthri- 
tis could  be  defined  as  the  flowing  of  fluid-like 
material  through  joints. 

From  a clinician’s  standpoint,  it  would  mean  the 
myriad  of  complaints  that  a patient  presents  himself 
with. 

From  a scientific  standpoint,  it  would  mean  those 
identifiable  signs  which  we  can  identify  because  of 
this  flowing  of  fluids  which  are  not  any  of  the  follow- 
ing: 

Subacute  Lupus  Erythematosis 
Rheumatic  Fever 
Juvenile  Arthritis 
Ankylosing  Spondylitis 
Reiter’s  Syndrome 
Psoriasis,  etc. 

* Arlington,  Wilcox  County,  Alabama. 


Vasculitis,  etc. 

Wegener’s  Granulomatosis 
Behcet’s  Syndrome 
Familial  Mediterranean  Fever 
Lymphoproliferative  Disease 
Immune  Deficiency  Syndrome 
regardless  of  contributing 
factors 
Many  others. 

In  other  words,  if  this  flowing  fluid  is  trapped  or 
fixed  at  a certain  site  or  by  certain  means,  we  then 
take  it  out  of  the  catch-all  trap  of  rheumatoid  arthritis 
and  give  it  a specific  entity  within  itself.  This  is  prob- 
ably how  specific  arthritides  like  luetic,  infectious, 
traumatic,  gouty,  hematologic,  heavy  metal,  allergic, 
and  many  others  got  removed  from  the  all  inclusive 
term  and  each  was  given  more  specific  entities.  Cer- 
tainly, we  could  go  on  indefinitely  refining  rheumatoid 
arthritis,  and  rightly  so,  we  should. 
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II.  Pathological  Physiology  and  Laboratory  Test 
Which  Might  Be  Significant 

From  a pathophysiological  viewpoint,  let  us  now 
reclarify  what  we  think  or  have  reason  to  believe  is 
going  on  with  this  flowing  of  fluids  (humor  if  you  will 
accept  the  many  meanings  of  humor)  throughout  the 
body  and  especially  the  joints. 

A)  The  Erythrocyte  Sedimentation  Rate.  This  is  an 
indirect  result  of  this  “fluid-like  material  flowing 
through  joints”  and  is  reflective  of  many  probabilities. 
The  three  factors  which  make  this  vary  are  ( 1 ) surface 
free  energy  of  the  cell,  (2)  charges  carried  by  the  cell 
itself  known  as  Zeta  potential,  and  (3)  dielectric  con- 
stant of  the  support  media.1  This  rate  can  be  changed 
by  (a)  the  relative  increase  of  the  symmetrical  mole- 
cules; namely  immunoglobulins  and  (b)  the  relative 
decrease  in  symmetrical  molecules  such  as  fibrinogen. 

B)  Plasma  Viscosity.2  This  would  be  more  reliable 
as  it  eliminates  the  factors  influenced  by  cells,  etc. 
Unfortunately,  plasma  viscosity  is  not  as  practical  or 
readily  available. 

C)  Acute  Phase  Proteins .3  This  has  been  in  our 
jargon  for  over  55  years.  We  need  to  redefine  this  into 
more  specific  expressions  such  as  these: 


1.  Proteins  found  in  the  system  where  rheumatoid 
reaction  has  developed,  and  proteins  found  in  the  unex- 
posed human  to  the  rheumatoid  factors. 

a)  C-reactive  protein  is  the  one  we  think  existed  in 
insignificant  amount  (6.5  mgm  lcc  of  serum). 

b)  Proteins  present  in  appreciable  amounts. 

i)  Coagulation  Proteins 

i)  Fibrinogen 

ii)  Prothrombin 

iii)  Factor  VIII 

iv)  Plasminogen 

ii)  Protease  Inhibitors 

i)  LI -Anti  Trypsin 

ii)  LI -Anti  Chymotrypsin 

iii)  L2-Macro  Globulin 

iii)  Haptoglobins 

i)  Hemopexin 

ii)  Transferrin 

iii)  Caeruloplasmin 

2.  Complement  Components.4  This  is  composed  of 
18  plasma  proteins  and  is  the  principal  humoral  ef- 
fector of  immunologically  induced  inflammation.  Here 
is  the  area  where  we  place  the  immunologically  in- 
duced nonspecific  resistance  to  infections  and  where 
we  also  tag  the  pathogenesis  of  tissue  injury.  The  prod- 
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ucts  of  complement  activation  regulate  a number  of 
biologic  events. 

a)  Release  of  mediators  from  mast  cells. 

1)  This  increases  vascular  permeability. 

2)  Promotes  smooth  muscle  contraction. 

3)  Promotes  chemotaxis  of  neutrophils,  mono- 
nuclear cells,  eosinophils,  and  phagocytosis 
by  immune  adherence. 

4)  Solubilization  of  immune  complexes,  cell 
membrane  lysis,  neutralization  of  viruses, 
and  the  killing  of  certain  bacteria. 

b)  Activated  by  two  known  pathways  and  one  un- 
known 

1 ) Classical  with  effector  sequence 

2)  Alternative  Pathways 

3)  Probable  but  not  yet  completely  ascertained 

4)  Influenced  by  control  proteins 

D)  The  Acute  Phase  Response.  The  most  sensitive 
cell  that  we  think  commanding  this  is  the  Hepatocyte. 

1 ) Factors  which  prompt  it  to  react  and  overreact 
are: 

a)  Tissue  injury 

b)  Subcellular  fraction  of  tissue  cells  and  po- 
lymorphonuclear leucocytes 

c)  Leucocyte  endogeneous  mediators 

d)  Prostaglandins 

e)  Complexes  of  macroglobulin  protease  inhib- 
itors with  proteases 

f)  Sterile  turpentine 

g)  Many  others. 

2)  What  happens? 

a)  The  hepatocyte  is  induced  to  increase  its  up- 
take of  amino  acids  and  especially  histidine. 
Guyton's  Textbook  of  Physiology,  pg.  349- 
350,  states  that  29%  of  cardiac  output  goes 
to  the  liver.  Hepatic  arterial  blood  flow  is  so 
arranged  that  the  histiocyte  has  priority  in 
recurrent  arterial  blood  over  portal  vein  blood. 
It  persistently  accepts  this  blood  first.  Histi- 
dine uptake  by  the  hepatocyte  is  thought  to 
increase  rather  quickly. 

With  a persistent  increase  of  histidine  then  some 
route  of  disposal  must  be  had.  We  have  three  systems 
identified  as  helping  to  maintain  a state  of  homeostasis. 

A)  The  Bicarbonate-Buffer  System. 

Henderson-Hasselbach  equation  is  rapid,  re- 
sponsive, and  helps  the  blood  pH  remain  within 
tolerable  ranges  dependent  on  the  respiratory 
and  renal  system.  It  is  not  powerful  but  is  ac- 
celerative. We  do  not  think  there  is  any  influence 
from  the  bicarbonate  buffer  system  in  fluid  flow 
in  rheumatoid  arthritis. 

B)  The  Phosphate  Buffer  Syndrome. 

The  extracellular  system.  The  tubules  of  kid- 
neys are  very  important  with  this  system.  The 
phosphate  ion  is  very  important  within  the  cells, 
i.e.,  ADP  and  ATP.  In  going  from  ADP  to  ATP 


there  is  one  electron  of  energy  given  off  and 
here  is  a ready  source  of  energy.5  There  is  little 
influence  on  the  flow  of  fluid  in  rheumatoid  ar- 
thritis by  the  phosphate  buffer  system. 

C)  The  Protein  Buffer  Syndrome. 

This  is  the  most  powerful  and  plentiful  of  the 
proteins.  Proteins  have  amino  acids  bound  by 
peptide  linkage  and  many  can  dissociate  into  a 
base  and  H+  ion.  This  makes  it  react  similarly 
to  the  bicarbonate  system.  75%  of  the  buffering 
power  of  the  body  is  within  the  cell.  This  is  a 
slow  system.  The  reactions  within  the  blood  cell 
are  even  slower. 

So  then  the  acute  phase  response  is  significantly 
related  to  the  protein  buffer  syndrome.  It  is  ubiquitous 
and  above  all  other  self-adjusting  systems.  It  is  not  an 
acutae  but  a persistent  and  continuous  system.  It  is 
predominantly  a one  direction  system.  In  ion  flow  we 
think  of  hole  flow  but  yet  there  is  some  back  flow. 
We  could  think  of  ion  flow  as  becoming  biased  into 
either  an  “and"  or  an  “or”  circuit  somewhat  like  the 
system  in  binary  circuitry.  Certainly  then  there  is  some 
misfiring  in  the  protein  buffer  system.  Let  us  postulate 
then  that  we  are  dealing  with  abnormally  biased  cir- 
cuitry in  rheumatoid  arthritis.  We  will  not  go  into  the 
end  products  or  irreversible  sequelae  of  rheumatoid 
arthritis  (also  called  gross  pathology). 

Now  then,  what  are  the  parameters  that  can  be  used 
to  establish  what  is  going  on  from  a practical  stand- 
point?6 

A)  Indirect 
Sed.  Rate 
Viscosity 
ANA 

RA  Factor 
Haptoglobins,  etc. 

Protease  and  Protease  Inhibitor 
Ammonia  Levels 
Joint  Effusion  Analysis 

B)  Direct 
Tryptophan  Levels 
Sulfhydryl 
Serum  Copper 
C.R.P. 

Complement  System  Protein 
Classical  Pathways 
Alternative 
C3,  C5,  C3b  (opsonin) 

The  complement  system  is  like  a two-edged 
sword.  It  can  cause  tissue  injury.7 

Now  what  has  actually  happened  in  chronic  rheu- 
matoid arthritis?  The  following  gives  some  insight. 

A)  Tryptophan  has  increased  in  the  plasma  due  to 
an  increase  in  that  which  is  bound  to  albumin.  In 
rheumatoid  arthritis  over  80%  of  the  tryptophan  is 
protein  bound.  Thusly,  the  free  tryptophan  is  patho- 
logically low.8  Tryptophan  plays  a major  role  in  main- 
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taining  nitrogen  balance,  etc.  The  N.S.A.I.D.  and  like 
drugs,  especially  the  meclofenates  which  are  sodium 
salts,  act  to  displace  tryptophan  from  albumin  which 
is  holding  it.  Gold  does  this  also  but  it  is  very  slow 
to  elevate  the  level  of  free  tryptophan.  It  has  been 
postulated  that  the  free  tryptophan  level  is  inversely 
proportionate  to  the  activity  of  the  illness.  Tryptophan 
reverses  to  a low  level  rather  quickly  when  N.S.A.I.D. 
are  discontinued.  When  tryptophan  attaches  to  an  al- 
bumin it  affects  the  polarity  and  hydrophilic  charac- 
teristics of  the  protein.  Tryptophan  is  the  most  non- 
polar of  the  essential  amino  acids.  This  could  be  why 
in  rheumatoid  arthritis  we  have  an  alteration  of  the 
freely  flowing  fluids.9 

B)  The  Sulphydryl  Group.  These  are  the  chemically 
active  parts  of  the  protein  molecule  and  participate  in 
important  biochemical  and  immunological  reactions. 
Their  serum  levels  are  low  in  rheumatoid  arthritis.10 
High  sulphydryl  group  reactivity  can  be  produced  with 
levamisole,  ASA,  sulindac,  and  D-Penicillamine.  The 
sulphydryl  group  is  divided  into  the  fast  and  slow 
reacting  groups.  It  is  the  slow  reacting  group  that  is 
most  significant  in  rheumatoid  arthritis."  The  writer 
has  used  successfully  levamisole  and  ASA  in  the  form 
of  Zorprin  by  maintaining  the  salicylate  level  at  slightly 


less  than  toxic  level  (less  than  35  mgm%).  Pharma- 
cologically speaking  this  is  the  correct  way  to  get  the 
sulphydryl  level  back  to  normal.12 

C)  Serum  Copper  Group.  Serum  copper  levels  are 
elevated  in  rheumatoid  arthritis  especially  in  females. 
This  correlates  with  the  disease  activity  and  also  with 
caeruloplasmin  levels  and  some  say  that  the  elevated 
serum  copper  is  due  to  the  elevated  caeruloplasmin 
level.13  N.S.A.I.D.  have  no  effect  on  either  level.  Re- 
cently Feprazone  (a  new  N.S.A.I.D.)  has  shown  to 
lower  serum  copper  and  caeruloplasmin  levels  and  even 
the  other  haptoglobins  after  three  months’  treatment.13 

III.  Postulates  and  Probabilities 

1 ) Normally  hepatic  arterial  blood  takes  precedence 
over  the  portal  vein  in  the  liver  sinusoid  and  hepato- 
cyte.  How  do  we  know  that  the  earliest  alteration  in 
blood  flow  and  fluid  flow  is  not  at  this  level?  We  don’t! 

2)  Recently  James  E.  Rothman  has  shown  that  the 
Golgi  apparatus  of  the  cell  is  divided  into  three  com- 
partments (cis,  medial,  and  trans  cisterna).  He  has 
shown  by  use  of  mutant  cells,  selective  staining,  and 
a scintillation  counter  that  vesicular  transport  is  a one- 
way affair  for  each  protein  and  even  though  hopping 
(going  from  cis  to  trans  without  becoming  involved  in 
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the  medial  compartment)  may  take  place,  it  is  by  se- 
lectivity that  each  protein  winds  up  modified  and  at 
its  proper  destiny.14  Early  enlightment  about  this  was 
published  by  Kai  Simons,  Henrik  Garoff,  and  Ari  He- 
lenius  in  Scientific  American,  February,  1982.  Need- 
less to  say  it.  even  though  protein  behavior  in  and  out 
of  the  cell  is  sketchy,  much  has  been  exposed  in  the 
last  five  years.  As  we  elucidate  more  about  cell  phys- 
iology we  could  venture  that  the  pathological  physi- 
ology in  rheumatoid  arthritis  is  at  this  level.  This  ab- 
normal behavior  could  explain  why  the  bound 
tryptophan  level  is  high  and  also  why  the  serum  sul- 
phydryl  levels  are  invariably  low. 

IV.  Conclusions 

1 ) The  progression  of  the  pathology  of  rheumatoid 
arthritis  can  be  held  in  abeyance  by  giving  a N.S.A.I.D. 
which  will  release  the  albumin  found  tryptophan  and 
thusly  elevates  the  free  tryptophan  in  the  serum  and 
simultaneously  giving  any  of  several  drugs  which  el- 
evate the  serum  sulphydryl. 

2)  As  we  learn  more  cell  physiology  we  should  be 
able  to  do  a better  job  in  controlling  rheumatoid  ar- 
thritis. 

3)  Rheumatoid  arthritis  is  controlled  by  lympho- 
kines  not  yet  identified  but  which  are  elusive,  ubiq- 
uitous, omnipotent,  amphoteric,  and  obstinate.  How- 


ever, if  one  will  regulate  the  tryptophan  and  sulphydryl 
levels  in  the  blood  stream,  and  when  inadequate  results 
become  cognizant  then  concentrate  on  the  caerulo- 
plasmin and  copper  factors,  there  is  less  likelihood  of 
letting  the  patient  develop  irreversible  gross  pathology. 
Possibly  our  percentages  of  long  term  improvement 
will  be  better. 
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But  they  really  have  a team  behind  them* 


These  physicians  spend  most  of  their  day  working 
independently  in  a one-to-one  doctor/patient  rela- 
tionship. And  chances  are  that  as  a physician, 
you  do  too. 

But  even  though  you  can’t  see  it,  there’s  a strong 
team  supporting  and  protecting  the  medical  profes- 
sion, affecting  your  practice  while  you  see  patients, 
research  new  drugs  or  perform  surgery.  That  team 
consists  of  your  medical  societies. 

The  American  Medical  Association  and  your  state 
and  county  medical  societies  believe  in  the  value  of 
teamwork;  that  only  by  working  together  can  we,  in 
the  face  of  an  increasingly  complex  professional  en- 
vironment, protect  your  right  to  make  responsible 
decisions  on  how  to  practice  medicine. 
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Tasks  such  as  keeping  government  regulations 
from  interfering  with  your  practice  by  representing 
your  interests  at  local  and  national  levels.  And  chal- 
lenging regulatory  measures  that  threaten  you  and 
your  patients’  interests  by  mounting  legal  campaigns 
to  defend  your  rights  — up  to  the  Supreme  Court  if 
necessary. 

Why  do  we  believe  that  teamwork  means  so  much 
to  all  physicians  — even  those  who  work  “alone”? 

Because  ...  IT  WORKS. 
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hydrocodone  bitartrate  5 mg  (Warning:  May  be  habit  forming.) 
with  acetaminophen  500  mg 


Brief  Summary 

INDICATIONS  AND  USAGE:  For  the  relief  of  moderate  to  moderately  severe  pom 
CONTRAINDICATIONS:  Hypersensitivity  to  acetaminophen  or  hydrocodone 

WARNINGS 

Drug  Abuse  ond  Dependence  VICODIN  is  subject  to  the  Federal  Controlled  Substances  Act  (Schedule  III) 
Psychic  dependence,  physical  dependence  and  tolerance  may  develop  upon  repeated  administration  ol  narcot- 
ics, therefore,  VICOOIN  should  be  prescribed  and  administered  with  the  some  coution  appropriate  to  the  use  ol 
other  oral-norcotic-contoining  medicotions 

Respiratory  Depression:  At  high  doses  or  in  sensitive  patients,  hydrocodone  may  produce  dose-related  respira- 
tory depression  by  octing  directly  on  brain  stem  respiratory  centers  Hydrocodone  olso  attects  centers  that  control 
respiratory  rhythm,  and  may  produce  irregular  and  periodic  breathing 

Head  Injury  and  Increased  intracranlol  Pressure:  The  respiratory  depressant  effects  of  narcotics  and  their  ca- 
pocrty  to  elevate  cerebrospinal  fluid  pressure  may  be  markedly  exaggerated  in  the  presence  of  head  injury,  other 
mtrocroniol  lesions  or  o preexisting  increase  in  intracranial  pressure  Furthermore,  narcotics  produce  odverse 
reactions  which  may  obscure  the  clinical  course  of  patients  with  head  injuries 

Acute  Abdominal  Conditions:  The  administration  of  narcotics  may  obscure  the  diognosis  or  clinical  course  of 
patients  with  ocute  obdominol  conditions 

PRECAUTIONS 

Special  Risk  Patients  VtCOOtN  should  be  used  with  coution  rn  elderly  or  debilitated  patents  and  those  with 
severe  impairment  of  hepatic  or  renal  function,  hypothyroidism,  Addisons  disease,  prostate  hypertrophy  or 
urethral  stricture 

information  For  Pottents  VICODIN  like  all  narcotics,  may  impou  the  mental  and/or  physical  abilities  required  for 
the  performance  of  potentially  hazardous  tasks  such  os  driving  a cor  or  operating  machinery.  patents  should  be 
couponed  occordmgly 

Cough  Reflex  Hydrocodone  suppresses  the  cough  reflex  coution  should  be  exercised  when  VICODIN  is  used 
postoperatively  and  in  patents  with  pulmonary  disease 

Drug  Interactions;  The  CNS-depressant  effects  of  VICOOIN  may  be  odditive  with  that  of  other  CNS  depressants 
When  combined  therapy  'S  contemplated,  the  dose  of  one  or  both  ogents  should  be  reduced  The  use  of  MAO 
inhibitors  or  tricyclic  antidepressonts  with  hydrocodone  preparations  may  increase  the  effect  o!  either  me  antide- 
pressant or  hydrocodone  The  concurrent  use  of  anticholinergics  with  hydrocodone  may  produce  paralytic  ileus 
Usage  In  Pregnoncy:  Pregnancy  Category  C Hydrocodone  nos  been  shown  to  be  teratogenic  in  hamsters  when 
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given  in  doses  700  times  the  human  dose  There  ore  no  odequate  and  well-controlled  studies  in  pregnont 
women  VICODIN  should  be  used  during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the 
fetus 

Nonterotogemc  Effects:  Bobies  born  to  mothers  who  have  been  tokmg  opioids  regularly  prior  to  delivery  will  be 
physically  dependent  The  intensity  of  the  syndrome  does  not  always  correlate  with  the  duration  of  maternal 
opioid  use  or  dose 

Labor  ond  Delivery:  Administration  ot  VICODIN  to  the  mother  shortly  before  delivery  may  result  in  some  degree  ol 
respiratory  depression  in  the  newborn,  especially  it  higher  doses  are  used 

Nursing  Mothers:  It  is  not  known  whether  this  drug  is  excreted  in  human  milk,  theretore,  a decision  should  be 
made  whether  to  discontinue  nursing  or  to  discontinue  the  drug,  taking  into  account  the  importance  of  the  drug  to 
the  mother 

Pediatric  Use:  Safety  and  effectiveness  in  children  hove  not  been  established 


ADVERSE  REACTIONS 

Central  Nervous  System:  Sedation  drowsiness  mentol  clouding  lethargy  impairment  of  mental  ond  physical 
performance,  anxiety,  feor.  dysphoria,  dizziness,  psychic  dependence,  mood  changes 
Gostromtesttnol  System:  Nausea  and  vomiting  may  occur,  they  are  more  frequent  in  ambulatory  than  in  recum- 
bent patients  Prolonged  administration  of  VICODIN  may  produce  constipation 
Genitourinary  System:  Ureteral  spasm  spasm  of  vesical  sphincters  and  urinary  retention  hove  been  reported 
Respiratory  Depression  (See  WARNINGS ) 

DOSAGE  AND  ADMINISTRATION:  Dosoge  should  be  odjusted  occordmg  to  the  severity  of  the  pain  and  the 
response  of  the  pqtient  However  tolerance  to  hydrocodone  can  develop  with  continued  use  and  the  incidence  ot 
untoward  effects  is  dose  related 

The  usuol  dose  is  one  tablet  every  six  hours  os  needed  tor  pain  (It  necessary  this  dose  may  be  repeated  ot  tour- 
hour  intervals ) In  cases  of  more  severe  pain,  iwo  tobleis  every  six  hours  (up  to  eighl  tablets  in  24  hours)  may  be 
required  Revised.  April  1982 
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Manage  your  office  more 
effectively  with  the  MPM 
1000  System  available 
through  the  Physicians’ 
Purchasing  Program. 

Managing  your  office 
shouldn’t  be  hard; 
however,  with  the  current 
insurance  requirements  and 


the  impending  Medicare 
changes  looming  on  the 
horizon,  it  will  get  more 
difficult.  You  should  call 
Curtis  1000  Information 
Systems  or  Southern 
Medical  Association  to  find 
out  how  the  MPM  1000  can 
help  make  your  practice 
run  more  effectively. 


AVAILABLE  ON  IBM  A/T 


MPM  1000  Simplifies  Your  Paperwork 

You  will  be  able  to  reduce  the  mountains  of  paper- 
work by  using  your  MPM  1000  system  to  process  all 
your  insurance,  complete  your  billing  plus  instan- 
taneously sort  and  file  necessary  information. 

MPM  1000  Speeds  Up  Your  Cash  Flow 

The  MPM  1000  system  will  increase  your  daily  bank 
deposits  by  processing  all  your  insurance  and  pa- 
tients’ receivables  quickly. 

MPM  1000  Improves  Your  Practice  Management 

With  the  MPM  1000  system  you  can  easily  and  intel- 
ligently manage  your  practice  with  computer  gene- 
rated reports.  Trends  and  problems  are  easily  iden- 
tified so  you  can  take  corrective  action  before  they 
become  serious. 


MPM  1000  Is  A One  Source  Solution 

The  MPM  1000  is  a one  source  solution.  With  your 
system  you  receive  all  hardware  (IBM  or  Texas  In- 
struments), software,  complete  five  day  training  pro- 
gram and  responsive  after  sale  support. 

IBM  PC/AT  At  Discount 

Best  of  all,  these  systems  are  available  through  SMA 
Services,  Inc.,  Physicians’  Purchasing  Program  with 
substantial  discounts  on  IBM  and  Texas  Instrument 
equipment. 

FOR  MORE  INFORMATION,  please  fill  out  the 

coupon  below  and  mail  it  to  Southern  Medical  Asso- 
ciation, or  for  faster  service  call  Southern  Medical  at 
(205)  945-1840  or  Curtis  1000  Information  Systems  at 
800-241-4780. 
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I am  a member  of  SMA  □ 


Name 

(Please  Print) 

Address 

City 

State 

Zip 

( ) 

Specialty  Office  Phone 
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PSYCHIATRIST.  Immediate  opening  for  board  certified  or  eli- 
gible psychiatrist  at  a JCAH  accredited  130  bed  acute  care  facility 
located  in  the  beautiful  Tennessee  Valley;  mild  climate;  prosperous 
community  with  diversified  industry;  low  taxes;  outstanding  school 
system  with  five  colleges  within  a thirty  mile  radius;  excellent 
recreational  facilities;  base  salary  $62,712  annually  (higher  salary 
negotiable  commensurate  with  qualifications  and  experience);  tax- 
sheltered  retirement  plan;  hospital  insurance  coverage;  13  days 
annual  leave,  13  days  sick  leave  and  13  paid  holidays  per  year. 
North  Alabama  Regional  Hospital,  P.O.  Box  2221,  Decatur,  AL 
35602,  (205)  353-9433.  EOE/AAE 


Classified  advertising  is  $15.00  for  30  words  or  less,  plus 
20  cents  for  each  additional  word,  payable  in  advance.  Clas- 
sified displays  are  $20.00  per  column  inch.  Ad  box  number 
can  be  substituted  for  formal  addresses  upon  request  at  a cost 
of  $2.  Copy  deadline  is  6 weeks  preceding  date  of  publica- 
tion. Send  copy  to:  Advertising  Manager,  ALABAMA 
MEDICINE,  P.O.  Box  1900-C,  Montgomery,  Alabama 
36197-4201. 


VIRGINIA:  EMERGENCY  DEPARTMENT  positions  available 
in  coastal,  piedmont,  and  western  Virginia.  Competitive  compen- 
sation with  several  positions  offering  $70,000-$  100,000.  Profes- 
sional liability  insurance  procured.  Independent  contractor  status. 
Contact:  Amy  O'Bryan,  Coastal  Emergency  Services,  Inc.,  101 
Buford  Rd.,  Ste.  205,  Richmond,  VA  23235;  (804)  320-7549, 
(800)  552-6638  in  VA,  (800)  551-1013  in  US. 


PRIMARY  CARE  PHYSICIANS  desperately  needed  to  locate  in 
West  Central  Alabama  rural  communities,  one  hour  from  Birming- 
ham. Faculty  appointment  with  Family  Practice  Center  at  Universi- 
ty of  Alabama  if  qualified.  Join  established  practice  or  work  indi- 
vidually. Salary  of  $50,000  to  $65,000  guaranteed  until  practice  is 
self-sufficient.  Generous  fringe  benefits  include  life,  disability, 
health,  retirement,  and  malpractice  insurance,  two  weeks  con- 
tinuing education,  and  three  weeks  annual  leave.  All  equipment, 
including  X-ray  and  lab,  furniture,  and  supplies  provided.  Manage- 
ment services  including  personnel,  payroll,  tax  reports,  and  billing 
provided.  If  invited  to  visit,  all  expenses  will  be  paid.  All  moving 
expenses  covered.  Write  Health  Development  Corporation,  P.O. 
Box  1486,  Tuscaloosa,  Alabama  35403,  or  telephone  Frank 
Cochran,  collect  at  758-7545  for  more  information. 


MONTGOMERY  — Prosperous  group  family  practice  offers  ex- 
cellent benefits,  salary  and  equity  growth  opportunity  for  the  right 
family  practitioner  or  internist.  Please  contact  Cameron  MacGuire, 
1 1 10  Mulberry  St.,  Montgomery,  AL  36194  or  phone  (W)  205/ 
834-2745  or  (H)  205/277-1249 


OPENING  AVAILABLE  for  a full-time  Board  Certified/Prepared 
Emergency  or  Family  Practice  Physician.  Wish  to  complete  an 
established  group  practicing  at  Decatur  General  Hospital.  Decatur, 
Alabama,  a 270-bed  regional  hospital  with  approximately  35,000 
Emergency  Department  visits  per  year.  Excellent  compensation, 
flexible  scheduling,  with  fringe  benefits,  including  malpractice 
insurance,  available.  Reply  to  Emergency  Medical  Doctors,  P.O. 
Box  2847,  Tuscaloosa.  AL  35401. 


ANESTHESIOLOGIST,  American  graduate  — Board  eligible, 
university  trained.  One  year  clinical  experience.  Proficient  in  all 
aspects  of  anesthesia  except  open  heart.  Seeking  practice  oppor- 
tunity in  Alabama.  All  offers  considered.  Will  provide  CV  and 
extensive  list  of  quality  references  at  your  request.  Send  inquiries 
to  Box  B,  c/o  Alabama  Medicine,  P.O.  Box  1900-C,  Montgomery. 
AL  36197. 
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There's  time  for  both. 


Find  yourself... 
and  your  family 
in  the  Air  Force! 


Time  to  relax  with  your 
family— and  still  enjoy  the 
professional  advantages  of 
modern  facilities  and  a highly 
trained  technical  staff.  You’ll  have 
the  standing  of  an  officer  AND  a 
professional.  Yet,  there’s  challenge, 
too.  Air  Force  medicine  ranges  from 
research  to  every  conceivable  type  of 
clinical  practice,  in  every  conceiv- 


able location 
you  can  imagine. 
Off-duty,  you  and  your 
family  can  enjoy  the  excellent 
recreational  facilities  of  the  Air 
Force  Base  of  your  choice. 
One  month  vacation  with  pay. ..and 
many  other  extras.  Health  Profes- 
sion Scholarships  are  available 
to  medical  students. 


Find  out  more  about  your  future  in  Air  Force  Medicine; 
we  ’ll  answer  your  questions  promptly  and  without  obligation.  Contact: 


In  Montgomery  Call  MSgt.  Dan  Godwin 
(205)  832-7501  — Out  of  Town,  Call  Collect 
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Eating  Disorders  of 
Great  Concern 


Americans  have  become  obsessed  with  dieting.  The 
latest  estimates  (there  is  no  way  of  knowing  with  cer- 
tainty) shows  that  one  person  in  three  is  on  a diet  — 
either  a self-imposed  diet  or  one  administered  by  a 
physician!  There  are  diets  to  control  diabetes,  hyper- 
tension, obesity,  cholesterol,  hyperactivity,  hypogly- 
cemia, cancer  and  the  list  goes  on! 

Most  physicians  put  a patient  on  a specific  diet  only 
after  doing  a complete  examination.  These  diets  are 
fine  and  we  are  not  overly  concerned  with  them.  Our 
main  concern  is  with  the  self-imposed  fad  diets  that 
most  people  follow  in  order  to  lose  weight.  Curves  are 
out  and  thin  is  in  — the  thinner,  the  better!  Wally 
Simpson,  late  Duchess  of  Windsor,  coined  the  expres- 
sion, “One  can  never  be  too  thin  or  too  rich,”  and 
certainly  the  part  about  thinness  is  indelible  in  the 
minds  of  most  Americans. 

Many  do  not  take  heredity  into  consideration  — not 
everyone  is  born  to  be  thin.  All  of  us  are  familiar  with 


the  brown  fat  and  fat  cells  being  written  about  these 
days  by  many  nutritionists.  Also  we  must  keep  in  mind 
that  dieting  to  lose  weight  without  exercising  is  not 
very  effective.  The  combination  of  a well-balanced, 
low  calorie  diet  ( 1 ,000  to  1 ,200  calories  a day),  eight 
to  ten  glasses  of  fluids  a day,  and  a regular  exercise 
program  of  rowing,  cycling,  aerobics,  running  or 
walking,  is  the  most  sensible  and  effective  approach 
to  weight  loss. 

The  main  feature  of  a well-balanced  diet  is  that, 
although  calories  are  limited,  one  may  still  choose 
from  a wide  variety  of  “real”  foods  — breads  and 
other  starches,  fruits,  vegetables,  dairy  products  and 
proteins  found  in  lean  meats,  poultry  and  fish.  Also, 
it  is  not  difficult  for  one  to  remain  on  this  type  of  diet. 
No  foods  are  actually  excluded,  just  the  quantity  is 
controlled  or  restricted.  The  dieter  does  not  feel  de- 
prived since  he  is  actually  allowed  to  eat  his  favorite 
foods  that  are  incorporated  into  his  well-balanced  1 ,0(X)- 
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1 .200  calorie  diet  — only  the  quantity  is  limited,  and 
one  will  lose  approximately  one  or  two  pounds  a week. 
However,  if  the  diet  is  continued  for  a long  period  of 
time,  it  is  probably  wise  to  take  a multivitamin/mineral 
supplement  just  to  be  sure  no  important  nutrients  are 
omitted. 

Alarming  numbers  of  our  young  people  have  be- 
come obsessed  with  weight  loss.  Two  very  common 
eating  disorders  of  the  youth  of  our  country  are  bulimia 
and  anorexia  nervosa.  These  two  disorders  are  found 
primarily  among  white  females  in  their  teens  or  early 
20's.  While  both  of  these  disorders  are  compulsive 
obsessions  with  diet  and  body  shape,  they  are  distinctly 
different  problems. 

The  person  with  bulimia  is  usually  aware  of  the  fact 
that  the  eating  pattern  is  abnormal.  The  bulimic  en- 
gages in  recurrent  episodes  of  binge  eating,  i.e.,  rapid 
consumption  of  large  quantities  of  high-calorie  foods 
such  as  pastries,  breads,  potato  chips,  ice  cream  and 
candies.  Binges  last  from  15  minutes  to  several  hours. 
They  usually  take  place  in  private  and  tend  to  increase 
during  times  of  emotional  stress.  These  binges  are 
followed  by  self-induced  vomiting  and/or  the  use  of 
laxatives  and  diuretics.  The  secretive  nature  of  bulimic 
behavior  and  the  lack  of  obvious  external  symptoms 
make  identification  of  bulimia  difficult  even  for  par- 
ents. It  is  also  very  difficult  for  a physician  to  diagnose 
unless  the  patient  reports  the  problem  to  the  doctor. 

Anorexia  nervosa  is  a self-imposed  starvation.  The 
term  “anorexia  nervosa”  is  misleading  because  it 
translates  “loss  of  appetite  due  to  nerves.”  However, 
people  with  anorexia  nervosa  don’t  actually  lose  their 
appetites  until  the  late  stages  of  their  starvation  diets. 
Up  until  that  stage,  the  anorectic  is  actually  hungry 
but  just  won’t  eat.  Dieting  creates  a feeling  of  control 
and  a better  self-image.  But  soon,  food  and  the  fear 
of  becoming  fat  become  the  most  important  things  in 
life.  At  this  point,  the  anorectic  person  goes  far  beyond 
normal  exercise  routines  and  exercises  to  the  point  of 
exhaustion.  Extreme  weight  loss  and  malnutrition  take 
their  toll  on  the  mind  and  body.  The  anorectic  becomes 
irritable  and  has  difficulty  concentrating  — a formerly 
good  student  starts  to  make  failing  grades.  Internal 
organs  shrink,  and  if  the  anorectic  is  not  diagnosed 
and  treated  early  enough,  the  damage  becomes  per- 
manent. 


The  American  Medical  Association  Auxiliary  and 
the  A-MASA  realizes  that  these  two  eating  disorders 
are  becoming  more  and  more  prevalent  in  our  young 
people,  and  under  our  “Shape  Up  for  Life”  program 
we  are  making  a concerted  effort  to  bring  the  problem 
to  the  attention  of  the  public.  We  are  attempting  to 
publicize  the  following  symptoms  so  that  parents,  rel- 
atives, teachers  and  physicians,  or  even  the  anorectic 
or  bulimic,  will  recognize  these  symptoms  and  seek 
prompt  treatment  for  these  serious  eating  disorders: 

1 . Looks  thin  and  keeps  getting  thinner 

2.  Face  looks  pale,  hair  is  limp,  salivary  glands  may 
be  swollen 

3.  May  wear  layers  of  clothing  or  baggy,  loose-fitting 
clothes 

4.  Fainting,  blacking  out,  dizziness,  has  difficulty 
concentrating 

5.  Seems  sad,  angry,  irritable,  cries  easily,  seems  to 
be  alone  often 

6.  Frequent  trips  to  the  bathroom 

7.  Skips  meals,  cuts  food  into  small  pieces,  or  eats  a 
huge  amount  of  food 

Usually  treatment  for  bulimia  and  anorexia  nervosa 
is  three  fold:  medical,  psychological  and  nutritional. 
It  is  essential  that  treatment  be  started  as  soon  as  the 
diagnosis  is  made.  Many  of  the  medical  problems  cre- 
ated by  these  eating  disorders  can  be  reversed  if  treat- 
ment is  started  promptly.  Otherwise,  the  ultimate  result 
is  death.  It  is  the  purpose  of  the  Medical  Auxiliary  to 
familiarize  health-care  professionals,  parents,  school 
officials  and  the  general  public  with  the  symptoms  of 
these  two  serious  eating  disorders  that  are  ravaging 
the  bodies  and  minds  of  a large  segment  of  our  young 
population. 
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• Provide  a permanent  general  reinforcement  of  your  oral  counseling 


An  ongoing  Roche  commitment  to  patient  education 

Roche  has  always  believed  that  knowledge  is  each  individual’s  key  to  good 
health  and  has  long  been  committed  to  providing  health  care  information  to 
both  professionals  and  the  public.  However,  we  have  also  always  believed  that 
the  health  care  professional  is  and  should  be  the  prime  source  of  medication  in- 
formation to  patients.  The  Roche  Medication  Education  (ME)  program,  begun 
in  1978,  is  one  example  of  this  commitment. 

In  the  past  seven  years,  over  50  million  “WHAT  IF’’  and  “HOW  TO”  booklets 
have  been  provided  by  Roche  for  distribution  to  patients  by  physicians  and 
other  health  care  professionals. 

Because  you  are  the  prime  source  of  medication  information  for  your  patients, 
we  invite  you  to  look  over  the  booklets  listed  below  and  request  a complimen- 
tary supply  of  those  applicable  to  your  practice. 

Complete  the  coupon  and  mail  it  to  Professional  Services  Department,  Roche 
Laboratories,  Division  of  Hoffmann-La  Roche  Inc.,  Nutley,  New  Jersey  07110. 
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"The  Practice  of  medicine  as  we  conceive 
it  now,  insofar  as  we  understand  its 
history  and  are  able  to  foresee  its  future, 
is  necessarily  bound  to  our  concern  for 
our  patient’s  feelings.  |Bwt|  there  may 
be  areas  in  which  we  should  rethink’ 
and  suppress  our  tendency  toward 
total  and  uncompromising 
symptom  relief.” 


— Charles  H.  Smith,  M.D. 

(page  14) 


Malpractice: 

1 4 n*t  Be  A Target 


• • • 


Your  office  staff  may  be  working  against 
you  in  avoiding  a malpractice  lawsuit. 

Patients  often  get  an  impression  of  you  as 
a physician  by  the  way  they  are  treated  in 
your  office  — even  before  they  see  you.  Yet 
office  staff  generally  get  little  guidance  in 
this  important  area. 

To  help  the  members  of  your  office  staff, 
Mutual  Assurance  offers  a comprehensive 
loss  prevention  program  for  them. 

Using  audio  tapes  and  detailed  workbooks, 
the  program  delivers  custom  instruction  to 
your  receptionist,  your  office  manager,  your 


billing  clerk  and  your  nurses.  And  unlike  cost- 
ly seminars,  the  program  can  be  reused  time 
and  time  again  for  refresher  courses  and  for 
new  employees. 

The  program  includes  written  examinations 
for  each  member  of  your  staff.  The  examina- 
tion is  graded  by  an  educational  testing  ser- 
vice and  returned  for  your  review  and 
follow-up. 

The  cost  — $85.  To  order  your  set  of  five 
tapes  and  workbooks,  call  1-800-272-6401 
(Toll  Free)  or  933-7280  in  Birmingham. 
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rhen  you  join  the  Andico  Emer- 
gency Medicine  physician  team, 
you’ll  receive: 

• A salary  worthy  of  your  education. 

• Opportunities  for  professional  and 
financial  growth. 

• A generous  benefit  package. 

• Freedom  from  the  debt  of 


private  practice. 

• An  interesting  and  varied  practice. 

• A pre-arranged  schedule  with  no  “call! 

• Affiliation  with  a hospital  selected 
with  your  skills  and  preferences 

in  mind. 

• Support  from  the  professional 
Andico  management  program. 

To  arrange  a confidential  interview,  call 
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Donald  E Angle,  M.D.,  president 
(318/869-1 581)  or  send  a CV  to  Andico, 
8817  Creswell  Road,  Shreveport,  LA  71106 
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Manuscripts  should  be  typewritten,  double  spaced 
on  white  pape^  8 '/2X 1 4 inches  with  adequate  margins. 
Two  copies  should  be  submitted.  Authority  for  approv- 
al of  all  contributions  rests  with  the  Editor.  Alabama 
Medicine  reserves  the  right  to  edit  any  material  submit- 
ted. The  publishers  accept  no  responsibility  for  opin- 
ions expressed  by  contributors. 

Style:  The  first  page  should  list  title  (please  be  brief), 
the  author  (or  authors),  degrees,  and  any  institutional  or 
other  credits.  Bibliographies  must  contain,  in  the  order 
given:  Name  of  author,  title  of  article,  name  of 
periodicals  with  volume,  page,  month  — day  of  month 
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absolute  minimum.  References  should  be  numbered 
consecutively  in  order  in  which  they  appear  in  the  text. 

The  Sty  lebook!  Editorial  Manual,  published  by  the 
AMA,  is  the  general  reference  for  questions  of  style.  It 
is  particularly  useful  in  the  proper  presentation  of  data. 
When  conflicts  occur  between  usage,  etc. , by  an  author 
and  the  stylebook,  these  will  be  resolved  in  favor  of  the 
author  if  his  method  is  persuasive  and  logical. 

Helpful  to  many  writers  is  The  Elements  of  Style  by 
William  Strunk,  Jr.,  and  E.  B.  White,  which  empha- 
sizes brevity,  vigor  and  clarity. 


Final  authority  on  grammar  is  Webster's  New  Inter- 
national, Unabridged.  Second  Edition. 

Length  of  Articles:  Articles  should  not  exceed 
3,000  words  (approximately  3-4  printed  pages).  Under 
exceptional  circumstances  only  will  articles  of  more 
than  4,000  words  be  published. 

Illustrations:  Illustrations  should  be  numbered  con- 
secutively and  indicated  in  the  text.  The  number,  in- 
dication of  the  top,  and  the  author's  name  should  be 
attached  to  the  back  of  each  illustration.  Legend  should 
be  typed,  numbered,  and  attached  to  each  illustration. 
Photographs  should  be  clear  and  distinct;  drawings 
should  be  made  in  black  ink  on  white  paper.  For  photo- 
graphs, glossy  prints  are  preferred. 
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munications should  be  addressed  to  Alabama  Medi- 
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P.  O.  Box  1900-C,  Montgomery.  Alabama  36197. 
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1-800-392-5668. 
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Beware  of  Virtucrats 


In  every  election  year  a great  number  of  political 
aspirants  discover  the  bedrocks  of  Western  civili- 
zation in  general  and  the  United  States  in  particular 
and  promise  to  lead  us  back  to  first  principles  if  we 
only  follow  them. 

As  appealing  as  that  is  in  a nation  of  people  who  at 
times  do  seem  to  have  lost  their  ancient  moorings, 
uncertainty  enters  because  all  of  the  candidates  assure 
us  that  they  are  the  real  Moses.  Until  science  produces 
some  device  for  assaying  the  truth  or  falsity  of  such 
assertations,  most  voters  remain  lost  in  the  wilderness 
of  competing  promises. 

The  ancient  Greeks,  who  had  a word  for  most  things, 
coined  the  word  democracy  to  mean  “rule  by  the  peo- 
ple.” They  labeled  “rule  by  the  best”  any  society  can 


offer  as  an  aristocracy,  a word  that  has  suffered  by 
hard  use  over  the  ensuing  years.  Finally,  they  had  a 
word,  little  used  today,  for  “rule  by  the  worst”  — 
kakistocracy . 

I know  there  must  be  times  for  you,  as  for  me,  when 
it  seems  our  country  has  kakistocratic  leanings.  But  I 
have  faith,  bom  of  many  disappointments,  that  in  the 
end  the  people  usually  right  their  bad  decisions.  For 
all  its  frustrations  and  misdirections,  our  system  of 
government  is  sound  and,  over  time,  will  prevail. 

In  this  faith  we  can  all  take  added  confidence  from 
the  famous  backhanded  comment  of  the  late  Sir  Win- 
ston Churchill.  He  once  said  that  the  American  system 
was  the  worst  yet  devised  by  man  — except  for  all 
the  others  that  have  been  tried. 
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All  of  which  is  preface  to  a new  coinage  proposed 
in  the  past  couple  of  years  by  a neoconservative  in- 
tellectual who  has  become  sick  and  tired  of  the  aging 
friends  of  his  youth  who  twit  him  for  his  new  political 
posture.  They  chide  him  for  having  no  heart,  for  for- 
getting his  liberal  roots.  They  are  wont  to  make  state- 
ments like  this:  “You  can  say  things  like  that  because 
you  have  no  empathy  for  the  people.  I,  on  the  other 
hand,  feel  deeply  about  this  and  I know  that  I am  right 
and  you  are  wrong  because  I have  a conscience  and 
you  do  not.” 

The  word  our  neoconservative  has  coined  for  such 
people  is  one  the  Greeks  should  have  thought  of  — 
virtucrats.  A virtucrat  is  someone  familiar  to  all  of 
you,  I am  sure:  a person  who  claims  moral  superiority 
of  such  transcendent  purity  that  what  he  feels  is  surely 
more  important  than  facts,  to  say  nothing  of  your  coldly 
analytical  opinion. 

A virtucrat  is  never  wrong.  Virtue  is  his  sword  and 
buckler.  His  indulgent,  condescending  smile  tells  you 
that  there  is  no  way  that  you  could  ever  rise  to  his 
nimbus  of  Truth  Through  Feeling.  You  can  quote  facts 
and  figures  until  cyanosis  threatens,  all  to  no  avail. 
The  beatific  smile  of  sweet  contempt  lets  you  know 
that  you  are  not  on  the  wavelength  of  the  virtucrat. 
He  pities  you,  he  will  say,  for  not  having  a heart  to 
generate  the  supernal  truths  he  feels. 

In  other  words,  we’re  dealing  here  with  an  ignorant, 
pompous,  self-righteous  bigot,  who  is  all  the  more 
repellent  because  he  is  so  cocksure  of  his  overarching 
goodness.  But  there  is  hope:  I do  believe  many  of  the 
old  virtucrats  are  in  hiding,  perhaps  honing  their  hom- 
ilies for  the  next  great  debate  on  the  proper  directions 
for  American  society. 

In  fact,  the  last  institutional  frontier  of  the  virtucrats 
may  well  be  the  Institute  for  Policy  Studies  in  Wash- 
ington. It  is  one  of  the  few  remaining  think  tanks 
frequented  by  ideologues  of  the  embattled  left.  Its  funds 
are  drying  up;  its  membership  has  split  off  in  different 
directions;  even  the  radical  feminists  are  against  it 
now. 

Founded  in  1963,  the  Institute’s  mission  was  to  float 
left-wing  ideas  into  the  Kennedy  Administration.  Its 
influence  now,  according  to  the  Washington  Post,  is 
about  where  Pluto  is  in  the  solar  system  — farthest 
from  the  sun. 

Nobody  really  cares  what  the  IPS  thinks  anymore, 
for  a reason  best  capsulated  by  one  of  its  own  fellows, 
one-time  presidential  candidate  and  former  Senator 
George  McGovern; 

“At  IPS  you  have  highly  intelligent,  marvelously 
motivated  scholars  who  are  not  well  structured,  a kind 
of  conglomerate  of  bright  minds  going  off  in  various 
directions  without  any  serious  effort  to  influence  public 


policy.  I say  this  with  affection.  I wish  it  weren’t 
true.” 

The  only  people  who  take  IPS  seriously  these  days 
are  a few  equally  detached  ideologues  on  the  extreme 
right,  who  rant  and  rave  about  the  insidious  liberalism 
of  IPS  as  if  it  were  a clear  and  present  danger.  It  isn’t. 
The  last  success  of  IPS,  if  they  could  be  called  that, 
were  two  notions  that  became  policy  under  President 
Lyndon  Johnson’s  Great  Society  — the  Model  Cities 
program  and  the  Teachers  Corps.  About  the  only  cur- 
rent influence  the  Institute  can  claim  is  on  the  structure 
of  the  conservative  think  tanks  modeled  after  it  — the 
Heritage  Foundation  being  one.  But  whereas  the  Her- 
itage Foundation’s  current  budget  is  $1 1 .2  million,  IPS 
is  barely  making  ends  meet  on  $2  million.  One  of  the 
disasters  to  befall  the  virtucrats  at  IPS  is  that  many  of 
its  old  theories  were  absconded  by  conservatives  and 
turned  inside  out. 

At  the  moment  IPS  is  very,  very  concerned  about 
the  Third  World,  almost  to  the  exclusion  of  everything 
in  this  country.  Feminists  and  other  disgruntled  former 
allies  have  said  their  high-minded  ideas  have  been 
trivialized  by  the  virtucrats  at  IPS.  One  group  of  dis- 
sidents within  IPS,  more  virtuous  even  than  their  fel- 
lows, split  away  to  form  their  own  special  group  for 
private  suffering  — and  then  disbanded. 

But  it  isn’t  such  institutionalized  virtue  that  we  have 
to  contend  with  at  luncheons  and  parties.  It  is  those 
freelance  types  who  haven’t  yet  received  the  word  that 
their  national  base  has  decayed  and  crumbled.  You 
have  all  been  afflicted  with  them.  They  sidle  up  to  you 
at  a gathering  and  ask  demurely:  “Why  are  doctors 
against  the  little  people?”  You  know  better  than  re- 
spond, “I  didn’t  know  they  were,”  for  to  do  so  invites 
the  virtucrat’ s solipsistic  trump  card:  “I  know  they  are 
because  I feel  very  deeply  about  this.” 

Never  argue  with  a virtucrat.  You  can’t  win  because 
they  have  feelings  and  you  obviously  do  not.  And  don’t 
try  to  change  the  subject  to  Walter  Perry,  the  Chicago 
Bears’  famous  Refrigerator.  They  feel  for  him  too.  He 
is  being  exploited  by  evil  men  who  are  letting  him 
play  the  buffoon  for  their  immense  profit  while  deep 
inside  the  Refrigerator  is  hurt  and  aggrieved. 

You  may  think  this  is  an  extreme  case,  but  I have 
been  hit  with  it  and  you  may  be.  Repeating:  once  you 
determine  that  a questioner  is  a virtucrat,  head  for  the 
door.  It’s  a no-win  situation. 
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C.A.T.  Scan 

Head  and  total  body  scan 

Ultrasonography 

Studies  during  pregnancy,  gallbladder,  etc. 

Mammography 

Low  level  radiation  cancer  survey 


Out  Patient 


Diagnostic  Radiology  Center 


Alabama's  Most  Modern  Facilities  Available: 


General  Diagnostic  Radiology 

Certified  black  lung  survey,  G.I.  studies,  I.V.R,  tomography,  etc. 
Diagnostic  testing  and  report  within  24  hours 


Norwood  Clinic 

1 625  25th  Street  North 
Birmingham,  Alabama 

Appointments  call  (205)252-0261 

250-6837 
WATSUne  1-800-272-648 1 


For  faster  claims  payment, 
count  on  the  card’s  computer. 


Registered  Marks  Blue  Cross  and  Blue  Shield  Association 


And  a terminal  in  your  office  that  con- 
nects you  to  Blue  Cross  and  Blue  Shield 
of  Alabama.  Your  claims  are  processed 
faster  and  more  efficiently  for  a better 
cash  flow.  There’s  nothing  to  sort,  sign 
or  mail.  Just  type  your  claims  into  the 
terminal.  Blue  Cross  and  Blue  Shield 
computer  claims  service  is  dependable, 
easy,  and  cost  effective.  Find  out  more 
about  Blue  Cross  and  Blue  Shield  daily 
computer  claims  service.  In  Birmingham, 
call  988-2588.  Or  write  us  at  Provider 
Services,  Blue  Cross  and  Blue  Shield 
of  Alabama,  450  Riverchase  Parkway 
East,  Birmingham,  Alabama  35298. 
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Kenneth  C.  Yohn,  M.D. 
President,  MASA 


Strictly  Personal 


The  recent  survey  of  the  MASA  membership’s  at- 
titudes toward  an  IPA  or  an  HMO-IPA  produced 
an  astonishingly  even  vote,  as  very  close  to  50-50  as 
that  many  coin  flips  would  have  produced  under  prob- 
ability theory. 

The  results,  in  fact,  fairly  reflected  the  ambivalence 
of  some  of  your  individual  officers. 

I had  attempted  in  my  survey  letter  to  lay  out  the 
pros  and  cons  somewhat  more  even-handedly  than  my 
personal  opinion  dictated.  I knew  that  many  of  you 
believed  that  MASA  should  move  toward  counterforce 
in  a medical  marketplace  that  has  begun  to  look  like 
downtown  Beirut. 

Before  I offer  my  personal  views,  here  are  those 
pros  and  cons  again: 


Pros 

• Some  say  the  HMO,  or  variants  thereof,  will  ex- 
pand rapidly  in  the  years  ahead,  with  total  nationwide 
enrollment  reaching  a very  significant  proportion  of 
the  American  population. 

• Some  HMO  proponents  argue  that,  in  a pluralistic 
society,  it  can  deliver  the  most  cost-effective  care  to 
the  greatest  number  of  any  delivery  design  yet  envi- 
sioned. 

• The  intrusion  of  corporate  giants  into  the  health 
care  market  is  characterized  by  heavy  emphasis  on  the 
kind  of  capitation  that  is  claimed  to  provide  employers 
and  insurance  companies  with  more  predictable  costs 
year  to  year. 

continued  on  page  13 
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Every  day  more  and  more 
physicians  are  hearing 
something  remarkable 
from  some  of  their 
hypertensive  patients... 


from  the  ones  on  once-daily 

INDERAL  LA 


(PROPRANOLOL  HCI) 


with  a side-effect  profile  unsurpassed 
by  atenolol  or  metoprolol. 


As  seen  in  this  double-blind, 
crossover,  placebo-controlled 
study.' 

Which  shows  you  how  truly 
well  tolerated  once-daily 
INDERAL  LA  can  be. 

What  comes  as  no  surprise, 
of  course,  is  that  it  gives  you 
the  antihypertensive 
effectiveness  you’ve  come  to 
expect  from  INDERAL. 


Selected  Side  Effects 


INDERAL  LA  as  well  tolerated  as  atenolol  and  metoprolol  in  a 
double-blind,  crossover,  placebo-controlled  study  of  138  hypertensives1 
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Impotence  Weakness 
Men  (n  = 66) 


[J|  INDERAL  LA— 160  mg 
| Atenolol — 100  mg 
I Metoprolol — 200  mg 
1 1 Placebo 
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Nightmares 
Women  (n  = 72) 


Dizziness 


INDERAL®  LA.  For  control. 
Comfortable  control.  Once  a day. 
It's  the  last  word. 


Hypertensives:  Feeling  well  and 
doing  well,  all  in  one. 

INDERAL  LA 

(PROPRANOLOL  HCI) 

INDERIDE  LA 

(PROPRANOLOL  HO  I INDERAL  LA  ]/  KELal£'ng 
HYDROCHLOROTHIAZIDE) 

As  with  all  fixed-combination  antihypertensives.  INDERIDE  LA 
is  not  indicated  for  the  initial  treatment  of  hypertension. 

INDERAL  LA  should  not  be  used  in  the  presence  of  congestive 
heart  failure,  sinus  bradycardia,  cardiogenic  shock,  heart  block 
greater  than  first  degree,  and  bronchial  asthma 

Please  turn  page  for  brief  summary  of  prescribing  information 


Feeling  well  and  doing  well,  all  in  one. 


ONCE-DAILY 


LONG  ACTING  CAPSULES  80  mg  120  mg  160  mg 


(PROPRANOLOL  HCI) 
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LONG  ACTING  CAPSULES 

INDERIDE  LA 

Each  capsule  contains  propranolol  HCI 
(INDERAL®  LA),  80  mg,  120  mg,  or  160  mg, 
and  hydrochlorothiazide,  50  mg 


BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION,  SEE  PACKAGE  CIRCULARS  ) 
INDERAL ' LA  Brand  of  PROPRANOLOL  HYDROCHLORIDE  (Long  Acting  Capsules) 
INDERIDE  LA  Brand  of  PROPRANOLOL  HYDROCHLORIDE  (INDERAL*  LA)  and 
HYDROCHLOROTHIAZIDE  (Long  Acting  Capsules) 

INDERAL  LA  and  INDERIDE  LA  Capsules  should  not  be  considered  simple  mg-for-mg 
substitutes  for  INDERAL  and  INDERIDE  Tablets  Please  see  package  circulars 

CONTRAINDICATIONS 

Propranolol  hydrochloride  (INDERAL'  LA):  Propranolol  Is  contraindicated  in: 
1)  cardiogenic  shock,  2)  sinus  bradycardia  and  greater  than  first  degree  block,  3)  bron- 
chial asthma,  4)  congestive  heart  failure  (see  WARNINGS)  unless  the  failure  is  secondary 
to  a tachyarrhythmia  treatable  with  propranolol 

Hydrochlorothiazide:  Hydrochlorothiazide  is  contraindicated  in  patients  with  anuria 
or  hypersensitivity  to  this  or  other  sulfonamide-derived  drugs 
WARNINGS 

Propranolol  hydrochloride  (INDERAL*  LA):  CARDIAC  FAILURE  Sympathetic 
stimulation  may  be  a vital  component  supporting  circulatory  function  in  patients  with  con- 
gestive heart  failure,  and  its  inhibition  by  beta  blockade  may  precipitate  more  severe  fail- 
ure Although  beta  blockers  should  be  avoided  in  overt  congestive  heart  failure,  if 
necessary,  they  can  be  used  with  close  follow-up  in  patients  with  a history  of  failure  who  are 
well  compensated,  and  are  receiving  digitalis  and  diuretics  Beta-adrenergic  blocking 
agents  do  not  abolish  the  inotropic  action  of  digitalis  on  heart  muscle 

IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE,  continued  use  of  beta  block- 
ers can,  in  some  cases,  lead  to  cardiac  failure  Therefore,  at  the  first  sign  or  symptom  of 
heart  failure,  the  patient  should  be  digitalized  and/or  treated  with  diuretics,  and  the 
response  observed  closely,  or  propranolol  should  be  discontinued  (gradually,  if  possible) 


IN  PATIENTS  WITH  ANGINA  PECTORIS,  there  have  been  reports  of  exacerbation  of 
angina  and,  in  some  cases,  myocardial  infarction  following  abrupt  discontinuance  of 
propranolol  therapy  Therefore,  when  discontinuance  of  propranolol  is  planned  the 
dosage  should  be  gradually  reduced  and  the  patient  carefully  monitored  In  addition, 
when  propranolol  is  prescribed  for  angina  pectoris,  the  patient  should  be  cautioned 
against  interruption  or  cessation  of  therapy  without  the  physician's  advice  If  pro- 
pranolol therapy  is  interrupted  and  exacerbation  of  angina  occurs,  it  usually  is  advisa- 
ble to  reinstitute  propranolol  therapy  and  take  other  measures  appropriate  for  the 
management  of  unstable  angina  pectoris  Since  coronary  artery  disease  may  be 
unrecognized,  it  may  be  prudent  to  follow  the  above  advice  in  patients  considered  at 
risk  of  having  occult  atherosclerotic  heart  disease  who  are  given  propranolol  for  other 
indications 


THYROTOXICOSIS  Beta  blockade  may  mask  certain  clinical  signs  of  hyperthyroidism 
Therefore,  abrupt  withdrawal  of  propranolol  may  be  followed  by  an  exacerbation  of  symp- 
toms of  hyperthyroidism,  including  thyroid  storm  F’ropranolol  does  not  distort  thyroid 
function  tests 

IN  PATIENTS  WITH  WOLFF-PARKINSON-WHITE  SYNDROME,  several  cases  have  been 
reported  in  which,  after  propranolol,  the  tachycardia  was  replaced  by  a severe  bradycar- 
dia requiring  a demand  pacemaker  In  one  case  this  resulted  after  an  initial  dose  of  5 mg 
propranolol 

MAJOR  SURGERY  The  necessity  or  desirability  of  withdrawal  of  beta-blocking  therapy 
prior  to  ma|or  surgery  is  controversial  It  should  be  noted,  however,  that  the  impaired  ability 
of  the  heart  to  respond  to  reflex  adrenergic  stimuli  may  augment  the  risks  of  general  anes- 
thesia and  surgical  procedures 

Nonallergic  Bronchospasm  (eg,  chronic  bronchitis,  emphysema) — 

PATIENTS  WITH  BRONCHOSPASTIC  DISEASES  SHOULD,  IN  GENERAL,  NOT  RECEIVE 
BETA  BLOCKERS  INDERAL  should  be  administered  with  caution,  since  it  may  block  bron- 
chodilation  produced  by  endogenous  and  exogenous  catecholamine  stimulation  of  beta 
rGCGptors 

DIABETES  AND  HYPOGLYCEMIA  Beta-adrenergic  blockade  may  prevent  the  appear- 
ance of  certain  premonitory  signs  and  symptoms  (pulse  rate  and  pressure  changes)  of 
acute  hypoglycemia  in  labile  insulin-dependent  diabetes  In  these  patients,  it  may  be 
more  difficult  to  ad|ust  the  dosage  of  insulin  Hypoglycemic  attacks  may  be  accompanied 
by  a precipitous  elevation  of  blood  pressure 
Hydrochlorothiazide:  Thiazides  should  be  used  with  caution  in  severe  renal  disease 
In  patients  with  renal  disease,  thiazides  may  precipitate  azotemia  In  patients  with 
impaired  renal  function,  cumulative  effects  of  the  drug  may  develop 
Thiazides  should  also  be  used  with  caution  in  patients  with  impaired  hepatic  function  or 
progressive  liver  disease,  since  minor  alterations  of  fluid  and  electrolyte  balance  may  pre- 
cipitate hepatic  coma 

Thiazides  may  add  to  or  potentiate  the  action  of  other  antihypertensive  drugs  Potentia- 
tion occurs  with  ganglionic  or  peripheral  adrenergic-blocking  drugs 
Sensitivity  reactions  may  occur  in  patients  with  a history  of  allergy  or  bronchial  asthma 
The  possibility  of  exacerbation  or  activation  of  systemic  lupus  erythematosus  has  been 
reported 

PRECAUTIONS 

Propranolol  hydrochloride  (INDERAL  LA):  GENERAL  Propranolol  should  be  used 
with  caution  in  patients  with  impaired  hepatic  or  renal  function  Propranolol  is  not  indicated 
for  the  treatment  ot  hypertensive  emergencies 
Beta-adrenoreceptor  blockade  can  cause  reduction  of  intraocular  pressure  Patients 
should  be  told  that  propranolol  may  intertere  with  the  glaucoma  screening  test  Withdrawal 
may  lead  to  a return  of  increased  intraocular  pressure 
CLINICAL  LABORATORY  TESTS  Elevated  blood  urea  levels  in  patients  with  severe 
heart  disease,  elevated  serum  transaminase,  alkaline  phosphatase,  lactate  dehydro- 
genase 

DRUG  INTERACTIONS  Patients  receiving  catecholamine-depleting  drugs,  such  as 
reserpine.  should  be  closely  observed  if  propranolol  is  administered  The  added  catechol- 
amine-blocking  action  may  produce  an  excessive  reduction  of  resting  sympathetic  ner- 
vous activity,  which  may  result  in  hypotension,  marked  bradycardia,  vertigo,  syncopal 
attacks,  or  orthostatic  hypotension 
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CARCINOGENESIS,  MUTAGENESIS,  IMPAIRMENT  OF  FERTILITY  Long-term  studies 
in  animals  have  been  conducted  to  evaluate  toxic  effects  and  carcinogenic  potential  In  18- 
month  studies,  in  both  rats  and  mice,  employing  doses  up  to  150  mg/kg/day,  there  was  no 
evidence  of  significant  drug-induced  toxicity  There  were  no  drug-related  tumorigenic 
effects  at  any  of  the  dosage  levels  Reproductive  studies  in  animals  did  not  show  any 
impairment  of  fertility  that  was  attributable  to  the  drug 
PREGNANCY  Pregnancy  Category  C Propranolol  has  been  shown  to  be  embryotoxic 
in  animal  studies  at  doses  about  10  times  greater  than  the  maximal  recommended  human 
dose  There  are  no  adequate  and  well-controlled  studies  in  pregnant  women  Propranolol 
should  be  used  during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to 
the  fetus 

NURSING  MOTHERS  Propranolol  is  excreted  in  human  milk  Caution  should  be  exer- 
cised when  propranolol  is  administered  to  a nursing  mother 
PEDIATRIC  USE  Safety  and  effectiveness  in  children  have  not  been  established 
Hydrochlorothiazide:  GENERAL  Periodic  determination  of  serum  electrolytes  to 
delect  possible  electrolyte  imbalance  should  be  performed  at  appropriate  intervals 
All  patients  receiving  thiazide  therapy  should  be  observed  for  clinical  signs  of  fluid  or 
electrolyte  imbalance,  namely  Hyponatremia,  hypochloremic  alkalosis,  and  hypokale- 
mia Serum  and  urine  electrolyte  determinations  are  particularly  important  when  the 
patient  is  vomiting  excessively  or  receiving  parenteral  fluids  Medication  such  as  digitalis 
may  also  influence  serum  electrolytes  Warning  signs  irrespective  of  cause  are  Dryness  of 
mouth,  thirst,  weakness,  lethargy,  drowsiness,  restlessness,  muscle  pains  or  cramps, 
muscular  fatigue,  hypotension,  oliguria,  tachycardia,  and  gastrointestinal  disturbances 
such  as  nausea  and  vomiting 

Hypokalemia  may  develop,  especially  with  brisk  diuresis,  when  severe  cirrhosis  is 
present,  or  during  concomitant  use  of  corticosteroids  or  ACTH 
Interference  with  adequate  oral  electrolyte  intake  will  also  contribute  to  hypokalemia 
Hypokalemia  can  sensitize  or  exaggerate  the  response  of  the  heart  to  the  toxic  effect  of 
digitalis  (eg.  increased  ventricular  irritability)  Hypokalemia  may  be  avoided  or  treated  by 
use  of  potassium  supplements,  such  as  foods  with  a high  potassium  content 
Any  chloride  deficit  is  generally  mild  and  usually  does  not  require  specific  treatment, 
except  under  extraordinary  circumstances  (as  in  liver  or  renal  disease)  Dilutional  hypona- 
tremia may  occur  in  edematous  patients  in  hot  weather,  appropriate  therapy  is  water 
restriction,  rather  than  administration  of  salt,  except  in  rare  instances  when  the  hyponatre- 
mia is  life-threatening  In  actual  salt  depletion,  appropriate  replacement  is  the  therapy 
of  choice 

Hyperuricemia  may  occur  or  frank  gout  may  be  precipitated  in  certain  patients  receiving 
thiazide  therapy 

Insulin  requirements  in  diabetic  patients  may  be  increased,  decreased,  or  unchanged 
Diabetes  mellitus  which  has  been  latent  may  become  manifest  during  thiazide 
administration 

If  progressive  renal  impairment  becomes  evident,  consider  withholding  or  discontinuing 
diuretic  therapy 

Thiazides  may  decrease  serum  PBI  levels  without  signs  of  thyroid  disturbance 
Calcium  excretion  is  decreased  by  thiazides  Pathologic  changes  in  the  parathyroid 
gland  with  hypercalcemia  and  hypophosphatemia  have  been  observed  in  a few  patients 
on  prolonged  thiazide  therapy  The  common  complications  of  hyperparathyroidism,  such 
as  renal  lithiasis,  bone  resorption,  and  peptic  ulceration,  have  not  been  seen  Thiazides 
should  be  discontinued  before  carrying  out  tests  for  parathyroid  function 
DRUG  INTERACTIONS  Thiazide  drugs  may  increase  the  responsiveness  to 
tubocurarine 

The  antihypertensive  effects  of  thiazides  may  be  enhanced  in  the  postsympathectomy 
patient  Thiazides  may  decrease  arterial  responsiveness  to  norepinephrine  This  diminu- 
tion is  not  sufficient  to  preclude  effectiveness  of  the  pressor  agent  for  therapeutic  use 
PREGNANCY  Pregnancy  Category  C Thiazides  cross  the  placental  barrier  and  appear 
in  cord  blood  The  use  of  thiazides  in  pregnancy  requires  that  the  anticipated  benefit  be 
weighed  against  possible  hazards  to  the  fetus  These  hazards  include  fetal  or  neonatal 
laundice,  thrombocytopenia,  and  possibly  other  adverse  reactions  which  have  occurred  in 
the  adult 

NURSING  MOTHERS  Thiazides  appear  in  human  milk  If  use  of  the  drug  is  deemed 
essential,  the  patient  should  stop  nursing 
PEDIATRIC  USE  Safety  and  effectiveness  in  children  have  not  been  established 

ADVERSE  REACTIONS 

Propranolol  hydrochloride  (INDERAL*  LA):  Most  adverse  effects  have  been  mild 
and  transient  and  have  rarely  required  the  withdrawal  of  therapy 
Cardiovascular  Bradycardia,  congestive  heart  failure,  intensification  of  AV  block,  hypo- 
tension, paresthesia  of  hands;  thrombocytopenic  purpura,  arterial  insufficiency,  usually  of 
the  Raynaud  type 

Central  Nervous  System  Lightheadedness;  mental  depression  manifested  by  insomnia, 
lassitude,  weakness,  fatigue,  reversible  mental  depression  progressing  to  catatonia;  vi- 
sual disturbances,  hallucinations;  an  acute  reversible  syndrome  characterized  by  disori- 
entation for  time  and  place,  short-term  memory  loss;  emotional  lability;  slightly  clouded 
sensorium.  and  decreased  performance  on  neuropsychometrics 
Gastrointestinal  Nausea,  vomiting,  epigastric  distress,  abdominal  cramping,  diarrhea, 
constipation,  mesenteric  arterial  thrombosis;  ischemic  colitis 
Allergic  Pharyngitis  and  agranulocytosis,  erythematous  rash,  fever  combined  with  ach- 
ing and  sore  throat,  laryngospasm  and  respiratory  distress 
Respiratory  Bronchospasm 

Hematologic  Agranulocytosis;  nonthrombocytopenic  purpura,  thrombocytopenic 
purpura 

Auto-Immune  In  extremely  rare  instances,  systemic  lupus  erythematosus  has  been 
reported 

Miscellaneous  Alopecia,  LE-like  reactions,  psoriasiform  rashes,  dry  eyes,  male  impo- 
tence; and  Peyronie  s disease  have  been  reported  rarely  Oculomucocutaneous  reactions 
involving  the  skin,  serous  membranes,  and  coniunctivae  reported  for  a beta  blocker  (prac- 
tolol)  have  not  been  associated  with  propranolol 

Hydrochlorothiazide: 

Gastrointestinal  Anorexia,  gastric  irritation,  nausea,  vomiting,  cramping,  diarrhea,  consti- 
pation, laundice  (intrahepatic  cholestatic  jaundice);  pancreatitis;  sialadenitis 
Central  Nervous  System  Dizziness,  vertigo,  paresthesias,  headache,  xanthopsia 
Hematologic  Leukopenia,  agranulocytosis,  thrombocytopenia,  aplastic  anemia 
Cardiovascular  Orthostatic  hypotension  (may  be  aggravated  by  alcohol,  barbiturates, 
or  narcotics) 

Hypersensitivity  Purpura,  photosensitivity,  rash;  urticaria;  necrotizing  angiitis  (vascu- 
litis. cutaneous  vasculitis);  fever;  respiratory  distress,  including  pneumonitis,  anaphylac- 
tic reactions 

Other  Hyperglycemia,  glycosuria;  hyperuricemia,  muscle  spasm;  weakness,  restless- 
ness. transient  blurred  vision 

Whenever  adverse  reactions  are  moderate  or  severe,  thiazide  dosage  should  be 
reduced  or  therapy  withdrawn 

* The  appearance  of  these  capsules  is  a registered  trademark  of  Ayerst  Laboratories 
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President’s  Page  continued  from  page  8 

• In  the  early  phases  of  HMO  expansion,  major 
American  industry  has  been  attracted  to  the  concept 
for  these  very  reasons:  a perceived  restraint  on  costs 
and  a claimed  predictable  annual  outlay  for  health  care. 

• The  momentum  of  the  HMO  movement,  at  this 
time,  is  quite  strong  and  difficult  to  resist  other  than 
in  head-to-head  competition. 

• Because  of  the  above  factors,  and  others,  partisans 
of  HMOs  say  that  such  systems  are  already  sounding 
the  death  knell  of  individual  doctor-patient  relation- 
ships and  fee-for-service  medicine. 

• Consequently,  several  state  societies  have  reached 
the  conclusion  that,  whatever  the  future  of  HMOs, 
physicians  must  position  themselves  now  to  defend  the 
medical  marketplace  from  eventual  domination  by 
investor-owned  corporate  entities.  They  feel  that  a 
physician-owned  statewide  HMO  can  be  not  only  com- 
petitive but  superior. 

Cons 

• It  is  a long  road  that  has  no  turning,  and  many 
health  care  economists  are  beginning  to  see  signs  of 
stress  and  weakness  in  the  HMO  movement  — in- 
cluding rising  costs  after  the  first  few  years  of  com- 
petitive pricing. 

• The  overcrowded  market  faces,  by  almost  every 
expert  analysis,  a huge  shake-out,  as  the  present  num- 


ber of  HMO  entrepreneurs  is  cut  sharply  by  the  forces 
of  supply  and  demand. 

• Quality  has  become  secondary,  critics  say,  with 
a consequent  weakening  of  its  assurance  to  the  Amer- 
ican patient. 

• Success  or  failure  of  an  HMO  in  the  present  mar- 
ket depends,  it  appears,  almost  exclusively  on  price. 
At  this  time,  it  is  not  who  can  offer  the  better  mousetrap 
but  who  can  offer  it  cheaper. 

• Rationing  of  services,  a built-in  imperative  in 
HMOs,  is  foreign  to  the  American  physician,  whose 
instincts  and  training  are  to  provide  each  patient  with 
care  commensurate  with  his  or  her  needs. 

• Physicians  cast  in  the  role  of  insurers  and  man- 
agers of  resources  may  face  a fundamental  conflict  of 
interest  as  between  patient  care  and  the  economic  suc- 
cess of  their  enterprise. 

• There  are  signs  already  evident  that  Americans 
resent  the  regimentation  and  depersonalization  of  the 
HMO  delivery  model  and,  more  so  than  any  people 
on  earth,  will  ultimately  re-assert  free-choice.  This 
may  limit  HMO  expansion  to  areas  of  major  industrial 
congestion. 

• The  HMO  is  grounded  on  insurance,  with  all  the 
complexities  of  actuarial  computation  and  market  anal- 
ysis that  have  come  to  be  such  a science  in  the  United 
States. 

continued  on  page  22 
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Feelings,  Thoughts  and  Actions 


Charles  H.  Smith,  M.D.* 


Abstract 

The  physician’s  concern  for  his  patient’s 
feelings  is  both  confirmed  and  reaffirmed  but 
the  extent  to  which  this  should  be  allowed  to 
cloud  the  physician’s  responses  is  questioned 
and  is  questioned  in  several  different  contexts. 
The  mechanisms  of  the  psychotic  as  opposed 
to  those  of  the  neurotic  are  briefly  discussed, 
again,  with  an  eye  to  appropriate  physician 
response.  A proposal  as  to  a reasonable  method 
of  handling  after  hours  medication  requests  is 
presented.  The  doctor  is  reminded  that  he  is 
human  and  should  not  demand  of  himself  or 
allow  his  patients  to  demand  otherwise.  Some 
examples  of  verbal  and  non-verbal  transaction 
are  presented.  The  fact  of  the  patient’s  re- 
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sponsibility  in  treatment  is  mentioned.  Because 
of  its  very  common  occurrence,  depression  is 
used  as  a sort  of  model  for  assessment  of  the 
primary  care  physician’s  responsibility  and 
sometimes  dilemma.  The  matter  of  hemi- 
spheric dominance  is  noted  not  so  much  in 
terms  of  present  solutions  but  of  future  poten- 
tial. 


Feelings  are  in.  Their  ascendancy  began  during  the 
post  World  War  Two  period  and  their  popularity 
grows.  Our  concentration,  as  physicians,  on  feelings 
seems  to  have  all  but  destroyed  other  important  con- 
siderations. What  our  patients  are  thinking  must  be 
important,  as  must  what  they  are  doing  about  what 
they  are  thinking. 

We  are  covering  for  Dr.  X who  has  a patient  prone 
to  “tension  headaches.’’  We  know  that  such  headaches 
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may  be  quite  painful,  they  are  injurious  to  his  feelings 
but  they  are  not  lethal.  Has  this  patient  bothered  to 
think  about  what  situations  precipitate  his  headaches 
or  does  he  find  it  more  convenient  to  request  a refill 
of  headache  pills?  We  are,  quite  naturally,  not  inclined 
to  pose  such  a question  to  another  doctor’s  patient. 
Dr.  X has  instructed  his  patient  to  take  his  medication 
and  sit  or  lie  in  a darkened  room  until  the  pain  subsides. 
Well,  if  this  is  what  the  doctor  says,  it  will  definitely 
make  the  patient  feel  better  . . . but.  But  the  patient 
is  going  to  spend  a lot  of  potentially  productive  time 
in  dark  rooms  and  he  is  going  to  have  headaches  for- 
ever. 

We  have  probably  all  written  notes  for  favored  pa- 
tients stating  they  have  had  “flu”  when,  in  fact,  they 
simply  did  not  feel  like  going  to  work  on  a given  day. 
While  they  are  favored  patients,  we  may  well  ask 
ourselves  whether  we  have  done  them  a favor.  But  we 
can,  and  with  some  justification,  rationalize  that  “flu” 
is  more  easily  understood  by  a work  supervisor  than 
is  psychasthenia  and  less  frightening  than  hallucina- 
tions which  may  well  be  perceived  as  a sign  of  “cra- 
ziness.” 

Even  the  psychotic  understands  the  importance  of 
action.  When  auditory  hallucinations  become  unbear- 
able he  sees  the  wisdom  of  movement  to  another  en- 
vironment. He  may  go  for  a drive,  shoot  basketball  or 
work  in  the  yard,  but  he  knows  that  if  he  remains 
motionless  in  front  of  his  television  set  he  is  doomed. 
The  voices  become  more  demanding  and  more  de- 
meaning. He  learns,  and  of  necessity  learns,  more 
rapidly  than  does  the  neurotic. 

The  psychotic  in  treatment  will  have  realized  that 
his  hallucinations  are  mirrors  of  his  own  inner  thoughts, 
i.e.,  he  has  learned  to  divorce  thought  from  affect 
(feeling).  This  is  further  than  most  neurotics  are  likely 
to  progress  or,  more  properly,  further  than  we,  as 
physicians,  will  ever  allow  them  to  progress.  As  long 
as  we  are  able  to  deliver  to  the  neurotic  an  anxiolytic 
agent  sufficient  to  allay  his  fears  he  is  compliant.  This 
route  is  quicker  and  less  expensive  and  troublesome 
than  the  often  painful  business  of  uncovering  repressed 
material,  the  only  workable  method  we  presently  know 
as  curative.  The  number  of  anxiolytics  is  finite.  Some 
will  not  work  and  none  will  work  forever  for  a given 
neurotic.  Psychotherapy  at  some  point  becomes  es- 
sential. Any  physician  given  the  time,  interest  and 
inclination  can  be  an  effective  therapist.  What  most 
psychiatrists  would  probably  ask  is  that  the  neurotic 
not  be  subjected  to  the  gamut  of  antidepressants  and 
anxiolytics  with  slapdash  five  minute  therapy  sessions 
interjected  where  possible  and  then  referred.  None  of 
us  really  wants  a patient  who  is  dead  on  arrival. 

Cries  of  Distress 

When  the  psychotic  calls  we  had  best  listen  alertly; 
he  does  not  call  to  chat,  he  calls  to  relay  a message 


of  urgency.  When  the  neurotic  calls  we  may  continue 
to  read  a magazine  or  journal  while  deluged  with  a 
recitation  of  feelings,  knowing  that  the  whole  affair 
will  end  with  the  telephone  number  of  a pharmacy  and 
request  for  medication  to  dull  unpleasant  sensations. 
When  we  remind  our  patient  that  his  request  for  refill 
is  premature,  we  will  be  victimized  by  repetition,  pleas 
for  mercy,  reminders  that  our  function  is  relief  of  pain 
and  so  on. 

It  is  proposed  that  a perfectly  equitable  and  work- 
able plan  is  to  decline,  with  rare  exception,  refill  of 
controlled  substances  during  evenings  and  on  week- 
ends. This  still  allows  the  patient  about  fifty  or  sixty 
hours  a week  to  anticipate  his  needs  while  denying  the 
opportunity  for  after  hours  manipulation.  Such  a prop- 
osition may  initially  seem  uncaring,  but  subjected  to 
some  consideration,  it  may  also  be  viewed  as  reflecting 
our  concern  for  our  patient’s  well-being  and  safety. 

Being  human,  the  fatigued  physician  may  react  rather 
than  reflect  and  if  he  reacts  unwisely  may  attract  the 
attention  of  his  fellow  professional,  the  trial  attorney. 
Doctors  tend  to  hold  their  autonomy  in  high  regard 
and  the  individual  will  choose  his  own  path.  But  the 
concept  of  adopting  some  uniform  sort  of  approach 
should  favorably  affect  physician’s  and  pharmacist’s 
communications  and  patient’s  expectations. 

The  Patient’s  Feelings:  The  Physician’s 
Obligation 

The  practice  of  medicine  as  we  conceive  it  now, 
insofar  as  we  understand  its  history  and  are  able  to 
foresee  its  future,  is  necessarily  bound  to  our  concern 
for  our  patient’s  feelings.  Feelings  will  not  be  forgotten 
but  they  may  need  putting  into  perspective.  With  the 
development  of  newer  techniques  (relaxation  tapes, 
etc.)  and  the  availability  of  increasingly  effective  med- 
ications for  symptomatic  relief  of  pain,  sleeplessness, 
dysphoria,  agitation  and  even  temporary  palliation  of 
psychotic  symptoms,  e.g.,  delusions  and  hallucina- 
tions, we  may  have  come  to  a time  when  we  should 
pause  and  think.  What  are  we  doing  for  ourselves  and 
what  are  we  doing  for,  or  to,  our  patients?  By  virtue 
of  our  training  we  feel  a need  to  relieve  and  relieve 
absolutely  any  noxious  symptom.  Medicine  moves  for- 
ward rapidly  but  not  necessarily  evenly,  and  there  may 
be  areas  in  which  we  should  “rethink”  and  suppress 
our  tendency  toward  total  and  uncompromising  symp- 
tom relief. 

We  can  relieve  our  patient’s  migraines  in  a matter 
of  minutes.  But  if  we  do  this  without  making  plans 
for  future  discussions  and  consideration  of  causal  fac- 
tors we  have,  in  fact,  done  nothing  more  than  could 
be  done  by  a “Root  Doctor”  (or  voodoo  or  hoodoo 
according  to  geographical  location).  Root  Doctors  are 
quite  common  throughout  the  Southeast,  have  large 
practices  but  are  eventually  discarded  by  their  patients 
who  realize  that  nothing  is  really  being  solved.  They 
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continue  to  thrive  because  “there  is  a sucker  bom 
every  minute.”  Most  physicians  would  prefer  to  dis- 
tance themselves  from  this  sort  of  practice  but  if  the 
shoe  fits  we  must  wear  it.  Simply  stated,  it  is  not 
sufficient  to  just  remove  a symptom  from  immediate 
awareness  to  the  exclusion  of  other  considerations. 

Unbearably  painful  symptoms,  physical  or  psychic, 
must  be  relieved  but  not  relieved  and  forgotten  until 
they  surface  again.  Most  recent-onset  pathology  is  seen 
by  the  primary  care  physician  or  resident  physician. 
His/her  task  is  not  enviable.  The  patient  must  be  seen, 
examined  and  treated  in  a twenty  to  thirty  minute  time 
span.  This  is  a rather  generous  amount  of  time  when 
compared  to  the  English  physician’s  six  minute  office 
visit,  for  whatever  consolation  this  may  offer.  We  must 
not  only  examine,  diagnose,  and  treat.  We  also  feel 
and  have  an  obligation  to  discuss  with  patient  and/or 
family  probable  causes  and  future  expectations  in  ad- 
dition to  considering  referral  to  appropriate  special- 
ises). 

Relief  in  the  Emergency  Room 

The  doctor  wishing  some  respite  from  mulling  over 
feelings  might  find  some  relaxation  of  sorts  in  a busy 
emergency  room.  It  is  not  unlikely  that  on  a “good” 
night  we  might  see  an  infant  or  small  child  with  head- 
ache, high  fever  and  stiff  neck.  Nearby  we  might  see 
an  adult  with  a gunshot  wound  to  the  abdomen.  What 
we  will  not  see  or  hear  is  another  physician  asking  the 
patient  a ridiculous  question  “How  do  you  feel?”  There 
is  no  thought  of  feelings,  there  is  the  urgent  necessity 
of  preserving  a life.  We  show  no  respect  whatsoever 
for  feelings  when  we  flex  the  child’s  body  into  a most 
uncomfortable  position  and  insert  a needle  into  his 
distal  spinal  canal.  We  compound  our  disrespect  when 
we  do  a venous  cutdown,  insert  a tube  and  start  an 
l.V.  drip  of  antibiotics.  It  is  not  likely  that  we  will 
ever  apologize  to  the  child  for  lack  of  consideration 
of  his  feelings.  During  several  years  in  pediatrics,  the 
writer  does  not  recall  an  apology  for  punching,  pulling, 
injecting,  suturing  or  manipulating  broken  bones.  The 
transition  from  pediatrics  to  psychiatry  should  not  bring 
about  any  great  change.  The  object  of  treatment  re- 
mains identical  — to  effect  a cure,  not  to  cluck  sym- 
pathetically over  feelings.  Empathy  is  mandatory  in 
all  fields  of  medicine.  But  empathy  means  understand- 
ing. Sympathy  cures  nothing  and  is,  if  anything,  self- 
serving.  It  may  offer  catharsis  for  the  doctor  and  will 
favorably  impress  the  family. 

Approach  to  Depression 

Depression  is  known  to  be  one  of  the  most  common 
illnesses  bringing  the  patient  to  his  physician.  Again, 
the  family  physician  will  likely  be  his  first  contact  and 
again  his/her  position  is  not  a comfortable  one.  Time 
is  limited  and  indeed,  the  fact  of  depression  or  the 
depth  of  depression  may  not  be  recognized  during  the 


first  visit  which  might,  and  rightly,  be  devoted  to  ruling 
out  physical  disorders. 

Depression,  so  common,  may  be  viewed  as  a prime 
example  of  the  psychiatrist’s  puzzlement  in  efforts  to 
advise  his  colleagues,  family  physicians  and  internists, 
as  to  the  proper  course  in  dealing  with  emotional  dis- 
orders. 

Since  most  antidepressants  are  not  controlled,  they 
may  be  viewed  as  benign.  This  is  not  the  case.  Most 
of  us  know  that  the  antidepressants  may  cause  EKG 
changes  but  in  the  view  of  the  writer  this  is  of  little 
importance.  There  are  a number  of  patients  with  a 
history  of  bypass  surgery,  angina,  pacemakers  and  the 
like  who  are  doing  very  well  on  antidepressants.  There 
are  other  aspects  with  which  many  doctors  are  not 
familiar.  How  many  of  us  are  aware  of  the  fact  that 
tricyclics  lower  seizure  threshold  and  consider  this  be- 
fore prescribing  for  the  epileptic?  Some  antidepres- 
sants are  more  likely  to  cause  weight  gain  than  others. 
We  do  little  for  the  patient  with  extensive  arthritis  by 
effecting  a fifty  pound  weight  gain;  while  treating  his 
depression  we  are  aggravating  chronic  pain,  a major 
contributor  to  depression.  Some  antidepressants  are 
likely  to  cause  drowsiness,  others  less  so,  and  for 
patients  working  around  machinery  or  even  driving, 
this  must  influence  our  choice  or  type  and  time  of 
administration  of  medication.  One  is  shocked  at  the 
number  of  cardiologists  who  administer  diuretics  to 
the  Bipolar  Depressive  without  knowledge  that  di- 
uretics block  urinary  excretion  of  Lithium  and  quickly 
creates  severe  toxicity. 

A solid  recommendation  is  clearly  not  possible.  What 
one  can  say  to  the  older,  younger  or  resident  physician 
is  that  if  he/she  knows  no  more  than  we  were  taught 
in  medical  school  about  depression,  he  would  likely 
be  best  advised  to  address  the  multiple  other  maladies 
in  need  of  treatment.  The  psychiatric  patient  is  very 
quick  to  sense  uncertainty  on  the  part  of  his  physician. 
A combination  of  doubting  patient  and  doubtful  phy- 
sician is  not  healthy  for  either. 

The  Mentally  Retarded 

The  physician  may  be  hesitant  to  refer  a retarded 
patient,  feeling  he  is  wasting  the  time  of  psychiatrist/ 
psychologist.  The  patient  who  is  bright  enough  to  rec- 
ognize anxiety  or  depression,  or  simply  that  something 
is  wrong,  is  bright  enough  to  be  receptive  to  therapy. 
IQ  testing  is  not  a reliable  index  for  assessing  the 
patient’s  probable  response  to  therapy.  Too  many  other 
factors  are  in  operation  — heredity,  responsibility  and 
reliability  of  parents  or  guardian,  past  accomplish- 
ments, the  patient’s  opinion  of  his  own  self  worth  and 
numerous  others.  The  retarded  person  is  more  suscep- 
tible to  everything  than  his  “normal”  counterpart  — 
anxiety,  depression,  psychosis,  the  whole  package. 

continued  on  page  19 


16  / Alabama  Medicine,  The  Journal  of  MASA 


iJr.: 


: 


~y ' 


Motrin800mg 

ibuprofen 


'«N&r*rr** 


■ 


r 

• '¥«  ■'-'■■  -s'^p|&£§3 

-*;r 


J-6138  January  1986 


s-wsxw* 


gafefca 


v. 


1 986  The  Upiohn  Company 


Upjohn 


A Century 
of  Caring 

18861986 


Convenience 

Economy 


Before  0'escriOmg  see  complete  prescribing  information  in  SK&F  CO. 
literature  or  POR  The  following  is  a brief  summary 


* 


WARNING 

This  drug  is  not  indicated  lor  initial  therapy  of  edema  or  hyperten- 
sion Edema  or  hypertension  requires  therapy  titrated  to  the  individual 
II  this  combination  represents  the  dosage  so  determined,  its  use 
may  be  more  convenient  in  patient  management  Treatment  ot  hyper- 
tension and  edema  is  not  static,  but  must  be  reevaluated  as  con- 
ditions in  each  patient  warrant 


Contraindications:  Concomitant  use  with  other  potassium-sparing  agents 
such  as  spironolactone  or  amiloride  Further  use  in  anuria,  progressive 
renal  or  hepatic  dyslunction,  hyperkalemia  Pre-existing  elevated  serum 
potassium  Hypersensitivity  to  either  component  or  otner  sulfonamide- 
derived  drugs 

Warnings:  Do  not  use  potassium  supplements,  dietary  or  otherwise, 
unless  hypokalemia  develops  or  dietary  intake  ot  potassium  is  markedly 
impaired  It  supplementary  potassium  is  needed,  potassium  tablets 
should  not  be  used  Hyperkalemia  can  occur,  and  has  been  associated 
with  cardiac  irregularities.  It  is  more  likely  in  the  severely  ill,  with  urine 
volume  less  than  one  liter/day,  the  elderly  and  diabetics  with  suspected 
or  confirmed  renal  insutticiency.  Periodically,  serum  K+  levels  should  be 
determined  II  hyperkalemia  develops,  substitute  a thiazide  alone,  restrict 
K"  intake  Associated  widened  QRS  complex  or  arrhythmia  requires 
prompt  additional  therapy.  Thiazides  cross  the  placental  barrier  and 
appear  in  cord  blood.  Use  in  pregnancy  requires  weighing  anticipated 
benefits  against  possible  hazards,  including  fetal  or  neonatal  jaundice, 
thrombocytopenia,  other  adverse  reactions  seen  in  adults.  Thiazides 
appear  and  triamterene  may  appear  in  breast  milk.  If  their  use  is  essential, 
the  patient  should  stop  nursing.  Adequate  information  on  use  in  children 
is  not  available  Sensitivity  reactions  may  occur  in  patients  with  or  with- 
out a history  of  allergy  or  bronchial  asthma.  Possible  exacerbation  or 
activation  of  systemic  lupus  erythematosus  has  been  reported  with 
thiazide  diuretics. 

Precautions:  The  bioavailability  of  the  hydrochlorothiazide  component  of 
Dyazide  is  about  50%  of  the  bioavailability  of  the  single  entity. 
Theoretically,  a patient  transferred  from  the  single  entities  of  triamterene 
and  hydrochlorothiazide  may  show  an  increase  in  blood  pressure  or  fluid 
retention  Similarly,  it  is  also  possible  that  the  lesser  hydrochlorothiazide 
bioavailability  could  lead  to  increased  serum  potassium  levels  However, 
extensive  clinical  experience  with  Dyazide'  suggests  that  these  conditions 
have  not  been  commonly  observed  in  clinical  practice  Angiotensin- 
converting  enzyme  (ACE)  inhibitors  can  elevate  serum  potassium;  use 
with  caution  with  Dyazide  Do  periodic  serum  electrolyte  determinations 
(particularly  important  in  patients  vomiting  excessively  or  receiving 
parenteral  fluids,  and  during  concurrent  use  with  amphotericin  B or 
corticosteroids  or  corticotropin  [ACTH]).  Periodic  BUN  and  serum 
creatinine  determinations  should  be  made,  especially  in  the  elderly, 
diabetics  or  those  with  suspected  or  confirmed  renal  insufficiency. 
Cumulative  effects  of  the  drug  may  develop  in  patients  with  impaired  renal 
function  Thiazides  should  be  used  with  caution  in  patients  with  impaired 
hepatic  function  They  can  precipitate  coma  in  patients  with  severe  liver 
disease.  Observe  regularly  for  possible  blood  dyscrasias,  liver  damage, 
other  idiosyncratic  reactions  Blood  dyscrasias  have  been  reported  in 
patients  receiving  triamterene,  and  leukopenia,  thrombocytopenia, 
agranulocytosis,  and  aplastic  and  hemolytic  anemia  have  been  reported 
with  thiazides  Thiazides  may  cause  manifestation  of  latent  diabetes 
mellitus  The  effects  of  oral  anticoagulants  may  be  decreased  when 
used  concurrently  with  hydrochlorothiazide,  dosage  adjustments  may  be 
necessary.  Clinically  insignificant  reductions  in  arterial  responsiveness 
to  norepinephrine  have  been  reported  Thiazides  have  also  been  shown  to 
increase  the  paralyzing  effect  of  nondepolarizing  muscle  relaxants  such 
as  tubocurarine  Triamterene  is  a weak  folic  acid  antagonist  Do  periodic 
blood  studies  in  cirrhotics  with  splenomegaly.  Antihypertensive  effects 
may  be  enhanced  in  post-sympathectomy  patients.  Use  cautiously  in 
surgical  patients.  Triamterene  has  been  found  in  renal  stones  in  associa- 
tion with  the  other  usual  calculus  components  Therefore,  Dyazide 
should  be  used  with  caution  in  patients  with  histories  of  stone  formation 
A few  occurrences  of  acute  renal  failure  have  been  reported  in  patients 
on  Dyazide  when  treated  with  indomethacin  Therefore,  caution  is 
advised  in  administering  nonsteroidal  anti-inflammatory  agents  with 
Dyazide  The  following  may  occur:  transient  elevated  BUN  or  creatinine 
or  both,  hyperglycemia  and  glycosuria  (diabetic  insulin  requirements  may 
be  altered!,  hyperuricemia  and  gout,  digitalis  intoxication  (in  hypokalemia), 
decreasing  alkali  reserve  with  possible  metabolic  acidosis  'Dyazide1 
interferes  with  fluorescent  measurement  of  quinidine.  Hypokalemia  is 
uncommon  with  Dyazide  but  should  it  develop,  corrective  measures 
should  be  taken  such  as  potassium  supplementation  or  increased  dietary 
intake  of  potassium-rich  foods.  Corrective  measures  should  be  instituted 
cautiously  and  serum  potassium  levels  determined.  Discontinue  correc- 
tive measures  and  Dyazide'  should  laboratory  values  reveal  elevated 
serum  potassium.  Chloride  deficit  may  occur  as  well  as  dilutional 
hyponatremia.  Concurrent  use  with  chlorpropamide  may  increase  the  risk 
of  severe  hyponatremia.  Serum  PBI  levels  may  decrease  without  signs 
of  thyroid  disturbance  Calcium  excretion  is  decreased  by  thiazides. 
Dyazide’  should  be  withdrawn  before  conducting  tests  for  parathyroid 
function.  Thiazides  may  add  to  or  potentiate  the  action  of  other  anti- 
hypertensive drugs  Diuretics  reduce  renal  clearance  of  lithium  and 
increase  the  risk  of  lithium  toxicity. 

Adverse  Reactions:  Muscle  cramps,  weakness,  dizziness,  headache, 
dry  mouth:  anaphylaxis,  rash,  urticaria,  photosensitivity,  purpura,  other 
dermatological  conditions,  nausea  and  vomiting,  diarrhea,  constipation, 
other  gastrointestinal  disturbances,  postural  hypotension  (may  be 
aggravated  by  alcohol,  barbiturates,  or  narcotics)  Necrotizing  vasculitis, 
paresthesias,  icterus,  pancreatitis,  xanthopsia  and  respiratory  distress 
including  pneumonitis  and  pulmonary  edema,  transient  blurred  vision, 
sialadenitis,  and  vertigo  have  occurred  with  thiazides  alone.  Triamterene 
has  been  found  in  renal  stones  in  association  with  other  usual  calculus 
components.  Rare  incidents  of  acute  interstitial  nephritis  have  been 
reported.  Impotence  has  been  reported  in  a few  patients  on  Dyazide’, 
although  a causal  relationship  has  not  been  established 

Supplied:  Dyazide'  is  supplied  as  a red  and  white  capsule,  in  bottles  of 
1000  capsules;  Single  Unit  Packages  (unit-dose)  of  100  (intended  for 
institutional  use  only);  in  Patient-Pak™  unit-of-use  bottles  of  100. 
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Feelings,  Thoughts  and  Emotions 

continued  from  page  16 

In  all  instances,  the  sad  shake  of  the  head  indicative 
to  patient  and  parents  that  there  is  nothing  to  be  done, 
is  unacceptable  and  intolerable.  One  avoids  encour- 
aging false  hope  but  one  shuns  any  statement  or  action 
suggesting  that  the  retarded  is  but  a vegetable  to  be 
watered  and  fed  at  appropriate  intervals. 

The  Physician’s  Abilities  and  Limitations 

The  average  physician  is  a person  of  somewhat  higher 
than  bright  normal  intelligence.  He  is  rarely  a genius; 
if  he  were,  he  probably  would  not  have  chosen  med- 
icine as  a profession.  He  is  usually  competitive,  an 
avid  reader,  a hard  worker  and  over  achiever.  He  is 
not  immune  to  physical  and  mental  exhaustion  or  to 
human  error  but  he  may  be  too  hard-headed  to  learn 
a bit  of  humility  from  human  error. 

As  physicians,  we  claim  no  divine  power  but  if  our 
patients  choose  to  invest  us  with  such  power  we  will 
rarely  do  much  to  discourage  them.  We  tend  to  over 
intellectualize  to  the  detriment  of  clear  communication 
with  each  other.  It  is  suggested  that  if  fifty  percent  of 
physicians  in  a given  geographical  area  required  new 
patients  to  sign  a pledge  not  to  bring  lawsuit,  the  num- 
ber of  malpractice  suits  would  be  dramatically  re- 
duced, even  though  such  a pledge  would  carry  no  legal 
weight.  Our  patients  are  largely  honorable  people  who 
value  their  word  and  will  keep  it.  But  to  require  such 
a pledge  would  be  injurious  to  our  own  delusion  of 
invincibility  and  will  not  likely  happen.  We  prefer  to 
write  letters  to  our  state  legislators,  many  of  whom 
are  trial  lawyers. 

Doctor-Patient  Verbal  and  Nonverbal 
Communication 

Such  communication,  in  interest  of  brevity,  might 
be  divided  into  1)  Statement  (manifest  content)  and  2) 
Thought  (often  outside  immediate  awareness).  Doc- 
tor’s statement:  “Good  morning,  you  are  certainly 
looking  fit  today.”  Thought:  “He  looks  terrible,  cheeks 
are  sunken,  hair  receding,  using  that  Grecian  stuff  they 
advertise  on  television  to  mask  the  gray  . . . always 
seemed  a little  effeminate  . . . spent  a year  in  the  New 
York  Metropolitan  Area  a while  back  . . . forty  percent 
of  AIDS  cases  are  there  ...  I wonder  . . . probably 
shouldn’t  risk  shaking  hands.”  Patient’s  statement: 
“It’s  been  nearly  two  years  but  you  look  ten  years 
younger  than  before.  I’ve  had  some  fever  and  a sore 
throat,  shouldn’t  take  too  much  of  your  time.”  Thought: 
“At  the  fees  he  charges  who  could  afford  to  take  up 
much  of  his  time?  He  should  look  younger  . . . he’s 
dyed  the  gray  out  of  his  hair.  Everyone  knows  he 
recently  had  a face  lift  . . . don’t  know  what  it  cost 
but  he  should  have  waited  for  his  change  . . . one 
thing  hasn’t  changed,  he’s  as  aggorant  and  conde- 
scending as  ever.” 


Doctor’s  statement:  “It’s  good  to  see  you  again, 
must  have  been  six  months  since  we  played  golf,  let’s 
get  together  soon.”  Thought:  “I  hate  his  guts,  always 
have  . . . wife’s  an  alcoholic,  no  wonder,  how  else 
could  she  stand  him  . . . always  been  totally  ruthless, 
ought  to  be  shot.”  Patient’s  statement:  “Doctor,  I’ve 
had  some  headaches  and  nosebleeds  recently,  wonder 
about  my  blood  pressure.  While  we’re  talking,  some 
glands  in  my  neck  are  swollen,  there’s  been  some  pain 
in  my  right  flank  and  blood  in  my  urine.  For  about  a 
month  I’ve  had  some  rectal  bleeding,  may  I should 
have  come  in  sooner.”  Thought:  “That  talk  about  golf 
is  bull  . . . he’s  always  hated  my  guts,  don’t  know 
why  . . . maybe  he  thinks  I’m  responsible  for  my 
wife’s  drinking  problem  but  a man’s  got  to  look  after 
his  kids’  education  and  prepare  for  his  old  age  . . . 
he’s  sweating  and  his  face  is  turning  red  ...  I know 
he  likes  to  get  off  at  five  on  Fridays  to  go  to  the  lake 
. . . that’s  his  problem  . . . still  he’s  thorough  and  his 
fees  are  reasonable  ...  he  takes  old  Hippocrates  se- 
riously.” The  dialogue  will  continue  for  a while  yet 
but  rather  clearly  the  patient  has  signs  and  symptoms 
demanding  of  investigation  and  clarification  and  the 
doctor  knows  this  and  will  act  accordingly.  The  only 
unanswered  question  is  whether  to  pursue  diagnostic 
procedures  on  an  inpatient  or  outpatient  basis.  The 
only  answer  is  that  they  should  be  done  at  a minimum 
cost  to  the  patient’s  health  insurance  carrier  and  this 
will  usually  mean  outpatient.  Otherwise,  the  children 
for  whom  the  patient  has  worked  so  hard  may  find 
themselves  unable  to  afford  insurance;  but  this  is  a 
complex  matter  and  should  be  the  subject  of  another 
writing. 

Except  for  subject  matter  and  relative  importance, 
the  conversations  mentioned  above  are  not  substan- 
tially different  from  those  of  any  two  persons  engaged 
in  any  transaction.  The  writer  emerged  from  internship 
a rather  cocky  and  overconfident  (but  frightened)  phy- 
sician taking  up  practice  in  a small  town  without  other 
doctors  or  a hospital.  When  the  television  set  failed  it 
was  necessary  to  summon  the  only  repairman  in  town 
and  the  set  was  quickly  put  in  working  order.  The 
repairman  requested  thirty  dollars,  explaining  that  the 
cost  of  the  tube  was  five  dollars  and  the  knowledge  of 
where  to  place  the  tube  was  twenty-five.  When  the 
young  physician  complained  that  this  was  more  than 
he  charged  for  a house  call  the  repairman  explained 
that  the  doctor  failed  to  understand  that  he  had  to  go 
to  school  to  learn  his  art. 

Patience,  however,  is  rewarded.  When  the  televi- 
sion expert  later  presented  with  a gram  negative  ure- 
thritis he  was  given  to  realize  that  he  was  being  charged 
five  dollars  for  an  office  call,  twenty-five  dollars  for 
knowledge  of  where  to  inject  the  penicillin  and  an 
additional  ten  for  advice  on  how  to  explain  his  tem- 
porary disability  to  this  wife.  And  he  had  to  return  for 
four  additional  injections. 
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The  Patient’s  Obligation 

We  have  touched  upon  the  thoughts,  actions,  feel- 
ings and  sometimes  failings  of  the  physician  in  the 
therapeutic  effort  without  attention  to  the  responsibil- 
ities of  the  patient.  Appreciation  of  the  feelings  of 
another  is  a two  way  street.  It  involves  both  patient 
and  doctor  and  this  is  an  aspect  of  treatment  which 
has  been  neglected.  The  patient  too  often  fails  to  re- 
alize this  and  considers  empathy  the  sole  responsibility 
of  the  physician.  He  will,  or  will  not,  attempt  to  un- 
derstand the  doctor’s  explanation  for  withholding  or 
rationing  certain  medications  and  may  seek  a more 
“understanding”  physician. 

We  are  now  into  our  fifth  decade  of  post  War  per- 
missiveness. These  are  decades  during  which  character 
disorders  have  thrived  and  marijuana,  Angel  Dust, 
amphetamines  and  cocaine  have  become  household 
words.  For  what  has  happened  and  continues  to  hap- 
pen, it  is  not  possible  nor  desirable  to  attempt  to  fix 
blame.  The  laying  of  blame  is  a political  exercise. 

Physicians  have  devoted  their  time  and  some  their 
professional  lives  to  rehabilitation  projects  and  as  a 
group  we  haven’t  done  too  badly.  We  may  have  the 
remaining  task  of  assuming  a role  of  kind  but  firm 
father  figure  who  must  say  “no”  on  occasion.  If  we 
open  the  door,  especially  to  the  young,  of  mollifying 
every  physical  or  psychic  discomfort,  we  soon  exhaust 


the  supply  of  legitimate  medications  and  we  open  the 
door  to  the  streets. 

Probably  it  is  too  soon  to  evaluate  the  certainly 
sincere  and  hard  work  done  by  mothers  and  students 
in  opposition  to  driving  under  the  influence  of  alcohol. 
Certainly  the  impact  has  been  positive.  It  has  helped 
produce  sterner  police  and  judicial  measures.  But  we 
all  know  historically  that  prohibition  has  been  proven 
not  to  work.  The  writer  recalls  as  a very  young  child 
listening  to  his  grandparents’  admonitions  against  al- 
cohol, and  agent  of  Satan  and  so  on.  The  child  listened 
rather  smugly  since  he  definitely  knew  the  absolute 
location  of  his  grandfather’s  bottle  of  Scotch  in  the 
bam  and  grandmother's  Bourbon  in  the  outhouse,  al- 
though they  didn’t  know  that  he  had  a cigar  stashed 
under  the  front  porch.  The  child  became  deathly  ill 
after  a few  puffs  of  cigar  smoke  but  the  grandparents 
showed  no  ill  effects  from  the  Scotch  or  Bourbon. 

For  no  particular  logical  reason,  alcohol  enjoys  a 
status  distinct  from  other  potentially  addictive  drugs. 
Perhaps  the  real  question  is  not  whether  groups  op- 
posed to  alcohol  accomplish  good  (they  do)  but  at  what 
point  they  become  counterproductive,  at  what  time 
they  may  produce  a backlash  even  among  total  ab- 
stainers. Physicians,  with  psychiatrists  at  the  head  of 
the  pack,  are  making  us  aware  that  tobacco  and  caf- 
feine are  addictions,  that  we  must  avoid  eggs,  eat  only 


Why  did  we  buy  a 
computer? 


A well  managed  office 
doesn't  always  mean  you 
can  change  to  a computer 
system  with  no  trouble. 
When  ours  arrived  our  of- 
fice resembled  a Chinese 
fire  drill. 

We  were  not  aware  that  so 
many  things  could  go 
wrong  at  the  same  time.  We 
got  weeks  behind  on  our 
billing.  Words  like  head 
crash,  program  bug,  down 
time  are  now  a part  of  our 
vocabulary. 


Our  cash  flow  increased 
all  right . . . right  out  the 
door  to  the  computer  com- 
pany. When  we  added  up 
the  cost  of  the  system  and 
the  extra  employee  it  took 
to  run  it,  we  didn't  have  any 
cash  left  to  flow! 

We  should  have  let  the 
folks  at  A.S.I.  do  our  bill- 
ing. . . . They  do  it  all,  from 
statements  to  insurance, 
and  we  don't  invest  in  a 
thing. 

Call  them!  Get  a second 
opinion. 


RPPLICRTIGN  5CFTURFG  INC 

500  CENTURY  PARK  SOUTH 
SUITE  122 

BIRMINGHAM,  ALABAMA  35226 
(205)  823-1363 
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the  white  meat  of  fish  and  chicken;  pregnant  women 
can  only  safely  drink  sterilized  water  in  a sanitized 
glass  and  the  restrictions  grow.  All  medications  are  to 
be  used  with  caution  by  expectant  mothers.  How  does 
one  treat  a Schizophrenic  expectant  mother  or  an  epi- 
leptic expectant  mother  or  any  other  condition  with 
caution?  One  prescribes  or  one  does  not;  a container 
labeled  Take  one  three  times  daily  with  caution  is 
actually  not  very  helpful.  This  is  admittedly  oversim- 
plified but  not  by  much.  As  physicians  we  can  only 
advise  of  possible  side  effects  but  cannot  make  up  the 
patient’s  mind. 

Hemispheric  Dominance 

This  concept  is  mentioned  only  briefly  because  it  is 
exciting  and  because  it  may  with  time  help  us  in  a 
reconciliation  of  feelings,  thoughts  and  actions.  We 
think  of  our  left,  dominant,  hemisphere  as  seeing  to 
our  necessities  of  everyday  life.  It  tells  us  to  avoid 
oncoming  trucks,  to  go  to  the  grocer  and  come  home 
with  the  proper  change,  to  abstract,  in  fact,  to  see  that 
we  stay  alive.  We  view  our  right,  non-dominant,  hem- 
isphere as  the  philosopher  within.  The  right  could  be 
said  to  register  impressions  almost  literally  from  birth. 
Roughly,  the  left  becomes  dominant  very  early,  at  the 
time  when  something  akin  to  “formal”  learning  be- 
gins. The  left  probably  helps  us  to  become  toilet  trained 
but  it  is  at  least  interesting  to  speculate  as  to  whether 
this  might  be  in  response  to  a possibly  genetically 
determined  stimulus  from  the  right. 

This  is  a field  in  which  rapid  progress  can  be  an- 


ticipated and  it  will  be  of  value  in  every  aspect  of 
medicine. 

Summary 

When  we  attempt  to  write  on  such  a broad  and  wide 
ranging  subject  as  the  feelings,  thoughts  and  actions 
of  our  patients,  we  are  at  the  risk  of  allowing  ourselves 
carte  blanche  to  explore  almost  any  aspect  of  human 
behavior.  It  is  hoped  that  this  has  not  been  the  case 
in  this  paper.  It  is  felt  that  we  have  remained  close 
enough  to  our  subject  to  prevent  lack  of  continuity. 
We  have  recognized  our  ongoing  obligation  to  our 
patients'  feelings  while  qualifying  the  extent  to  which 
this  commitment  should  reasonably  extend.  We  have 
endeavored  to  view  our  patient  as  a very  complex 
whole. 

Conclusion 

Francis  C.  Benedict  has  written  “The  extra  calories 
needed  for  one  hour  of  intense  mental  effort  would  be 
completely  met  by  eating  one  oyster  cracker  or  one 
half  of  a salted  peanut.”  If  this  is  true,  a small  bag  of 
peanuts  should  attend  to  our  meditations  for  quite  a 
long  while  and  a large  can  throughout  our  careers. 
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• If  the  HMO  is  to  succeed,  it  must:  A.,  find  a 
market  niche  in  an  already  crowded  and  highly  com- 
petitive environment;  and,  B.,  offer  a cheaper  price, 
not  only  in  the  near-term  but  in  the  coming  years.  It 
must,  above  all,  survive.  In  short,  anybody  can  start 
an  HMO;  selling  it  to  a sufficiently  large  enrollment 
base  is  something  else. 

• HMOs  require  enormous  capitalization;  any  group 
of  physicians  desiring  to  organize  an  HMO  for  oper- 
ation in  Alabama  could  be  expected  to  need  initial 
working  funds  of  several  million  dollars  — all,  of 
course,  at  risk. 

• HMOs,  whether  owned  by  physicians  or  private 
business,  must  impose  utilization  restrictions  and  other 
cost-cutting  measures  on  its  providers.  Again,  the  mar- 
ket is,  at  least  at  present,  dollar-driven,  with  price  the 
apparent  determinant  of  success  or  failure. 

* * * 

That  balances  the  equation  about  as  well  as  I could 
do  it,  given  my  own  biases.  My  thoughts  as  an  indi- 
vidual physician  resolve  themselves  into  the  answers 
to  two  questions:  1.  Could  the  Medical  Association 
do  the  job?  2.  Should  it?  Let’s  take  those  in  order: 

Could  the  Medical  Association  develop  and  operate 
a statewide  IPA  or  a competitive,  even  improved  HMO? 
No  doubt.  Recall  MASA’s  development  and/or  admin- 
istration of:  the  State  Committee  of  Public  Health; 
Medical  Services  Administration  (the  first,  and  a much 
better,  Medicaid  agency);  Alabama  Medical  Review 
(the  first,  and  much  better  PSRO);  the  Alabama  Board 
of  Medical  Examiners;  the  first,  and  much  better, 
SHPDA;  Mutual  Assurance  Society;  AlaPAC;  CTR; 
and  so  forth. 

The  Medical  Association’s  record  of  ability  and  per- 
formance leaves  no  room  for  doubt  concerning  the 
feasibility  of  an  IPA  for  its  members. 

Should  the  Medical  Association  join  the  faddists 
with  its  own  new  statewide  mechanism,  bigger  and 
therefore  better  than  all  the  others?  If  the  answer  is 
yes,  the  immemorial  caution  is  indicated:  this  is  not 
likely  to  be  a silver  bullet;  it  carries  with  it  unknown 
perils  and  side  effects;  its  benefit/risk  ratio  is  likely  to 
be  low;  and,  finally,  it  may  not,  over  the  long  haul, 
work  to  your  patients’  advantage,  or  your  own  advan- 
tage, more  than  the  covenant  under  which  you  are  now 
practicing. 

There  is  in  all  of  us  a strong  desire  to  fight  back, 
to  retaliate  against  the  money-changers  who  forced 
their  entry  into  the  temple  of  medicine. 


There  may  be  some  gut  satisfaction  in  trying  to  beat 
the  intruders  at  their  own  game. 

But  in  the  light  of  all  the  hugh  losses  being  sustained 
this  year  by  some  of  the  giants  of  the  new  order,  would 
it  not  be  something  like  the  Mutually  Assured  Destruc- 
tion (MAD)  concept  of  strategic  defenses,  the  so-called 
“balance  of  terror?” 

Does  the  American  physician  really  want  to  send  a 
message  to  the  commerical  opportunists  reading  some- 
thing like  this:  “You  can  destroy  us  only  if  you  are 
prepared  to  accept  your  own  destruction”?  The  late 
Damon  Runyon  once  wrote,  “In  a contest  between 
you  and  the  world,  bet  on  the  world.”  I’d  rather  bet 
on  medicine,  which  has  survived  centuries  in  every 
kind  of  challenge  and  persecution  known  to  man,  than 
on  this  new  opportunism,  which  already  shows  many 
signs  of  coming  unglued. 

It  might  be  well  to  have  contingency  plans  ready  as 
insurance  against  the  day  when  all-out  war  is  un- 
avoidable; but  in  the  same  spirit  of  readiness  against 
the  improbable  event  that  motivated  the  U.S.  War 
Department  (as  it  used  to  be  called)  to  maintain,  until 
the  late  1930s,  updated  plans  for  the  invasion  of  Can- 
ada. 

For  the  time  being,  I am  content  to  read  the  regular 
accounts  in  the  business  press  of  yet  another  fast-buck 
artist  going  belly-up  after  trying  to  swallow  too  big  a 
bite  of  the  health  care  market. 

I don’t  believe  the  American  people  want  health 
care  served  up  to  them  fast-food  fashion.  Moreover, 
I don’t  believe  the  profit  expectation  of  the  conglom- 
erates in  the  health  care  market  can  be  approached 
without  rationing  both  quality  and  quantity  of  care. 

I don’t  believe  Americans  will  buy  that. 

And  certainly  I don’t  believe  that  physicians  should 
themselves  join  that  rationing  — precisely  the  road  we 
would  be  forced  to  take  if  we  went  into  the  business 
of  financing  care. 

I believe  the  roles  of  the  doctor  and  the  medical 
merchant  are  mutually  exclusive.  We  cannot  serve  two 
masters.  Medicine  is  a full-time  profession  that  could 
only  be  weakened  by  our  moonlighting  as  jobbers  of 
health  care. 
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There's  never  been 
a better  time  for  her... 
and 

PREMARIN 

(Conjugated  Estrogens  Tablets) 


Now  the  evidence  looks  better 
than  ever 


Significantly  reduced  risk  of 
endometrial  hyperplasia 

Endometrial  hyperplasia  was  significantly  reduced  when  pro- 
gestin was  added  to  PREMARIN  therapy  for  more  than  ten  days 
a month! 4 The  risk  of  endometrial  hyperplasia  may  also  be 
reduced  through  cyclic  administration  of  unopposed,  low-dose 
PREMARIN. 


Effect  on  lipids — an  important  feature 

PREMARIN  used  alone  does  not  adversely  affect  lipid  levels.  In 
fact,  a clinical  study  has  shown  a significant  increase  in  HDL 
cholesterol — from  49.7  mg/dL  to  56.4  mg/dL — and  decrease  in 
LDL  cholesterol — from  165.1  mg/dL  to  138.1  mg/dL — after  one 
year  of  therapy  with  PREMARIN,  0.625  mg.5 

Low-dose  control  of  menopausal  symptoms* 

PREMARIN  effectively  relieves  vasomotor  symptoms,  such  as 
hot  flashes.  When  estrogen  deficiency  is  limited  to  atrophic 
vaginitis,  PREMARIN®  (conjugated  estrogens)  Vaginal  Cream 
restores  the  vaginal  environment  to  its  premenopausal  state. 


The  most  widely  used,  most  extensively 
studied  estrogen  worldwide. 


PREMARIN 

(Conjugated  Estrogens  Tablets) 

Most  trusted  for  more  reasons 


PREMARIN  is  indicated  for  moderate-to-severe  vasomotor  symptoms. 
Please  see  following  page  for  brief  summary  of  prescribing  information. 


For  moderate-to-severe 
vasomotor  symptoms 


For  atrophic  vaginitis 


PREMARIN* 

(Conjugated  Estrogens  Tablets) 


PREMARIN* 

(Conjugated  Estrogens) 


i 


MUM*#. 


0.3  mg 


The  appearance  of  these  tablets  is  a trademark  of  Ayerst  Laboratories. 


Vaginal 

Cream 

0.625mg 


BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION  AND  PATIENT  INFORMATION,  SEE  PACKAGE 
CIRCULARS) 

PREMARIN'  Brand  ot  conjugated  estrogens  tablets.  USP 

PREMARIN  ■ Brand  of  conjugated  estrogens  Vaginal  Cream  in  a nonliquefying  base 


1 ESTROGENS  HAVE  BEEN  REPORTED  TO  INCREASE  THE  RISK  OF  ENDOMETRIAL  CARCINOMA 

Three  independent  case  control  studies  have  reported  an  increased  risk  ot  endometrial  cancer  in 
postmenopausal  women  exposed  to  exogenous  estrogens  for  more  than  one  year  This  risk  was  indepen- 
dent of  the  other  known  risk  factors  for  endometrial  cancer  These  studies  are  further  supported  by  the 
finding  that  incidence  rates  of  endometrial  cancer  have  increased  sharply  since  1969  in  eight  different  areas 
of  the  United  States  with  population-based  cancer  reporting  systems,  an  increase  which  may  be  related  lo 
the  rapidly  expanding  use  of  estrogens  during  the  last  decade  The  three  case  control  studies  reported  that 
the  risk  of  endometrial  cancer  in  estrogen  users  was  about  4 5 to  13  9 times  greater  than  in  nonusers  The 
risk  appears  to  depend  on  both  duration  of  treatment  and  on  estrogen  dose  In  view  of  these  findings,  when 
estrogens  are  used  tor  the  treatment  of  menopausal  symptoms,  the  lowest  dose  that  will  control  symptoms 
should  be  utilized  and  medication  should  be  discontinued  as  soon  as  possible  When  prolonged  treatment  is 
medically  indicated , the  patient  should  be  reassessed  on  at  least  a semiannual  basis  to  determine  the  need 
for  continued  therapy  Although  the  evidence  must  be  considered  preliminary,  one  study  suggests  that 
cyclic  administration  of  low  doses  of  estrogen  may  carry  less  risk  than  continuous  administration;  it 
therefore  appears  prudent  to  utilize  such  a regimen  Close  clinical  surveillance  of  all  women  taking 
estrogens  is  important  In  all  cases  of  undiagnosed  persistent  or  recurring  abnormal  vaginal  bleeding, 
adequate  diagnostic  measures  should  be  undertaken  to  rule  out  malignancy  There  is  no  evidence  at  present 
that  'natural  estrogens  are  more  or  less  hazardous  than  'synthetic'  estrogens  at  equiestrogemc  doses 

2 ESTROGENS  SHOULD  NOT  BE  USED  DURING  PREGNANCY 

The  use  of  female  sex  hormones,  both  estrogens  and  progestogens,  during  early  pregnancy  may  seriously 
damage  the  offspring  It  has  been  shown  that  females  exposed  in  utero  to  diethylstilbestrol , a non-steroidal 
estrogen,  have  an  increased  risk  of  developing  in  later  life  a form  of  vaginal  or  cervical  cancer  that  is 
ordinarily  extremely  rare  This  risk  has  been  estimated  as  not  greater  than  4 per  1,000  exposures 
Furthermore,  a high  percentage  of  such  exposed  women  (from  30%  to  90%)  have  been  found  to  have 
vaginal  adenosis,  epithelial  changes  of  the  vagina  and  cervix  Although  these  changes  are  histologically 
benign,  it  is  not  known  whether  they  are  precursors  of  malignancy  Although  similar  data  are  not  available 
with  the  use  of  other  estrogens,  it  cannot  be  presumed  they  would  not  induce  similar  changes  Several 
reports  suggest  an  association  between  intrauterine  exposure  to  female  sex  hormones  and  congenital 
anomalies,  including  congenital  heart  defects  and  limb  reduction  defects  One  case  control  study  estimated 
a 4 7-fold  increased  risk  of  limb  reduction  defects  in  infants  exposed  in  utero  to  sex  hormones  (oral 
contraceptives,  hormone  withdrawal  tests  for  pregnancy,  or  attempted  treatment  for  threatened  abortion) 
Some  of  these  exposures  were  very  short  and  involved  only  a few  days  of  treatment  The  data  suggest  that 
the  risk  of  limb  reduction  defects  in  exposed  fetuses  is  somewhat  less  than  1 per  1 ,000,  In  the  past,  female 
sex  hormones  have  been  used  during  pregnancy  in  an  attempt  to  treat  threatened  or  habitual  abortion  There 
is  considerable  evidence  that  estrogens  are  ineffective  tor  these  indications,  and  there  is  no  evidence  from 
well  controlled  studies  that  progestogens  are  effective  for  these  uses  If  PREMARIN  is  used  during 
pregnancy,  or  if  the  patient  becomes  pregnant  while  taking  this  drug . she  should  be  apprised  of  the  potential 
risks  to  the  fetus,  and  the  advisability  of  pregnancy  continuation 


DESCRIPTION:  PREMARIN  (conjugated  estrogens,  USP)  contains  a mixture  of  estrogens,  obtained  exclusively 
from  natural  sources,  blended  to  represent  the  average  composition  of  material  derived  from  pregnant  mares' 
urine  It  contains  estrone,  equilin,  and  17a-dihydroequilin,  together  with  smaller  amounts  of  17a-estradiol, 
equilemn , and  17a-dihydrdequilenm  as  salts  ot  their  sulfate  esters  Tablets  are  available  in  0 3 mg.  0 625  mg,  0 9 
mg.  1 25  mg,  and  2 5 mg  strengths  of  conjugated  estrogens  Cream  is  available  as  0 625  mg  conjugated 
estrogens  per  gram 

INDICATIONS  AND  USAGE:  PREMARIN  (conjugated  estrogens  tablets,  USP)  Moderate-to-severe  vasomotor 
symptoms  associated  with  the  menopause  (There  is  no  evidence  that  estrogens  are  effective  for  nervous 
symptoms  or  depression  without  associated  vasomotor  symptoms  and  they  should  not  be  used  to  treat  such 
conditions.)  Osteoporosis  (abnormally  low  bone  mass).  Atrophic  vaginitis  Kraurosis  vulvae  Female 
castration 

PREMARIN  (conjugated  estrogens)  Vaginal  Cream  is  indicated  in  the  treatment  of  atrophic  vaginitis  and 
kraurosis  vulvae  PREMARIN  HAS  NOT  BEEN  SHOWN  TO  BE  EFFECTIVE  FOR  ANY  PURPOSE  DURING  PREG- 
NANCY AND  ITS  USE  MAY  CAUSE  SEVERE  HARM  TO  THE  FETUS  (SEE  BOXED  WARNING) 

Concomitant  Progestin  Use:  The  lowest  effective  dose  appropriate  for  the  specific  indication  should  be  utilized 
Studies  of  the  addition  of  a progestin  for  7 or  more  days  of  a cycle  of  estrogen  administration  have  reported  a 
lowered  incidence  of  endometrial  hyperplasia  Morphological  and  biochemical  studies  of  the  endometrium 
suggest  that  10  to  13  days  of  progestin  are  needed  to  provide  maximal  maturation  of  the  endometrium  and  to 
eliminate  any  hyperplastic  changes  Whether  this  will  provide  protection  from  endometrial  carcinoma  has  not 
been  clearly  established  There  are  possible  additional  risks  which  may  be  associated  with  the  inclusion  of 
progestin  in  estrogen  replacement  regimens  (See  PRECAUTIONS  ) The  choice  of  progestin  and  dosage  may  be 
important;  product  labeling  should  be  reviewed  to  minimize  possible  adverse  effects 
CONTRAINDICATIONS:  Estrogens  should  not  be  used  in  women  (or  men)  with  any  of  the  followma  conditions:  1 
Known  or  suspected  cancer  of  the  breast  except  in  appropriately  selected  patients  being  treated  for  metastatic 
disease  2 Known  or  suspected  estrogen-dependent  neoplasia  3 Known  or  suspected  pregnancy  (See  Boxed 
Warning)  4 Undiagnosed  abnormal  genital  bleeding  5 Active  thrombophlebitis  or  thromboembolic  disorders 
6 A past  history  of  thrombophlebitis,  thrombosis,  or  thromboembolic  disorders  associated  with  previous 
estrogen  use  (except  when  used  in  treatment  of  breast  or  prostatic  malignancy). 

WARNINGS:  Long-term  continuous  administration  of  natural  and  synthetic  estrogens  in  certain  animal  species 
increases  the  frequency  of  carcinomas  of  the  breast,  cervix,  vagina,  and  liver  There  are  now  reports  that 
estrogens  increase  the  risk  of  carcinoma  of  the  endometrium  in  humans.  (See  Boxed  Warning  ) At  the  present 
time  there  is  no  satisfactory  evidence  that  estrogens  given  to  postmenopausal  women  increase  the  risk  or  cancer 
of  the  breast,  although  a recent  study  has  raised  this  possibility.  There  is  a need  for  caution  in  prescribing 
estrogens  for  women  with  a strong  family  history  of  breast  cancer  or  who  have  breast  nodules,  fibrocystic 
disease,  or  abnormal  mammograms  A recent  study  has  reported  a 2-  to  3-fold  increase  in  the  risk  of  surgically 
confirmed  gallbladder  disease  in  women  receiving  postmenopausal  estrogens 

Adverse  effects  of  oral  contraceptives  may  be  expected  at  the  larger  doses  of  estrogen  used  to  treat  prostatic  or 
breast  cancer  or  postpartum  breast  engorgement,  it  has  been  shown  that  there  is  an  increased  risk  of  thrombosis 
in  men  receiving  estrogens  for  prostatic  cancer  and  women  for  postpartum  breast  engorgement  Users  of  oral 
contraceptives  have  an  increased  risk  of  diseases,  such  as  thrombophlebitis,  pulmonary  embolism,  stroke,  and 
myocardial  mfardian  Cases  of  retinal  thrombosis,  mesenteric  thrombosis,  and  optic  neuritis  have  been  reported 
in  oral  contraceptive  users  An  increased  risk  of  postsurgery  thromboembolic  complications  has  also  been 
reported  in  users  of  oral  contraceptives  If  feasible,  estrogen  should  be  discontinued  at  least  4 weeks  before 
surgery  of  the  type  associated  with  an  increased  risk  of  thromboembolism,  or  during  periods  of  prolonged 
immobilization  Estrogens  should  not  be  used  in  persons  with  active  thrombophlebitis,  thromboembolic  disor- 
ders, or  in  persons  with  a history  of  such  disorders  in  association  with  estrogen  use  They  should  be  used  with 


caution  in  patients  with  cerebral  vascular  or  coronary  artery  disease  Large  doses  (5  mg  conjugated  estrogens 
per  day),  comparable  to  those  used  to  treat  cancer  of  the  prostate  and  breast,  have  been  shown  to  increase  the 
risk  of  nonlatal  myocardial  infarction,  pulmonary  embolism  and  thrombophlebitis  When  doses  of  this  size  are 
used,  any  of  the  thromboembolic  and  thrombotic  adverse  effects  should  be  considered  a clear  risk 
Benign  hepatic  adenomas  should  be  considered  in  estrogen  users  having  abdominal  pain  and  tenderness, 
abdominal  mass,  or  hypovolemic  shock  Hepatocellular  carcinoma  has  been  reported  in  women  taking  estrogen- 
containing  oral  contraceptives  Increased  blood  pressure  may  occur  with  use  of  estrogens  in  the  menopause  and 
blood  pressure  should  be  monitored  with  estrogen  use  A worsening  of  glucose  tolerance  has  been  observed  in 
patients  on  estrogen-containing  oral  contraceptives  For  this  reason,  diabetic  patients  should  be  carefully 
observed  Estrogens  may  lead  to  severe  hypercalcemia  in  patients  with  breast  cancer  and  bone  metastases 
PRECAUTIONS:  Physical  examination  and  a complete  medical  and  family  history  should  be  taken  prior  to  the 
initiation  of  any  estrogen  therapy  with  special  reference  to  blood  pressure,  breasts,  abdomen,  and  pelvic  organs, 
and  should  include  a Papanicolaou  smear  As  a general  rule,  estrogen  should  not  be  prescribed  for  longer  than 
one  year  without  another  physical  examination  being  performed  Conditions  influenced  by  fluid  retention  such  as 
asthma,  epilepsy,  migraine,  and  cardiac  or  renal  dysfunction,  require  careful  observation  Certain  patients  may 
develop  manifestations  of  excessive  estrogenic  stimulation,  such  as  abnormal  or  excessive  uterine  bleeding, 
mastodyma,  etc  Prolonged  administration  of  unopposed  estrogen  therapy  has  been  reported  to  increase  the  risk 
of  endometrial  hyperplasia  in  some  patients  Oral  contraceptives  appear  to  be  associated  with  an  increased 
incidence  of  mental  depression  Patients  with  a history  of  depression  should  be  carefully  observed  Preexisting 
uterine  leiomyomata  may  increase  in  size  during  estrogen  use  The  pathologist  should  be  advised  of  estrogen 
therapy  when  relevant  specimens  are  submitted  If  iaundice  develops  in  any  patient  receiving  estrogen,  the 
medication  should  be  discontinued  while  the  cause  is  investigated  Estrogens  should  be  used  with  care  in  patients 
with  impaired  liver  function,  renal  insufficiency,  metabolic  bone  diseases  associated  with  hypercalcemia,  or  in 
young  patients  in  whom  bone  growth  is  not  complete  If  concomitant  progestin  therapy  is  used,  potential  risks 
may  include  adverse  effects  on  carbohydrate  and  lipid  metabolism 
The  following  changes  may  be  expected  with  larger  doses  of  estrogen 
a Increased  sulfobromophthalem  retention 

b Increased  prothrombin  and  factors  VII,  VIII,  IX,  and  X,  decreased  antithrombin  3.  increased  nor- 
epinephrme-induced  platelet  aggregability 

c Increased  thyroid  binding  globulin  (TBG)  leading  to  increased  circulating  total  thyroid  hormone,  as 
measured  by  PBI,  T4  by  column,  or  T4  by  radioimmunoassay.  Free  T3  resin  uptake  is  decreased,  reflecting  the 
elevated  TBG,  free  T4  concentration  is  unaltered 
d Impaired  glucose  tolerance 
e Decreased  pregnanediol  excretion 
f.  Reduced  response  to  metyrapone  test 
g Reduced  serum  folate  concentration 

h Increased  serum  triglyceride  and  phospholipid  concentration  As  a general  principle,  the  administration  of 
any  drug  to  nursing  mothers  should  be  done  only  when  clearly  necessary  since  many  drugs  are  excreted  in  human 
milk 

ADVERSE  REACTIONS:  The  following  have  been  reported  with  estrogenic  therapy,  including  oral  contraceptives 
breakthrough  bleeding,  spotting,  change  in  menstrual  flow,  dysmenorrhea;  premenstrual-like  syndrome, 
amenorrhea  during  and  after  treatment;  increase  in  size  of  uterine  fibromyomata;  vaginal  candidiasis,  change  in 
cervical  erosion  and  in  degree  of  cervical  secretion,  cystitis-like  syndrome,  tenderness,  enlargement,  secretion 
(of  breasts);  nausea,  vomiting,  abdominal  cramps,  bloating;  cholestatic  iaundice;  chloasma  or  melasma  which 
may  persist  when  drug  is  discontinued;  erythema  multiforme,  erythema  nodosum;  hemorrhagic  eruption;  loss  of 
scalp  hair;  hirsutism,  steepening  of  corneal  curvature;  intolerance  to  contact  lenses,  headache,  migraine, 
dizziness,  mental  depression,  chorea,  increase  or  decrease  in  weight;  reduced  carbohydrate  tolerance;  aggrava- 
tion of  porphyria,  edema,  changes  in  libido 

ACUTE  OVERDOSAGE:  May  cause  nausea,  and  withdrawal  bleeding  may  occur  in  females 

DOSAGE  AND  ADMINISTRATION: 

PREMARIN'  Brand  of  conjugated  estrogens  tablets,  USP 

1 . Given  cyclically  lor  short-term  use  only  For  treatment  of  moderate  to  severe  vasomotor  symptoms,  atrophic 
vaginitis,  or  kraurosis  vulvae  associated  with  the  menopause  (0.3  to  1 25  mg  or  more  daily)  The  lowest  dose  that 
will  control  symptoms  should  be  chosen  and  medicatidn  should  be  discontinued  as  promptly  as  possible 
Administration  should  be  cyclic  (eg,  three  weeks  on  and  one  week  off)  Attempts  to  discontinue  or  taper 
medication  should  be  made  at  three-  to  six-month  intervals 

2 Given  cyclically:  Female  castration  Osteoporosis  Female  castration— 1 25  mo  daily,  cyclically  Adiust 
upward  or  downward  according  to  response  of  the  patient  For  maintenance,  adjust  dosage  to  lowest  level  that 
will  provide  effective  control  Osteoporosis  —0  625  mg  daily.  Administration  should  be  cyclic  (eg.  three  weeks 
on  and  one  week  off) 

Patients  with  an  intact  uterus  should  be  monitored  for  signs  of  endometrial  cancer  and  appropriate  measures 
taken  to  rule  out  malignancy  in  the  event  of  persistent  or  recurring  abnormal  vaginal  bleeding 

PREMARIN ' Brand  of  conjugated  estrogens  Vaginal  Cream 

Given  cyclically  lor  short-term  use  only.  For  treatment  of  atrophic  vaginitis  or  kraurosis  vulvae 
The  lowest  dose  that  will  control  symptoms  should  be  chosen  and  medication  should  be  discontinued  as 
promptly  as  possible 

Administration  should  be  cyclic  (eg,  three  weeks  on  and  one  week  off) 

Attempts  to  discontinue  or  taper  medication  should  be  made  at  three-to-six  month  intervals 
Usual  dosage  range  2 to  4 g daily,  intravagmally,  depending  on  the  severity  of  the  condition 
Treated  patients  with  an  intact  uterus  should  be  monitored  closely  for  signs  of  endometrial  cancer  and 
appropriate  diagnostic  measures  should  be  taken  to  rule  out  malignancy  in  the  event  of  persistent  or  recurring 
abnormal  vaginal  bleeding 
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HEALTH  OFFICER’S  LETTER 


Family  Planning  and  Child  Care 

Claude  Earl  Fox,  M.D.,  M.P.H. 

State  Health  Officer 


Our  children’s  health  deserves  our  most  careful  at- 
tention, because  these  children  are  this  state’s 
strength  and  hope  for  the  future.  Among  the  many 
factors  which  affect  the  health  of  our  children  are  high- 
risk  or  unplanned  pregnancy,  lack  of  adequate  prenatal 
care,  low  birthweight,  mental  or  physical  handicaps, 
and  lack  of  preventive  child  health  care. 

To  make  our  society  one  in  which  every  child  is 
planned  and  wanted,  family  planning  must  be  available 
and  accessible.  As  much  as  25  percent  of  the  reduction 
in  infant  mortality  can  be  attributed  to  effective  family 
planning. 

A teenage  pregnancy  is  often  a high-risk  pregnancy 
because  pregnant  teens  are  more  than  twice  as  likely 
as  all  mothers  to  receive  either  no  prenatal  care  or  late 
prenatal  care.  Babies  bom  to  teen  mothers  are  more 
likely  to  be  low  birthweight  and  to  face  increased  risk 
of  handicapping  conditions.  Teen  parenthood  and 


school  drop-out  are  often  related.  More  than  half  of 
teen  mothers  under  age  18  drop  out  of  school.  In  Al- 
abama during  1985  there  were  10,689  babies  bom  to 
teenagers,  18  percent  of  all  Alabama’s  births.  Even 
though  teenage  births  and  pregnancies  in  Alabama  are 
declining,  they  remain  at  a high  level  when  compared 
with  many  other  states. 

Many  low-income  women  experience  difficulty  in 
obtaining  adequate  prenatal  care  and  delivery.  Na- 
tionwide, more  than  25  percent  of  women  aged  18  to 
24  had  no  insurance  coverage  in  a recent  Census  Bu- 
reau study.  However  in  1982,  42  percent  of  all  births 
were  to  women  in  this  age  group.  Access  to  prenatal 
care  is  a problem.  In  1984  about  9 percent  of  women 
in  Alabama  received  inadequate  care  as  measured  by 
the  Kessner  Index.  Prenatal  care  is  most  effective  in 
reducing  low  birthweight  among  high-risk  women. 

Unfortunately,  there  is  evidence  that  women  in  Al- 


October  1986  / 27 


abama  who  get  the  most  and  the  best  prenatal  care 
may  be  the  women  at  lowest  risk  for  low  birthweight. 
Many  physicians  and  hospitals  are  discontinuing  ob- 
stetrical services  in  Alabama.  This  creates  decreased 
access  for  the  high-risk  woman  to  prenatal  care. 

All  babies  need  on-going  preventive  health  care  to 
promote  maximum  growth  and  development  and  to 
achieve  their  full  potential.  Children  need  not  only 
direct  provision  of  medical  care,  but  also  quality  family 
life,  a good  education,  proper  nutrition,  adequate  hous- 
ing and  sufficient  income  for  their  basic  needs. 

As  state  health  officer  I believe  it  is  important  to 
establish  a Task  Force  on  Prevention  and  Perinatal 
Health  to  study  the  teen-age  pregnancy  problem,  per- 
inatal health  services,  family  planning,  infant  health 
initiatives  and  preventive  health  care.  While  health 
care  costs  have  escalated,  the  available  dollars  to  pro- 
vide adequate  medical  care  have  declined.  It  is  essen- 
tial to  establish  new  preventive  health  initiatives  to 
identify  potential  health  problems  early  in  life  in  order 
for  proper  medical  care  to  prevent  long-term  health 
costs. 


Many  states  have  developed  service  priorities  for 
children  believing  that  they  are  making  an  investment 
in  the  future.  The  many  interrelationships  among  fac- 
tors that  affect  the  health  and  well-being  of  children 
in  Alabama  make  it  clear  that  the  responsibility  for 
assuring  an  optimal  future  for  our  children  is  shared 
by  many. 

The  task  force  will  investigate  family  planning  and 
child  care  initiatives.  It  also  will  seek  testimony  for 
recommendations  addressing  infant  mortality,  teenage 
pregnancy  and  other  related  health  problems.  I have 
invited  various  groups  to  work  together  toward  the 
goal  of  improving  the  quality  of  health  in  the  state. 
Task  force  members  will  consist  of  selected  state  of- 
ficials, business  leaders,  government  officials,  health 
providers,  consumers,  advocacy  group  representatives 
and  mass  media  representatives. 

The  task  force  will  report  its  initial  findings  to  the 
governor  and  legislature  with  suggested  legislation  prior 
to  the  1987  regular  session.  A detailed  report  will  be 
published  prior  to  the  1988  regular  session  of  the  leg- 
islature. This  task  force  is  an  important  first  step  in 
developing  priorities  for  services  for  our  children.  0 
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“HERPECIN-L  is  my  treatment  of  choice  for 
perioral  herpes.”  GP,  NY 


“HERPECIN-L  appears  to  actually  prevent  the 
blisters  . . . used  soon  enough.”  DDS,  MN 


“HERPECIN-L*.  . . a conservative  approach 
with  low  risk/high  benefits.”  MD,  FL 

“Used  at  prodromal  symptoms  . . . blisters 
never  formed  . . . remarkable.”  DH,  MA 

“(In  clinical  trials) . . . response  was  dramatic. 
HERPECIN-L  . .proven  far  superior.”  DDS,  PA 


“All  patients  claimed  shorter  duration  ...  at 
prodromal  symptoms  . . . HERPECIN-L 
averted  the  attacks.”  MD,  AK 


OTC.  See  P.D.R.  for  information.  For  samples  to  make 
your  own  clinical  evaluation,  write:  Campbell  Laboratories, 
Inc.,  P.O.  BOX  812-MD,  FDR  STATION,  NEW  YORK,  N.Y. 
10150 


In  Alabama  HERPECIN-L  is  available  at  all  Big  B,  Eckerd,  Harco, 
K&B,  Revco,  SupeRx  Drug  Stores  and  other  select  pharmacies. 


Consider  the 
causative  organisms. . . 


cefaclor 


250-mg  Pulvules  t.i.d. 
offers  effectiveness  against 
the  major  causes  of  bacterial  bronchitis 


Haemophilus  influenzae,  H influenzae,  Streptococcus  pneumoniae,  Streptococcus  pyogenes 

(ampicillin-susceptible)  (ampicillin-resistant) 


Note:  Ceclor  is  contraindicated  in  patients  with  known  allergy 
to  the  cephalosporins  and  should  be  given  cautiously  to  penicillin- 
allergic  patients. 


Penicillin  is  the  usual  drug  of  choice  in  the  treatment  and 
prevention  of  streptococcal  infections,  including  the  prophylaxis 
of  rheumatic  fever.  See  prescribing  information. 


CeClOr  (cefaclor) 

Summary  Consult  the  package  literature 
for  prescribing  information. 

Indications:  Lower  respiratory  infections, 
including  pneumonia,  caused  by  sus- 
ceptible  strains  of  Streptococcus  pneu- 
moniae, Haemophilus  influenzae,  and 
S pyogenes  (group  A beta-hemolytic 
streptococci). 

Contraindications:  Known  allergy  to 
cephalosporins. 

Warnings:  CECLOR  SHOULD  BE  ADMIN 
ISTERED  CAUTIOUSLY  TO  PENICILLIN 
SENSITIVE  PATIENTS  PENICILLINS 
AND  CEPHALOSPORINS  SHOW  PARTIAL 
CROSS-ALLERGENICITY  POSSIBLE 
REACTIONS  INCLUDE  ANAPHYLAXIS 
Administer  cautiously  to  allergic 
patients 

Pseudomembranous  colitis  has  been 
reported  with  virtually  all  broad-spectrum 
antibiotics  It  must  be  considered  in 
differential  diagnosis  of  antibiotic- 


associated  diarrhea.  Colon  flora  is  altered 
by  broad-spectrum  antibiotic  treatment, 
possibly  resulting  in  antibiotic-associated 
colitis. 

Precautions: 

• Discontinue  Ceclor  in  the  event  of 
allergic  reactions  to  it 

• Prolonged  use  may  result  in  overgrowth 
of  nonsusceptible  organisms 

• Positive  direct  Coombs'  tests  have 
been  reported  during  treatment  with 
cephalosporins 

• In  renal  impairment,  safe  dosage  of 
Ceclor  may  be  lower  than  that  usually 
recommended  Ceclor  should  be  admin- 
istered with  caution  in  such  patients. 

• Broad-spectrum  antibiotics  should  be 
prescribed  with  caution  in  individuals 
with  a history  of  gastrointestinal 
disease,  particularly  colitis. 

• Safety  and  effectiveness  have  not  been 
determined  in  pregnancy,  lactation,  and 
infants  less  than  one  month  old  Ceclor 


penetrates  mother's  milk.  Exercise 
caution  in  prescribing  for  these  patients 

Adverse  Reactions:  (percentage  of 
patients) 

Therapy-related  adverse  reactions  are 
uncommon  Those  reported  include: 

• Gastrointestinal  (mostly  diarrhea):  2.5%. 

• Symptoms  of  pseudomembranous 
colitis  may  appear  either  during  or  after 
antibiotic  treatment. 

• Hypersensitivity  reactions  (including 
morbilliform  eruptions,  pruritus,  urticaria, 
erythema  multiforme,  serum-sickness- 
like reactions):  15%:  usually  subside 
within  a few  days  after  cessation  of 
therapy  These  reactions  have  been 
reported  more  frequently  in  children 
than  in  adults  and  have  usually  occurred 
during  or  following  a second  course  of 
therapy  with  Ceclor  No  serious  sequelae 
have  been  reported  Antihistamines 
and  corticosteroids  appear  to  enhance 
resolution  of  the  syndrome 


• Cases  of  anaphylaxis  have  been  reported, 
half  of  which  have  occurred  in  patients 
with  a history  of  penicillin  allergy 

• Other:  eosinophilia,  2%;  genital  pruritus 
or  vaginitis,  less  than  1% 

Abnormalities  in  laboratory  results  of 

uncertain  etiology 

• Slight  elevations  in  hepatic  enzymes 

• Transient  fluctuations  in  leukocyte 
count  (especially  in  infants  and  children) 

• Abnormal  urinalysis;  elevations  in  BUN 
or  serum  creatinine 

• Positive  direct  Coombs'  test 

• False-positive  tests  for  urinary  glucose 
with  Benedict's  or  Fehling's  solution  and 
Clinitest*  tablets  but  not  with  Tes  Tape" 
(glucose  enzymatic  test  strip.  Lilly) 
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29  Glen  Cove  Avenue  • Glen  Cove,  New  York  11542  • 516-676-4300 


Our  members  qualify  for  low  professional  subscription 
rates  for  magazines  for  office  reception  room  use.  In 
addition,  many  members  are  educators  associated  with 
universities  or  teaching  hospitals  and  may  order 
magazines  at  special  educator  rates.  If  you  wish  to  select 


any  educator  rates,  be  sure  to  complete  the  section  of  the 
coupon  that  requests  your  affiliated  Institution.  Please 
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CONFIRMED  BY  CLINICAL  EVIDENCE 


ZANTAC®  150  h.s. 

ranitidine  HCl/Glaxo  150  mg  tablets 


EFFECTIVE  MAINTENANCE  THERAPY 
for  healed  duodenal  ulcer  patients 


In  two  randomized,  double-blind,  and  wel 1 -control  led  clinical 
trials,  ZANTAC  150  mg  h.s.  significantly  superior  to  cimetidine 
400  mg  h.s.  for  maintenance  therapy  in  healed  duodenal  ulcers. 


Percent  of  patients  with  observed  duodenal  ulcer  recurrence 


0-4 

months 

0-8 

months 

0-12 

months 

No. 

patients 

USA1 

ranitidine 
150  mg  h.s. 

9% 

14%* 

1 6%t 

60 

ci meti di ne 
400  mg  h.s. 

23% 

34% 

43% 

66 

UK,  Ireland, 
Austral i a^ 

rani ti di ne 
150  mg  h.s. 

8 %+ 

14%+ 

23%+ 

243 

cimetidi  ne 

21% 

34% 

37% 

241 

400  mg  h.s. 

*p  = 0.02 
tp=0.01 
4-p<0.004 

%=life-table  estimates 

All  patients  were  permitted  prn  antacids  for  relief  of  pain. 


These  two  trials  used  the  currently  recommended  dosing  regimen 
of  cimetidine  (400  mg  h.s.)  and  ranitidine  (150  mg  h.s.).  A 
comparison  of  other  dosing  regimens  has  not  been  studied. 

The  studied  dosing  regimens  are  not  equivalent  with  respect  to 
the  degree  and  duration  of  acid  suppression  or  suppression  of 
nocturnal  acid. 


The  superiority  of  ranitidine  over  cimetidine  in  these  trials 
indicates  that  the  dosing  regimen  currently  recommended  for 
cimetidine  is  less  likely  to  be  as  successful  in  maintenance 
therapy. 


Convenient  once-a-night  dose  with  a 


low  incidence  of  side  effects^ 

Headache,  sometimes  severe,  seems  to  be  related  to  ranitidine 
administration.  Other  side  effects  have  been  reported;  for  a 
complete  listing,  see  the  ADVERSE  REACTIONS  section  in  the  Brief 
Summary. 


No  significant  interference  with  the  hepatic  cytochrome 
P-450  enzyme  system  at  recommended  doses 


ZANTAC  150  mg  has  no  significant  drug  interactions  with 
theophylline,  phenytoin,  or  warfarin.  The  bioavailability  of 
certain  medications  whose  absorption  is  dependent  on  a low  gastric 
pH  may  be  altered  when  ZANTAC  or  other  medications  that  decrease 
gastric  acidity  are  administered. 


Zantac  150 

ranitidine  HCI/Glaxo  150  mg  tablets 

One  tablet  at  bedtime 
for  maintenance 


See  next  page  for  references  and 
Brief  Summary  of  Product  Information. 

Glaxo /< S> 


Zantac  150 

ranitidine  HCI/Glaxo  150  mg  tablets 

One  tablet  at  bedtime  for  maintenance  therapy 
in  healed  duodena!  ulcer  patients 
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maintenance  therapy  following  healing  of  duodenal  ulcer  JClin 
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2.  Gough  KR,  Korman  MG.  Bardhan  KD,  et  al  Ranitidine  and 
cimetidine  in  prevention  of  duodenal  ulcer  relapse:  A double- 
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1984;ii  659-662. 

3.  Data  available  on  request,  Glaxo  Inc. 

ZANTAC ® 150  Tablets  BRIEF  SUMMARY  OF 

(ranitidine  hydrochloride)  PRODUCT  INFORMATION 

ZANTAC  " 300  Tablets 
(ranitidine  hydrochloride) 

See  complete  product  information  before  prescribing.  The  follow- 
ing is  a brief  summary. 

INDICATIONS  AND  USAGE:  ZANTAC®  is  indicated  in; 

1 Short-term  treatment  of  active  duodenal  ulcer  Most  patients 
heal  within  four  weeks. 

2.  Maintenance  therapy  forduodenal  ulcer  patientsat  reduced  dos- 
age after  healing  of  acute  ulcers. 

3 The  treatment  of  pathological  hypersecretory  conditions  (eg, 
Zollinger-Ellison  syndrome  and  systemic  mastocytosis). 

4 Short-term  treatment  of  active,  benign  gastric  ulcer  Most 
patients  heal  within  six  weeks  and  the  usefulness  of  further  treat- 
ment has  not  been  demonstrated 

5 Treatment  of  gastroesophageal  reflux  disease  (GERD)  Symptom 
atic  relief  commonly  occurs  within  one  or  two  weeks  after  starting 
therapy.  Therapy  for  longer  than  six  weeks  has  not  been  studied 

In  active  duodenal  ulcer;  active,  benign  gastric  ulcer;  hyper 
secretory  states;  and  GERD,  concomitant  antacids  should  be 
given  as  needed  for  relief  of  pain 

CONTRAINDICATIONS:  ZANTAC®  is  contraindicated  for  patients 
known  to  have  hypersensitivity  to  the  drug. 

PRECAUTIONS:  General:  1 Symptomatic  response  to  ZANTAC® 
therapy  does  not  preclude  the  presence  of  gastric  malignancy.  2 
Since  ZANTAC  is  excreted  primarily  by  the  kidney,  dosage  should 
be  adjusted  in  patients  with  impaired  renal  function  Caution 
should  be  observed  in  patients  with  hepatic  dysfunction  since 
ZANTAC  is  metabolized  in  the  liver 

Laboratory  Tests:  False-positive  tests  for  urine  protein  with 
Multistix”  may  occur  during  ZANTAC  therapy,  and  therefore  test- 
ing with  sulfosalicylic  acid  is  recommended. 

Drug  Interactions:  Although  ZANTAC  has  been  reported  to  bind 
weakly  to  cytochrome  P-450  in  vitro,  recommended  doses  of  the 
drug  do  not  inhibit  the  action  of  the  cytochrome  P-450-lmked  oxy- 
genase enzymes  in  the  liver.  However,  there  have  been  isolated 
reports  of  drug  interactions  which  suggest  that  ZANTAC  may  affect 
the  bioavailability  of  certain  drugs  by  some  mechanism  as  yet  un- 
identified (eg,  a pH  dependent  effect  on  absorption  or  achangein 
volume  of  distribution). 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility:  There  was  no 
indication  of  tumorigemc  or  carcinogenic  effects  in  lifespan  stud- 
ies in  mice  and  rats  at  doses  up  to  2,000  mg'kg/day. 

Ranitidine  was  not  mutagenic  in  standard  bacterial  tests 
(Salmonella,  £ coli)  for  mutagenicity  at  concentrations  up  to  the 
maximum  recommended  for  these  assays. 

In  a dominant  lethal  assay,  a single  oral  dose  of  1,000  mg/kg  to 
male  rats  was  without  effect  on  the  outcome  of  two  matings  per 
week  for  the  next  nine  weeks. 

Pregnancy:  Teratogenic  Effects:  Pregnancy  Category  B.  Reproduc 
tion  studies  have  been  performed  in  rats  and  rabbits  at  doses  up  to 
160  times  the  human  dose  and  have  revealed  no  evidence  of 
impaired  fertility  or  harm  to  the  fetus  due  to  ZANTAC  There  are, 
however,  no  adequate  and  well-controlled  studies  in  pregnant 
women.  Because  animal  reproduction  studies  are  not  always  pre- 
dictive of  human  response,  this  drug  should  be  used  during  preg- 
nancy only  if  clearly  needed. 

Nursing  Mothers:  ZANTAC  is  secreted  in  human  milk  Caution 
should  be  exercised  when  ZANTAC  is  administered  to  a nursing 
mother 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been 
established 

Use  in  Elderly  Patients:  Ulcer  healing  rates  in  elderly  patients  (65  to 
82  years  of  age)  were  no  different  from  those  in  younger  age 


groups  The  incidence  rates  for  adverse  events  and  laboratory 
abnormalities  were  also  not  different  from  those  seen  in  other  age 
groups 

ADVERSE  REACTIONS:  The  following  have  been  reported  as  events 
in  clinical  trials  or  in  the  routine  management  of  patients  treated 
with  oral  ZANTAC®.  The  relationship  to  ZANTAC  therapy  has  been 
unclear  in  many  cases  Headache,  sometimes  severe,  seems  to  be 
related  to  ZANTAC  administration 

Central  Nervous  System:  Rarely,  malaise,  dizziness,  somnolence, 
insomnia,  and  vertigo.  Rare  cases  of  reversible  mental  confusion, 
agitation,  depression,  and  hallucinations  have  been  reported,  pre- 
dominantly in  severely  ill  elderly  patients. 

Cardiovascular:  Rare  reports  of  tachycardia,  bradycardia,  and  pre 
mature  ventricular  beats 

Gastrointestinal.  Constipation,  diarrhea,  nausea/vomiting,  and 
abdominal  discomfort/pam 

Hepatic:  In  normal  volunteers,  SGPT  values  were  increased  to  at 
least  twice  the  pretreatment  levels  in  6 of  12  subjects  receiving 
100  mg  qid  IV  for  seven  days,  and  in  4 of  24  subjects  receiving 
50  mg  qid  IV  for  five  days  With  oral  administration  there  have 
been  occasional  reports  of  reversible  hepatitis,  hepatocellular  or 
hepatocanalicular  or  mixed,  with  or  without  jaundice. 
Musculoskeletal:  Rare  reports  of  arthralgias. 

Hematologic:  Rare  reports  of  reversible  leukopenia,  granulocy- 
topenia, thrombocytopenia,  and  pancytopenia 
Endocrine:  Controlled  studies  in  animals  and  man  have  shown  no 
stimulation  of  any  pituitary  hormone  by  ZANTAC  and  no  antiandro- 
gemc  activity,  and  cimetidine-mduced  gynecomastia  and  impo- 
tence in  hypersecretory  patients  have  resolved  when  ZANTAC  has 
been  substituted.  However,  occasional  cases  of  gynecomastia, 
impotence,  and  loss  of  libido  have  been  reported  in  male  patients 
receiving  ZANTAC,  but  the  incidence  did  not  differ  from  that  in  the 
general  population. 

Integumental:  Rash,  including  rare  cases  suggestive  of  mild  ery 
thema  multiforme,  and,  rarely,  alopecia. 

Other:  Rare  cases  of  hypersensitivity  reactions  (eg,  bronchospasm. 
fever,  rash,  eosinophilia)  and  small  increases  in  serum  creatinine 
DOSAGE  AND  ADMINISTRATION:  Active  Duodenal  Ulcer:  The  current 
recommended  adult  oral  dosage  is  150  mg  twice  daily.  An  alter- 
nate dosage  of  300  mg  once  daily  at  bedtime  can  be  used  for 
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Adenocarcinoma  of  Cecum 
and  Acute  Appendicitis 

V.  Ujjin,  M.D.,* 

Franklin  Imm,  M.D.t 
T.  Nagendran,  M.D.t 


While  colorectal  cancer  is  a disease  of  the  elderly, 
acute  appendicitis  occurs  more  commonly  in  the 
second  and  third  decades  of  life.  Rarely  do  these  two 
conditions  occur  simultaneously.  Recently  such  a case 
was  encountered  at  the  VA  Medical  Center,  Tuskegee, 
Alabama.  The  case  is  presented  and  the  literature  is 
briefly  reviewed. 

Case  Report 

This  malnourished,  anemic,  thin,  cachetic,  dehy- 
drated, 84-year-old,  male  veteran  was  admitted  on  April 
30,  1986  to  the  Tuskegee  VAMC.  He  admitted  to 


* General  Surgeon.  Tuskegee  VAMC. 
t Assistant  Chief,  Laboratory  Service.  Tuskegee  VAMC 
t Chief.  Surgical  Service.  Tuskegee  VAMC. 


anorexia  and  significant  weight  loss  over  the  past  three 
months.  Physical  examination  revealed  a tender  mass, 
measuring  10  cm  x 10  cm,  in  the  right  lower  quadrant 
of  abdomen.  His  admission  hematocrit  was  19. 

After  hydration  and  blood  transfusion,  a barium 
enema  was  obtained,  which  showed  an  apple  core  le- 
sion in  the  mid-transverse  colon.  The  study  of  cecum 
was  incomplete.  Abdominal  exploration,  under  gen- 
eral anesthesia,  through  a midline  incision,  revealed 
a)  carcinoma  of  mid-transverse  colon,  and  b)  mass  in 
the  ileocecal  region.  An  extended  right  hemicolectomy 
and  ileotransverse  colostomy  were  carried  out.  Pa- 
thology specimen  revealed  a)  carcinoma  of  cecum;  b) 
acute  appendicitis  with  abscess  formation;  and  c)  car- 
cinoma of  transverse  colon.  (Fig.  1). 
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Discussion 

It  was  Shears,  in  1906,  who  described  the  co-ex- 
istence of  these  two  entities.'  Burt1  collected  13  cases 
from  English  literature  and  reported  four  of  his  own 
cases.  Feldman,2  in  1958,  was  able  to  collect  up  to  70 
cases. 

Two  distinct  clinical  entities  have  been  described:3 
(1)  Primary  carcinoma  of  cecum,  producing  acute  ap- 
pendicitis; and  (2)  Primary  carcinoma  of  cecum,  pro- 
ducing clinical  signs  simulating  acute  appendicitis. 

Carcinoma  of  Cecum  Producing 
Acute  Appendicitis 

In  the  higher  anthropoid  and  man,  lymphoid  tissue 
of  the  large  intestine  is  concentrated  in  the  appendix. 
Lymphoid  tissue  appears  in  the  human  appendix  about 
two  weeks  after  birth.  After  gradual  increase  of  lymph 
follicles  up  to  age  20,  they  tend  to  decrease  after  the 
age  of  30.  This  factor  explains  the  high  incidence  of 
acute  appendicitis  in  the  second  and  third  decades  of 
life.4 

Acute  appendicitis  is  caused  by  obstruction  of  the 
lumen  in  50%  of  cases.5  Carcinoma  of  cecum  cases 
obstruction  of  the  appendiceal  lumen,  thus  producing 
acute  appendicitis.  The  infection  from  an  ulcerating 


carcinoma  may  spread  directly  to  the  appendix  or  to 
lymphatics  causing  appendicitis.6 

Carcinoma  of  Cecum  Producing  Clinical  Signs 
Simulating  Acute  Appendicitis 

Carcinoma  of  the  colon  is  the  second  most  common 
visceral  malignancy  in  the  United  States.  Cecal  car- 
cinoma comprises  about  1 1 % of  these  cases.  Relatively 
larger  diameter  of  cecum  (10  cm,  compared  to  5 cm 
of  sigmoid  colon)  and  liquid  nature  of  stool  in  the  right 
colon  makes  the  obstruction  symptoms  rare.  Usual 
symptoms  of  carcinoma  of  cecum  are  a)  anemia,  b) 
weight  loss,  and  c)  presence  of  a palpable  mass.  Oc- 
casionally pain  occurs  around  the  periumbilical  area 
or  right  lower  quadrant  simulating  acute  appendicitis. 
The  exact  incidence  of  this  is  not  known. 

Conclusions  and  Recommendations 

For  patients  50  years  or  older  presenting  with  acute 
appendicitis:  (1)  The  pre-operative  diagnosis  of  acute 
appendicitis  associated  with  carcinoma  of  cecum  is 
extremely  difficult  and  rarely  made.1  (2)  Any  patient 
50  years  or  older  who  presents  with  clinical  signs  and 
symptoms  of  acute  appendicitis  should  be  suspected 
to  have  an  associated  carcinoma  of  cecum  and  should 


Figure  1 . Adenocarcinoma  of  cecum  and  appendicitis.  ( arrow  at  appendix) 
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receive  a barium  enema,7  even  though  the  results  of 
this  study  may  not  be  conclusive  due  to  irregularities 
made  by  inflammatory  induration.  (3)  Exploration  of 
the  abdomen  in  patients  50  years  or  older  with  sus- 
pected acute  appendicitis  should  be  carried  out  through 
a transverse  incision  at  the  level  of  the  anterior  superior 
iliac  spine,  which  can  be  extended  medially  (Weir’s 
extension)  if  a right  hemicolectomy  is  warranted.  (4) 
Even  when  obvious  appendicitis  is  found  intra-oper- 
atively,  a careful  examination  of  cecum  is  strongly 
recommended.  Even  though  there  are  many  different 
causes  for  ileocecal  masses,  since  carcinoma  of  cecum 
could  not  be  ruled  out,  a right  hemicolectomy  and 
ileotransverse  colostomy  are  indicated.8  (5)  Post  op- 
erative persistent  fecal  fistula  and/or  recurrent  wound 
abscess  are  usually  symptoms  of  unrecognized  carci- 
noma of  cecum.9  Diagnostic  investigations  such  as 


barium  enema  and  colonoscopy  should  be  done.  (6) 
All  appendices  removed  at  surgery  should  be  carefully 
studied  by  the  pathologist  for  evidence  of  malignancy. 
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Recommend  The  University  Inn, 
When  You  Recommend  The 
University  Of  Alabama  Hospital. 


We  understand  that  patients  and  family  members  have  special  needs. 
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Abstract 

A protocol  approach  has  been  developed 
for  evaluation  and  resuscitation  of  the  multiply 
traumatized  patient.  Over  900  severely  injured 
patients,  representing  20%  of  the  total  trauma 
admissions,  were  evaluated  and  resuscitated 
by  this  approach.  Following  a “checklist”  pre- 
vents omitting  important  diagnostic  and/or 
therapeutic  interventions  in  these  critically  in- 
jured patients  and  eliminates  disorganization 
and  confusion  in  the  Shock/Trauma  Room.  This 
protocol  may  be  modified  for  use  in  Level  II 
or  III  trauma  centers  in  order  to  improve  their 
efficiency  in  the  initial  care  of  trauma  victims. 


* From  the  Department  of  Trauma  Services.  Carraway  Methodist  Medical  Center 
Address  for  reprints:  Henry  L Laws.  M D . Director  of  Surgical  Education.  Camaway 
Methodist  Medical  Center.  1600  North  26th  Street.  Birmingham.  Alabama  35234 


Introduction 

In  recent  years,  trauma  centers  have  been  developed 
to  rapidly  evaluate  and  treat  the  multiply  trauma- 
tized patient.  Most  trauma  centers  have  protocols  for 
informing  appropriate  staff  and  ancillary  services  prior 
to  the  arrival  of  a trauma  victim.  To  insure  rapid  and 
thorough  evaluation  and  treatment,  a protocol  has  been 
developed  assigning  specific  tasks  to  individuals  on 
the  trauma  team.  Prior  to  arrival  of  the  patient,  each 
individual  participant  is  given  a position  which  caries 
specific  responsibilities.  When  notified  of  a potential 
Shock/Trauma  room  patient,  the  senior  surgeon  (trauma 
fellow,  chief  surgical  resident,  or  attending  surgeon) 
and  members  of  the  trauma  team  report  to  the  Shock/ 
Trauma  Room.  The  senior  surgeon  is  present  to  direct 
the  overall  assessment  and  treatment  of  the  trauma 
victim  and  is  encouraged  not  to  spend  time  performing 
or  supervising  routine  tasks. 
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TRAUMA  ROOM  PATIENTS 
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Figure  1 . Trauma  room  patients  1983-1986. 
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This  protocol  has  been  used  on  over  900  Shock/ 
Trauma  Room  patients  as  shown  in  Figure  1,  repre- 
senting 20%  of  the  total  trauma  admissions  during  the 
same  time  interval.  The  protocol  was  developed  in 
1982  and  has  just  been  extensively  revised  as  a result 
of  experience  with  these  critically  injured  patients.1 


Method 

Figure  2 shows  the  locations  of  the  trauma  team 
members.  Each  position  has  its  own  responsibilities 
and  tasks  as  outlined  below: 


MDl 


Responsible  for  initial  resuscitation 
measures 

Performs:  Airway  management 

Stabilization  of  cervical  spine,  including 
Gardner-Wells  tongs 
Nasogastric  intubation 

Supervises:  IV  access 

Assists:  Other  MDs  as  needed  to  perform  their 

tasks 

X-Ray  tech  in  performing  spine  radi- 
ographs 

Chaplain  in  discussing  case  with  family 


MD  2 Responsible  for  the  overall  patient  as- 

sessment and  treatment.  Also  coordi- 
nates activities  with  surgical  sub-spe- 
cialists and  operating  room  personnel. 
Determines  need  for  immediate  sur- 
gical intervention  and  procedures  other 
than  those  required  for  initial  resus- 
citation. 

Performs:  Initial  examination  of  major  body  cavi- 

ties, vascular  patency,  neurologic  con- 
dition 

Communication  with  OR  regarding  tim- 
ing of  surgical  intervention  and  types 
of  instruments  needed 
Invasive  resuscitative  measures  as  emer- 
gency thoracotomy,  cranial  trephina- 
tion, pericardiotomy 


MD  3 Performs: 


Assists 
RN  1: 
Supervises: 


MD  4 Performs: 


Assists 
RN  2: 


MD  3 
or  4 

RN  1 Performs: 


Assists: 


Supervises: 


RN  2 Performs: 


Removal  of  clothing 
Trauma  lab  battery  and  initial  arterial 
blood  gases 

Peritoneal  lavage  (or  assists  MD  4) 
Right  central  venous  catheterization 
Right  tube  thoracostomy 
Cutdown  in  right  arm  or  leg 
Right  arm  IV 
Measurement  of  CVP 
Autotransfusion 

Administration  of  blood  products 

Removal  of  clothing 
Rectal  examination 
Rectal  temperature  probe  insertion 
Insertion  of  Foley  catheter 
Peritoneal  lavage  (or  assists  MD  3) 

Left  central  venous  catheterization 
Femoral  arterial  blood  gas  sample 
Left  tube  thoracostomy 
CPR  if  indicated 
Left  Arm  IV 

Patient  positioning  for  X-Ray 

Assigns  values  for  trauma  score  cate- 
gories. 

Verbally  relays  scores  to  LPN 

Removal  of  clothing 
Right  arm  IV  line 
Cardiac  monitoring 
Set-up  and  operation  of  autotransfusor 
Set-up  of  suction  apparatus  for  right  chest 
tube  and  connection  of  tubing 
Administration  of  tetanus  prophylaxis, 
blood  and  blood  products 
Administration  of  IV  drugs 
With  establishment  of  right  central  ven- 
ous access 

Right  venous  cut-downs  (MD  3) 
Coordination  with  blood  bank  and 
checking  of  unit  numbers 
Collection  of  peritoneal  lavage  bottle  by 
laboratory  personnel 
Handling  of  patient’s  clothing  and  per- 
sonal effects 

Removal  of  clothing 
Verification  of  vital  signs  and  operation 
of  Dinamap 


Figure  2.  Trauma  team  locations. 
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Starting  left  arm  IV  line 
Arterial  blood  gas  sampling 
Set-up  of  suction  apparatus  for  left  chest 
tube  and  connection  of  tubing 
Set-up  and  operation  of  arterial  pressure 
transducer  and  monitor 
Set-up  of  peritoneal  lavage  tray  and  fluid 
Securement  of  MAST 

Assists:  With  establishment  of  left  central  venous 

access 

Left  venous  cut-downs  (MD  4) 
Supervises:  Completion  of  trauma  team  location  sheet 
and  trauma  score  sheet 
Storing  videotape  for  review 
Recording  of  patient  data  by  LPN 
Coordinates  release  of  nursing  personnel 
with  MD  2 


LPN  Performs:  Collection  and  coordination  of  all  patient 

data  with  unit  clerk 

Transfer  of  trauma  lab  battery  to  MT  at 
trauma  room  door 


RT 


Tabulation  of  all  medications  and  pro- 
cedures 

Notation  of  all  lab  results 
Transcription  of  Trauma  Board  data  to 
nurses’  notes 

Calculation  and  recording  of  trauma 
scores 

Assists:  Trauma  team  with  gowns 

MD  2 in  data  acquisition 
X-Ray  tech  in  presentation  of  completed 
films 

Lab  tech  with  forms  completion 


(Respira-  Check  oxygen  wall  unit 

tory  Check  Ambu  bag  and  valve,  mask,  con- 

Techni-  nectors 

cian) 


XRT  (X-Ray  Check  X-Ray  equipment  and  trauma  ta- 
Technolo-  ble 

gists) 

MT  (Medical  Receive  blood  and  urine  for  trauma  bat- 
Techni-  tery 
cian) 
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Figure  3.  Trauma  board 
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Discussion 


The  entire  protocol  is  widely  distributed  in  manual 
form.  The  role  of  the  individual  is  dependent  on  his 
position  on  the  trauma  team.  For  this  reason,  3x5 
inch  index  cards  giving  the  job  description  for  each 
position  have  been  made.  These  cards  are  kept  in  the 
trauma  room  for  quick  review  of  the  tasks  assigned 
for  each  position. 

All  physiologic  parameters,  laboratory  test  results, 
and  therapeutic  interventions  are  recorded  on  the  trauma 
board  as  shown  in  Figure  3. 2 This  allows  all  team 
members  ready  access  to  these  data  and  trends  or  acute 
changes  in  the  patient’s  condition  are  therefore  readily 
recognized.  Any  team  member  or  consultant  arriving 
after  the  resuscitation/evaluation  has  begun  can  readily 
review  the  data  without  interrupting  ongoing  efforts. 
Effective  communication  is  enhanced  by  avoiding  re- 
peated verbal  reports  of  the  same  information  thus 
lowering  the  noise  level  inevitable  in  this  setting.  After 
resuscitation  is  complete,  these  data  are  recorded  on 
standard  flow  sheets  and  nursing  notes  for  inclusion 
in  the  inpatient  record. 

Conclusion 

This  protocol  approach  has  been  used  for  over  900 
patients  in  the  Shock/Trauma  Room  at  Carraway  Meth- 
odist Medical  Center.  Disorganization  and  confusion, 
which  impair  care  of  the  severely  injured  patient,  are 
avoided  by  adhering  to  preset  guidelines.  In  addition, 
following  a “checklist”  prevents  omitting  important 
diagnostic  and/or  therapeutic  interventions.  Modifi- 
cations of  this  protocol  may  be  adapted  for  Level  II 
or  III  hospitals  in  order  to  improve  their  efficiency  in 
the  initial  care  of  trauma  victims. 
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"I'D  LIKE  TO  MAKE 
AN  APPOINTMENT 
WITH  THE 


Be  prepared,  Doctor.  More  patients 
will  he  asking  about  colorectal  cancer. 
According  to  a survey*  conducted  by  the 
American  Cancer  Society,  many  people 
would  like  to  receive  more  information 
about  colorectal  cancer,  and  83%  said 
they  would  want  to  be  checked  for  it. 
Further,  they  are  learning  that  this  cancer 
can  be  detected  before  symptoms  appear. 
The  present  cure  rate  is  44%.  The  cure 
rate  could  be  as  high  as  75%,  with  early 
detection  and  appropriate  management. 

For  asymptomatic  persons  the  Society 
recommends  annual  digital  rectal  exam- 
ination at  age  40  and  over;  at  age  50  and 
over,  an  annual  stool  blood  test,  as  well  as 
sigmoidoscopy  every  three  to  five  years, 
following  two  initial  annual  negative 
sigmoidoscopies. 

We’re  here  to  help.  You  can  reach  us  at 
your  local  American  Cancer  Society  office 
or  write  to  our  Professional  Education 
Department  at  National  Headquarters, 

90  Park  Avenue,  New  York,  N.Y.  10016. 

Ask  about  the  Society’s  Colorectal  Check 
program  of  professional  and  public 
education  for  the  early  detection  of 
colorectal  cancer. 


AMERICAN 
CANCER 
? SOCIETY® 


* "Cancer  of  the  Colon  and  Rectum:  Summary'  of  Public 
Attitude  Survey,”  Ca  33  359-365,  1983  (Nov.-Dee  ). 


Finally,  A Phone 
For  The  Economy  Car 


With  our  new  low-priced  monthly  car  phone 
package  (including  calling  time  every  month), 
almost  anyone  can  afford  to  put  a phone  in 
the  car.  That’s  why  we’ve  put  more  phones 
in  more  cars  than  anyone  in  the  Southeast. 

Our  car  phone  is  just  as  easy  to  use  as 
the  phone  in  your  home.  In  fact,  it's  really 


like  having  another  extension-only  this  one 
goes  55  miles  per  hour.  So  call  BellSouth 
Mobility  for  full  details  today  at  1-800-351-3355. 
Because  all  the  way  from  Kentucky  to  South 
Florida,  we  really  are 
the  phone  company 
for  Your  car- 


The  Phone  Company  l — j For  Your  Car. 


BellSouth  Mobility 

A BELLSOUTH  Company 
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Primer  on  Family  Systems 

Theory 

Joseph  A.  Troncale,  M.D.* 


Where  Did  Family  Systems  Theory  Come  From? 

Family  Systems  Theory  is  the  product  of  years  of 
work  by  a psychiatrist,  Dr.  Murray  Bowen.  The 
story  of  its  development  appears  in  his  book  Family 
Theory  in  Clinical  Practice,  but  I would  like  to  briefly 
summarize: 

Dr.  Bowen  was  trained,  as  most  psychiatrists  of  his 
time,  in  psychoanalytic  theory.  Bowen,  however 
worked  with  schizophrenic  families  through  the  Na- 
tional Institute  of  Mental  Health  and  noted  dysfunc- 
tional patterns  that  operated  in  the  whole  family.  These 
patterns  are  the  basis  for  his  theories.  Over  the  years, 
his  theory  has  been  helpful  in  providing  family  therapy 
and  family  counseling.  He  is  currently  at  Georgetown 
University  and  continues  to  teach  Psychiatry  and  fam- 
ily therapy  techniques  there.  There  are  many  others 
who  have  written  about  Family  Systems  Theory,  and 
references  are  included  at  the  end  of  this  paper. 

* UAB  Department  of  Family  Practice 


The  Theory 

The  theory  describes  seven  essential  concepts: 

(1)  The  Nuclear  Family  Emotional  System,  (2)  Tri- 
angles, (3)  Cut-off,  (4)  The  Family  Projection  Process, 
(5)  Sibling  Position,  (6)  The  Multigenerational  Trans- 
mission Process  and  (7)  Differentiation  of  Self. 

1 . The  Nuclear  Family  Emotional  System 

A.  The  Concept  of  Systems 

At  the  heart  of  the  theory  is  the  concept  that  families 
operate  as  a system.  How  one  person  behaves  and 
emotes  influences  the  behavior  and  emotions  of  all 
other  members  in  a nuclear  family. 

For  example,  the  theory  would  say  that  schizophre- 
nia or  other  emotional  illness  in  a family  did  not  orig- 
inate with  the  person  who  is  symptomatic  but  is  ac- 
tually a process  that  has  been  going  through  the  family 
for  generations  and  is  now  surfacing  in  a member  of 
the  family  who  then  becomes  “the  problem.”  This 
concept  of  systems  also  implies  that  in  families  where 
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one  individual  is  not  the  scapegoat  or  the  dysfunctional 
member,  symptoms  can  be  “passed  around”  within 
the  family. 

B.  Fusion 

There  are  other  terms  used  to  further  describe  proc- 
esses within  the  Nuclear  Family  Emotional  System 
(NFES).  One  of  these  terms  is  fusion.  Fusion  occurs 
when  emotional  boundaries  overlap.  Symptoms  of  fu- 
sion include  answering  for  another  member  of  the  fam- 
ily, being  able  to  know  the  thoughts  of  another,  making 
emotionally  charged  statements  such  as  “your  actions 
are  hurting  me,”  and  using  plural  pronouns  such  as 
“we”  and  “us”  when  “I”  or  “me”  would  be  ap- 
propriate. 

C.  Distancing  and  Pursuing 

Another  process  within  the  NFES  is  that  of  “dis- 
tancing and  pursuing.”  This  concerns  movement  within 
the  family  based  on  the  emotional  system.  The  classic 
example  is  the  husband-wife  dyad  with  the  husband 
as  a workaholic  or  alcoholic  distancer  and  the  wife  as 
the  nurturing,  “take-care-of-everything”  pursuer.  Ac- 
cording to  the  theory,  when  stress  is  added  to  the 
system  the  tendency  for  the  husband  in  this  case  will 
be  to  work  or  drink  more  (distance)  and  the  tendency 
of  the  wife  will  be  to  nurture  more,  take  care  of  the 
children  more  and  tell  the  husband  he  should  not  be 
working  or  drinking  as  much  (pursuit). 

D.  Homeostasis 

Homeostasis  in  this  context  means  that  the  emo- 
tional system  in  a family  always  resists  change  even 
if  the  people  in  the  system  are  unhappy.  It  also  says 
that  if  one  person  in  the  system  changes  others  will 
change  to  keep  the  system  balanced.  The  concept  of 
the  triangle  deals  with  the  idea  that  dyadic  relationships 
are  inherently  unstable.  The  three  person  triad  is  stable 
but,  alas,  always  dysfunctional.  Triangles  are  created 
by  stress  and  by  previous  patterns  of  interactions  in 
the  family.  The  NFES  is,  by  definition,  the  sum  of  the 
triangles.  The  example  of  the  husband  and  wife  used 
above  could  be  used  to  illustrate  a triangle  by  adding 
a son  or  daughter  in  the  family.  When  stress  comes, 
the  father  would  tend  to  move  away  from  the  mother 
and  child  and  the  mother  and  child  would  tend  to  move 
toward  one  another.  This  then,  would  be  the  set  up 
for  fusion  between  mother  and  child. 

Cut-off 

Another  dysfunctional  way  of  dealing  with  stress  in 
the  NFES  is  a process  called  cut-off.  Cut-off  can  be 
either  emotional  (in  the  case  of  two  people  who  stay 
married  despite  having  no  relationship)  or  geographic 
(moving  out  of  town  or  across  the  country  to  get  away 
from  a relationship).  Cut-off  is  dysfunctional  because 
it  does  not  handle  the  stress  that  caused  the  distancing. 
Cut-off  causes  stress  to  increase  in  the  system  by  in- 
creasing the  isolation  of  the  distancing  members. 


The  Family  Projection  Process 

Once  triangles  are  established,  there  are  certain  ways 
with  which  the  emotional  “stuff”  of  the  family  is 
dealt.  According  to  the  theory,  there  are  three  ways 
that  stress  can  be  manifested.  First:  Marital  conflict. 
Second:  Illness  in  a spouse  or  distancing.  Third:  Trans- 
mission to  a child.  Therefore,  the  theory  says  that  if 
you  stress  a family  enough,  the  stress  will  manifest 
itself  somewhere.  It  also  explains  why  some  families 
that  seem  to  have  a “good  marriage”  have  delinquent 
children  and  why  some  families  with  parents  who  fight 
a lot  have  children  that  turn  out  okay.  In  actual  prac- 
tice, families  usually  exhibit  all  of  the  stress  handling 
mechanisms  to  one  degree  or  another.  The  family  pro- 
jection process  deals  with  the  third  mechanism,  trans- 
mission to  a child.  The  theory  holds  that  the  trans- 
mission process  goes  oldest  child,  youngest  child, 
afflicted  child.  That  is,  the  oldest  child  in  a family  is 
set  up  to  be  the  one  getting  the  brunt  of  the  emotional 
“stuff”  of  a family  with  the  youngest  child  next  and 
an  “afflicted”  child  such  as  one  with  a birth  defect 
would  be  next  in  line.  Exceptions  to  this  rule  exist,  of 
course,  and  some  authors  believe  these  occur  due  to 
the  temperament  of  the  child  which  determines  parent- 
child  interactions.  An  example  of  the  projections  proc- 
ess if  the  often  used  phrase  “chip  off  the  old  block,” 
where  a son  becomes  a lot  like  his  father  only  more 
so.  Interestingly  enough,  this  likeness  to  the  parent 
occurs  whether  the  child  desires  to  be  like  the  parent 
or  not.  Again  as  an  example,  the  son  who  has  tre- 
mendous conflict  with  this  alcoholic  father  may  leave 
home,  swear  that  he  will  never  be  like  his  father  and 
several  years  later  become  an  alcoholic  himself. 

Sibling  Position 

Dr.  Bowen  stated  that  if  he  could  only  have  one 
piece  of  data  about  someone,  he  would  prefer  to  know 
that  person’s  sibling  position.  A number  of  writers 
have  studied  family  members  with  regard  to  their  per- 
sonal characteristics  based  on  sibling  position.  Walter 
Toman  wrote  a book,  Family  Constellation,  based  on 
research  done  with  numerous  families  and  their  chil- 
drens’ characteristics  based  on  their  birth  order.  What 
Toman  showed  was  that  oldest  children  tended  to  be 
the  leaders,  independent-thinking,  “the  boss,”  in  con- 
trol, etc.  Youngest  children  would  be  good  followers, 
able  to  take  orders,  and  tended  to  be  viewed  as  “lazy” 
by  older  siblings.  The  importance  of  siblings  position 
with  regard  to  the  theory  is  that  knowing  sibling  po- 
sition can  help  one  make  predictions  about  behavior 
and  about  how  well  a husband  and  wife  might  get 
along.  For  instance,  if  a couple  marries  and  both  of 
them  happen  to  be  the  oldest  in  their  family,  it  can  be 
statistically  shown  that  their  divorce  rate  is  higher  than 
other  birth-order  pairings.  Common  sense  might  lead 
one  to  think  that  two  “number  one”  children  would 
have  difficulty  getting  along  because  each  would  be 
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used  to  getting  his/her  own  way,  making  plans,  and 
being  in  charge.  This  pairing  has  been  called  the  king- 
queen  conflict.  Conversely,  two  youngest  siblings  who 
marry  could  have  the  opposite  problems  in  that  they 
would  characteristically  have  a difficult  time  making 
decisions,  taking  action,  etc. 

The  Multigenerational  Transmission  Process 

This  concept  is  based  on  the  Biblical  principal:  “The 
sins  of  the  fathers  and  sons  visited  to  the  third  and 
fourth  generation.”  Alcoholism,  illegitimacy,  domi- 
nant men,  dominant  women,  child  abuse,  incest,  etc. 
usually  tend  not  to  be  isolated  events  but  rather  re- 
peating patterns  that  actually  intensify  through  gen- 
erations. The  next  section  will  discuss  the  genogram 
which  is  the  graphic  display  of  kinship,  but  when  one 
does  a genogram  on  a family,  it  is  frequently  obvious 
how  certain  patterns  repeat  through  generations.  An 
excellent  example  of  this  recently  surfaced  in  a family. 
One  of  the  partners  knew  of  one  instance  of  desertion 
of  children  in  the  family  by  a female.  When  further 
data  was  obtained  by  the  patient  about  the  extended 
family,  however,  it  was  discovered  that  this  was  only 
one  of  a number  of  examples  of  desertion  and  there 
was  no  evidence  that  there  was  any  awareness  by  the 
various  “deserters”  that  this  was  occurring  in  other 
places  in  the  family. 

Differentiation  of  Self 

Differentiation  of  self  is  a person’s  ability  to  separate 
the  thinking  system  (rational  thought)  from  the  feeling 
system  (emotions,  stimulus-response).  Bowen  made 
up  to  0-100  scale  in  which  poorly  differentiated  people 
were  classified  toward  zero  and  well  differentiated  peo- 
ple toward  100.  Well  differentiated  people  are  able  to 
tolerate  closeness  without  fusion,  are  able  to  handle 
stressful  situations  without  becoming  too  emotional. 


and  generally  have  short-term  illnesses.  Poorly  dif- 
ferentiated people,  on  the  other  hand,  are  unable  to 
tolerate  closeness.  Stress  causes  them  to  do  “auto- 
matic” things  to  which  they  are  predisposed  to  such 
as  blame,  drink  alcohol,  become  silent,  become  vio- 
lent, etc.  Poorly  differentiated  people  tend  to  have  a 
long-term  illness.  Unfortunately,  according  to  the  the- 
ory, it  is  very  difficult  to  become  better  differentiated, 
but  it  can  be  done.  It  is  important  to  reduce  the  stress 
in  the  family  system,  to  be  aware  of  family  patterns 
and  to  do  things  that  are  uncomfortable  at  first,  such 
as  move  closer  to  people  if  you  are  a distancer. 

The  Genogram 

The  genogram  is  basically  a detailed  family  tree.  It 
is  the  topic  of  a number  of  articles.  The  importance 
of  the  genogram  for  family  therapy  has  to  do  with  its 
visual  qualities.  At  a glance,  one  is  able  to  see  the 
important  events  in  a family’s  collective  life,  namely, 
the  births,  deaths,  and  marriages.  Beyond  the  major 
items,  one  can  also  visualize  recurrent  patterns,  family 
similarities,  genetic  patterns,  and  other  significant 
items. 

Like  map  reading,  one  must  become  familiar  with 
the  symbols  involved. 

The  Laws  of  Function 

Tom  Fogarty,  M.D.  has  written  an  article  “Evo- 
lution of  a Systems  Thinker,”  in  which  he  outlines 
the  “laws  of  function”  in  family  systems.  These  laws, 
as  with  all  such  principles,  are  invariably  present  and 
operate  in  every  family  system.  Each  of  these  laws 
helps  one  to  understand  behavior  and  movement  within 
the  family.  These  laws  are  outlined  in  Table  1.  Some 
of  the  terms  used  may  be  confusing  at  first,  but  reading 
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Figure  2:  Genogram  symbols. 
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the  referenced  articles  or  talking  with  someone  familiar 
with  family  systems  can  help  clarify  them. 

What  it  Means  in  Practical  Terms 

For  someone  who  sees  a number  of  people  every 
day  and  works  with  them  over  time,  Family  Systems 
Theory  provides  a good  framework  to  help  people 
move  out  of  their  ruts  into  more  functional  lives. 

Most  people  are  not  really  aware  of  a great  deal 
about  what  goes  into  their  behavior.  There  is  a balance 
between  being  so  self  aware  that  one  is  paralyzed  into 
inaction  versus  automatically  repeating  past  patterns 
to  one’s  detriment.  My  personal  belief  is  that  most 
people  fall  into  the  latter  category. 


Paul  Tournier,  a Swiss  physician  that  I admire  a 
great  deal  said  it  best:  ‘ ‘We  are  called,  then,  to  exercise 
around  us  this  ministry  of  soul-healing.  . . . (Some- 
thing) that  strikes  us  when  we  observe  men  and  women 
is  how  few  see  the  truth  about  themselves.  They  com- 
plain about  the  things  that  curb  their  independence, 
and  yet  they  have  no  clear  idea  of  what  they  would 
do  with  their  independence  if  they  had  it.”6 

So  then,  it  is  my  belief  that  ultimately,  this  therapy’s 
therapeutic  power  lies  in  its  attempt  to  get  people  to 
take  responsibility  for  themselves,  define  themselves 
in  their  relationship  to  their  world  and  their  families. 

TABLE  1 

The  Laws  of  Function  in  Family  Systems* 


1.  All  Human  Beings  Seek  Closeness 

A)  Closeness  is  a relative  thing 

B)  Three  Operating  Systems 

1.  thinking  system 

2.  emotional  system 

3.  operating  system 

C)  Attraction  between  people  is  at  the  emotional  level 

2.  Fusion  Leads  to  Distance 

3.  Triangles  Are  Always  Dysfunctional 

4.  All  Systems  Seek  Homeostasis 

5.  The  More  of  a Self  That  One  Is,  the  Greater  Will  Be  the 
Tendency  to  be  Close  With  Others 

6.  The  More  One  is  a Person  or  Self,  the  Greater  is  the 
Tendency  for  Fusion 

7.  The  More  One  is  a Person  or  Self,  the  Greater  the  Re- 
quirement For  Differentiation 

8.  The  Tendency  to  Fuse  Varies  Directly  With  Self  Mass  and 
Inversely  With  the  Degree  of  Differentiation 

9.  Increasing  the  Distance  Between  Two  or  More  Selves  in 
the  Family  System  Represents  a Loss  of  Self  Mass 

10.  Nature  Abhors  a Vacuum 

11.  A System,  Functional  or  Dysfunctional,  Depends  on  the 
Active  Participation  and  Cooperation  of  Every  Key  Mem- 
ber of  the  System 

12.  The  Same  Laws  Apply  to  the  Internal  System  in  Self  and 
the  External  System  Between  People  in  the  Family 

13.  The  Final  Test  of  Self  Mass  and  Self  Differentiation  is  the 
Capacity  to  Attain  Closeness  in  a System  Without  Fusion. 

* From  Tom  Fogarty:  “Evolution  of  a System  Thinker” 
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FAMILY  PRACTICE. 

A REWARDING  EXPERIENCE  IN 
ARMY  MEDICINE. 


THE  ARMY  RESERVE  IN  THE 
SOUTHEAST  NEEDS  PHYSICIANS  WHO 
SPECIALIZE  IN  FAMILY  PRACTICE,  TO 
JOIN  AN  EXCEPTIONAL  TEAM. 

WE  UNDERSTAND  THE  DEMANDS 
ON  A BUSY  PRACTITIONER.  SO  WE’RE 
FLEXIBLE  ABOUT  TIME,  PARTICULAR- 
LY WHEN  IT’S  TIME  YOU  WANT  TO 
SHARE  WITH  YOUR  COUNTRY. 

IN  THE  ARMY  RESERVE,  YOU’LL 
FIND  OPPORTUNITIES  THAT  ARE 
CHALLENGING  AND  VARIED.  OPPOR- 
TUNITIES TO  PARTICIPATE  IN  EX- 
CITING TRAINING  PROGRAMS  AND 
WORK  WITH  OUTSTANDING  PHYSI- 
CIANS FROM  EVERY  AREA  OF  THE 
COUNTRY  AND  TO  EXTEND  ASPECTS 
OF  YOUR  SPECIALITY.  WE  THINK  A 
FIRST  PHONE  CALL  COULD  PROVE  TO 
BE  REWARDING. 


THE  ACTIVE  ARMY  HAS  MORE 
SOLDIERS  WITH  FAMILIES  THAN  EVER 
BEFORE.  SO  WHEN  YOU  JOIN  THE  ARMY 
MEDICAL  TEAM  AS  A FAMILY  PRACTI- 
TIONER, EXPECT  TO  SPEND  MOST  OF  YOUR 
TIME  SERVING  NOT  ONLY  SOLDIERS,  BUT 
THEIR  SPOUSES  AND  CHILDREN,  TOO. 
WHAT’S  MORE,  YOU  WON’T  HAVE  TO 
WORRY  ABOUT  THE  PAPERWORK, 
MALPRACTICE  INSURANCE  PREMIUMS,  OR 
THE  COSTS  INCURRED  IN  RUNNING  A 
PRIVATE  PRACTICE. 

WORKING  WITH  A TEAM  OF  HIGHLY 
TRAINED  PROFESSIONALS,  YOU  CAN 
RECEIVE  ASSIGNMENTS  ALMOST 
ANYWHERE  IN  THE  U.S.  AS  WELL  AS 
OVERSEAS.  PLUS  UP  TO  30  DAYS  OF  PAID 
VACATION  AND  REASONABLE  WORK 
HOURS. 

ALL  IN  ALL,  YOUR  ARMY  FAMILY 
PRACTICE  WILL  BE  A REWARDING 
EXPERIENCE. 


TALK  TO  YOUR  LOCAL  U.S.  ARMY  OR  ARMY  RESERVE  MEDICAL  DEPARTMENT 
COUNSELOR  FOR  MORE  INFORMATION  ON  FAMILY  PRACTICE  IN  THE  ARMY. 


ARMY  MEDICINE 
MID-MEMPHIS  TOWER  BLD. 
SUITE  702 
1407  UNION  AVE. 
MEMPHIS,  TN  38104 
CALL  COLLECT:  (901)  521-2855 


ARMY  RESERVE  MEDICINE 
255  WEST  OXMOOR  RD. 

ROOM  R-105 
BIRMINGHAM,  AL  35209 
CALL  COLLECT:  (205)942-6570 


ARMY.  ARMY  RESERVE.  BE  ALLYOU  CAN  BE 
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They’re  off 
to  a good 
time... 
on  your 
money 

What  a shock  it  is  to  learn  that  one’s  trust  has  been  misplaced.  Or 
one’s  patience  abused.  But  it  happens. 

There  are  people  who  finance  good  times  with  interest-free  loans. 
Loans  in  the  form  of  slowing  payments  to  creditors  whose  trust  and 
patience  Is  mistaken  for  weakness. 

Leam  how  I. C.  System  can  help  _■ 

keep  your  money  coming  in  on  | |10  jYSt6VH 

Works  SA 


time.  Fill  out  this  card  and  mail  it 
in  to  Find  out  how 


Tell  me  more  about  the  I.C.  System  program. 


I.C.  SYSTEM,  INC. 

ACCOUNTS  RECEIVABLE  CONTROL  SERVICE 

444  East  Highway  96 
P.O.  Box  43639 
St.  Paul,  MN  55164 


Name  (Firm) 
Address  


City 


State 


Signed 


Title. 


Form  No  O-iO 
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Sill® 


Learn  about  legal  issues 
affecting  medical  staffs 


The  AMA  Hospital 
Medical  Staff  Section 
Eighth  Assembly 

December  4-8,  1986  • Las  Vegas  Hilton 

Special  Educational  Sessions:  Represent  your  medical  staff. 


• Role  of  Medical  Staff  Legal  Counsel 

• Medical  Staff  and  PRO  Sanctions 

• Antitrust  and  Credentialing 

• Medical  Staff  / Hospital  Board 
Relationships:  Their  Corporate 
Responsibility. 


For  Information  Contact: 
Department  of  Hospital  Medical 
Staff  Services 

American  Medical  Association 
535  North  Dearborn  Street 
Chicago,  Illinois  60610 
Phone  (312)  645-4747  or  645-4753 


To 

dull  the 
point 
of 

moderate 

to 

noderately 

severe 

pain... 


hydrocodone  bitartrate  5 mg  (Warning:  May  be  habit  forming.) 
with  acetaminophen  500  mg 


Brief  Summary 

INDICATIONS  AND  USAGE:  For  the  relief  of  moderate  lo  moderately  severe  pain 
CONTRAINDICATIONS:  Hypersensitivity  to  ocetaminophen  or  hydrocodone 

WARNINGS 

Drug  Abuse  ond  Dependence  VICODIN  is  subject  to  the  Federal  Controlled  Substonces  Act  (Schedule  III) 
Psychic  dependence,  physical  dependence  and  tolerance  moy  develop  upon  repeated  administration  ot  narcot- 
ics, therefore,  VICODIN  snould  be  prescribed  and  administered  with  the  same  caution  appropriate  to  the  use  of 
other  oral-norcotic-contoining  medications 

Respiratory  Depression  At  high  doses  or  in  sensitive  patients,  hydrocodone  moy  produce  dose-related  respira- 
tory depression  by  acting  directly  on  brain  stem  respiratory  centers  Hydrocodone  also  affects  centers  that  control 
respiratory  rhythm,  and  may  produce  irregular  and  periodic  breathing 

Head  Injury  ond  Increased  intracranial  Pressure:  The  respiratory  depressant  effects  ol  narcotics  and  their  ca- 
pacity to  elevate  cerebrospinal  fluid  pressure  may  be  morkedly  exaggerated  in  the  presence  ot  head  injury,  other 
intracranial  lesions  or  a preexisting  increase  in  introcramal  pressure  Furthermore,  norcotics  produce  adverse 
reactions  which  may  obscure  the  clinxcol  course  ot  patients  with  head  injuries 

Acute  Abdominol  Conditions:  The  administration  ol  norcotics  moy  obscure  the  diognosis  or  clinical  course  ol 
patients  with  acute  abdominol  conditions 

PRECAUTIONS 

Speciol  Risk  Potlents  VICOOIN  should  be  used  with  coution  in  elderly  or  debilitated  patients  and  those  with 
severe  impairment  ol  hepatic  or  renal  lunction.  hypothyroidism.  Addison's  disease,  prostatic  hypertrophy  or 
urethral  stricture 

Information  For  Patients.  VICODIN.  like  oil  norcotics.  moy  impair  the  mental  and/or  physical  abilities  reauired  tor 
the  performance  ot  potentially  hazardous  tasks  such  os  driving  o car  or  operating  machinery,  patients  should  be 
cautioned  accordingly 

Cough  Reflex  Hydrocodone  suppresses  the  cough  reflex  caution  should  be  exercised  when  VICODIN  s used 
postoperativeiy  ond  in  patients  with  pulmonoty  disease 

Drug  Interactions  'he  CNS-deptessant  effects  of  VCOOtN  moy  be  Oddi' ve  win  that  of  other  CNS  depressan's 
When  combined  therapy  is  contemplated,  the  dose  ot  one  or  both  agents  should  be  reduced  The  use  ot  MAO 
inhibitors  or  tricyclic  antidepressants  with  hydrocodone  preparations  moy  increase  the  effect  ot  either  the  antide 
pressant  or  hydrocodone  Trie  concurrent  use  ot  onhcholinergics  with  hydiocodone  moy  produce  porolytic  ileus 
Usage  in  Pregnancy  Pregnancy  Category  C Hydrocodone  nos  been  shown  lo  be  teratogenic  in  hamsters  when 
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given  in  doses  700  times  the  human  dose  There  are  no  odequate  and  well-controlled  studies  in  pregnont 
women  VICODIN  should  be  used  during  pregnancy  only  it  the  potential  benefit  justifies  the  potential  risk  to  the 
letus 

Nonterotogenlc  Effects:  Babies  bom  to  mothers  who  have  been  taking  opioids  regularly  prior  lo  delivery  will  be 
physically  dependent  The  intensity  ot  the  syndrome  does  not  always  correlate  with  the  duration  of  moternal 
opioid  use  or  dose 

Labor  and  Delivery:  Administration  ol  VICODIN  lo  the  mother  shortly  before  delivery  may  result  in  some  degree  of 
respiratory  depression  in  the  newborn,  especially  it  higher  doses  ore  used 

Nursing  Mothers  It  is  not  known  whether  this  drug  is  excreted  in  human  milk  therefore  a decision  should  be 
mode  whether  to  discontinue  nursing  or  to  discontinue  the  drug,  taking  into  occount  the  importance  ot  the  drug  to 
Ifte  mother 

Pediatric  Use:  Solely  ond  effectiveness  in  children  have  not  been  established 

ADVERSE  REACTIONS 

Central  Nervous  System:  Sedation,  drowsiness  mentol  clouding,  lethargy,  impairment  ot  menial  ond  physical 
performance,  anxiety,  tear,  dysphoria,  dizziness,  psychic  dependence,  mood  changes 
Gostrolntesffnol  System  Nausea  ond  vomiting  may  occur,  they  ore  more  tregueni  in  ambulatory  than  in  recum- 
bent patients  Prolonged  administration  ol  VICOOIN  moy  produce  constipation 

Genitourinary  System  Ureteral  spasm  sposm  ot  vesical  sphincters  and  urmory  retention  hove  been  reported 

Respiratory  Depression:  (See  WARNINGS ) 

DOSAGE  ANO  ADMINISTRATION:  Dosage  should  be  odjusted  according  to  the  seventy  ot  the  pom  ond  the 
response  ot  the  patient  However  tolerance  to  hydrocodone  con  develop  with  continued  use  and  the  incidence  ot 
untoword  effects  is  dose  related 

The  usual  dose  is  one  tablet  every  six  hours  as  needed  for  pom  (It  necessary,  this  dose  moy  be  repeated  ot  tour- 
hour  intervals ) In  coses  ol  mote  severe  pom.  two  tablets  every  six  hours  (up  to  eight  tobtets  in  24  hours)  may  be 
required  Revised  April  1982 
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KNOLL  PHARMACEUTICAL  COMPANY 

30  NORTH  JEFFERSON  ROAD  WHIPPANY.  NEW  JERSEY  07981 


February  1985 


MANAGE  YOUR  OFFICE  MORE  EFFECTIVELY  WITH 
THE  MPM  1000  SYSTEM  AVAILABLE  THROUGH 
SOUTHERN  MEDICAL  ASSOCIATIONS 
PHYSICIANS’  PURCHASING  PROGRAM 


Manage  your  office  more 
effectively  with  the  MPM 
1000  System  available 
through  the  Physicians’ 
Purchasing  Program. 

Managing  your  office 
shouldn’t  be  hard; 
however,  with  the  current 
insurance  requirements  and 


the  impending  Medicare 
changes  looming  on  the 
horizon,  it  will  get  more 
difficult.  You  should  call 
Curtis  1000  Information 
Systems  or  Southern 
Medical  Association  to  find 
out  how  the  MPM  1000  can 
help  make  your  practice 
run  more  effectively. 


AVAILABLE  ON  IBM  A/T 


MPM  1000  Simplifies  Your  Paperwork 

You  will  be  able  to  reduce  the  mountains  of  paper- 
work by  using  your  MPM  1000  system  to  process  all 
your  insurance,  complete  your  billing  plus  instan- 
taneously sort  and  file  necessary  information. 

MPM  1000  Speeds  Up  Your  Cash  Flow 

The  MPM  1000  system  will  increase  your  daily  bank 
deposits  by  processing  all  your  insurance  and  pa- 
tients’ receivables  quickly. 

MPM  1000  Improves  Your  Practice  Management 

With  the  MPM  1000  system  you  can  easily  and  intel- 
ligently manage  your  practice  with  computer  gene- 
rated reports.  Trends  and  problems  are  easily  iden- 
tified so  you  can  take  corrective  action  before  they 
become  serious. 


MPM  1000  Is  A One  Source  Solution 

The  MPM  1000  is  a one  source  solution.  With  your 
system  you  receive  all  hardware  (IBM  or  Texas  In- 
struments), software,  complete  five  day  training  pro- 
gram and  responsive  after  sale  support. 

IBM  PC/AT  At  Discount 

Best  of  all,  these  systems  are  available  through  SMA 
Services,  Inc.,  Physicians’  Purchasing  Program  with 
substantial  discounts  on  IBM  and  Texas  Instrument 
equipment. 

FOR  MORE  INFORMATION,  please  fill  out  the 
coupon  below  and  mail  it  to  Southern  Medical  Asso- 
ciation, or  for  faster  service  call  Southern  Medical  at 
(205)  945-1840  or  Curtis  1000  Information  Systems  at 
800-241-4780. 


□ YES!  I would  like  more  information  on  MPM  1000 

My  interests  are:  □ Immediate  □ Long  term  □ Please  contact  me  for  a survey 
I am  a member  of  SMA  □ 


Name 

(Please  Print) 

Address 

City 

State 

Zip 

( ) 

Specialty  Office  Phone 

Mail  to:  CURTIS  1000  INFORMATION  SYSTEMS 


2296  Henderson  Mill  Road 
Suite  402 

Atlanta,  Georgia  30345 


ALABAMA 

MEDICINE 

CLASSIFIED 


Classified  advertising  is  $15.00  for  30  words  or  less,  plus 
20  cents  for  each  additional  word,  payable  in  advance.  Clas- 
sified displays  are  $20.00  per  column  inch.  Ad  box  number 
can  be  substituted  tor  formal  addresses  upon  request  at  a cost 
of  $2.  Copy  deadline  is  6 weeks  preceding  date  of  publica- 
tion. Send  copy  to:  Advertising  Manager,  ALABAMA 
MEDICINE,  P.O.  Box  1900-C,  Montgomery,  Alabama 
36197-4201. 


PRIMARY  CARE  PHYSICIANS  desperately  needed  to  locate  in 
West  Central  Alabama  rural  communities,  one  hour  from  Birming- 
ham. Faculty  appointment  with  Family  Practice  Center  at  Universi- 
ty of  Alabama  if  qualified.  Join  established  practice  or  work  indi- 
vidually. Salary  of  $50,000  to  $65,000  guaranteed  until  practice  is 
self-sufficient.  Generous  fringe  benefits  include  life,  disability, 
health,  retirement,  and  malpractice  insurance,  two  weeks  con- 
tinuing education,  and  three  weeks  annual  leave.  All  equipment, 
including  X-ray  and  lab,  furniture,  and  supplies  provided.  Manage- 
ment services  including  personnel,  payroll,  tax  reports,  and  billing 
provided.  If  invited  to  visit,  all  expenses  will  be  paid.  All  moving 
expenses  covered.  Write  Health  Development  Corporation,  P.O. 
Box  1486,  Tuscaloosa,  Alabama  35403,  or  telephone  Frank 
Cochran,  collect  at  758-7545  for  more  information. 


MONTGOMERY  — Prosperous  group  family  practice  offers  ex- 
cellent benefits,  salary  and  equity  growth  opportunity  for  the  right 
family  practitioner  or  internist.  Please  contact  Cameron  MacGuire, 
11 10  Mulberry  St.,  Montgomery,  AL  36194  or  phone  (W)  205/ 
834-2745  or  (H)  205/277-1249 


OPENING  AVAILABLE  for  a full-time  Board  Certified/Prepared 
Emergency  or  Family  Practice  Physician.  Wish  to  complete  an 
established  group  practicing  at  Decatur  General  Hospital,  Decatur, 
Alabama,  a 270-bed  regional  hospital  with  approximately  35,000 
Emergency  Department  visits  per  year.  Excellent  compensation, 
flexible  scheduling,  with  fringe  benefits,  including  malpractice 
insurance,  available.  Reply  to  Emergency  Medical  Doctors,  P.O. 
Box  2847,  Tuscaloosa,  AL  35401. 


jNORTHEASTERN  ALABAMA:  Seeking  Emergency  Department 
jDirector  and  part-time  physicians  for  low  volume  hospital  in  resort 
larea.  Flexible  schedule  and  malpractice  insurance  provided.  Please 
[contact  Emergency  Consultants,  Inc.,  2240  South  Airport  Road, 
Room  9,  Traverse  City.  MI  49684;  800/253-1795,  or.  in  Michigan 
800/632-3496. 


GREAT  LAKES  AREA  (Illinois,  Indiana,  Ohio);  Emergency  De- 
partment physicians  needed  for  high  and  low  volume  hospitals 
located  in  rural  and  metropolitan  areas.  We  have  the  opportunities 
to  fit  your  personal  and  professional  needs.  Competitive  hourly 
rates,  malpractice  insurance,  and  flexible  schedules.  Directorships 
also  available.  For  further  information  contact;  Coastal  Emergency 
Services,  Inc.,  6230  Busch  Blvd.,  Ste.  300,  Columbus,  OH  43229; 
collect  (614)  436-0418  west  of  the  Mississippi  R.;  (800)  633-9964 
east  of  the  Mississippi  R.;  (800)  551-3859  in  Ohio. 


GEORGIA,  MACON:  Opportunity  to  practice  in  urgent  care  de- 
partment of  modem  250-bed  medical  facility.  Flexible  scheduling, 
no  patient  responsibilities  after  hours.  Competitive  compensation 
rates,  professional  liability  insurance  procured.  For  more  infor- 
mation contact:  Sheila  Murphy,  Coastal  Emergency  Services,  Inc., 
P.O.  Box  925,  Augusta,  GA  30903;  collect  (404)  724-3368. 


1987  CME  CRUISE/CONFERENCES  ON  SELECTED  MEDI- 
CAL TOPICS  — Caribbean,  Mexico,  Hawaii,  Alaska,  China/ 
Orient,  Scandinavia/Russia.  7-14  days  year  round.  Approved  for 
20-24  CME  Cat.  1 credits  (AM  A/PR  A)  and  A AFP  prescribed 
credits.  Distinguished  professors.  FLY  ROUNDTRIP  FREE  ON 
CARIBBEAN,  MEXICAN  & ALASKAN  CRUISES.  Excellent 
group  fares  on  finest  ships.  Registration  limited.  Pre-scheduled  on 
compliance  with  present  IRS  requirements.  Information:  Interna- 
tional Conferences,  189  Lodge  Ave.,  Huntington  Station,  NY 
11746.  (516)  549-0869. 


ALLERGY  WITH  SOME  DERMATOLOGY  practice  for  sale. 
Large  practice  in  Anniston  and  surrounding  area.  Retiring  last  of 
December.  Contact  G.K.  Spearman,  M.D.  (205)  236-2330. 


Physicians 


TIME  TO  REORDER? 


Save  Time,  Save  Money 
with  Wilmer®  Medical 
Management  Forms 


Wilmer  compatible  pegboard  forms  are 
interchangeable  with  the  most  popular 
health  care  systems  offered  by  Control- 
O-Fax,  Safeguard* NBS,  and  McBee. . . . 

Including  the  popular  multi-part 
insurance  claim  form  called  SuperSlip" 

Call  us! 

MASA  Services  Corp. 

835  Adams  Avenue 
Montgomery,  Alabama  36104 


834-2013  or  1-800-392-5668 


wilmer  service  line 

FORMS  VOU  CAN  COUNT  ON 


C Wilmer  Service  Line  >984 


* Registered  T rademark  ol  Safeguard  Business  Systems  Inc 


October  1986  / 53 


AUXILIARY 


Mrs.  Ronald  R.  DiNella 
A-MASA  President 


Aging  — (Aren’t  We  All?) 


It  is  difficult  to  determine  when  we  first  become  aware 
of  the  fact  that  the  years  are  slipping  (or  whizzing) 
by  and  the  aging  process  is  definitely  in  motion.  Of 
course,  aging  actually  begins  when  we  are  bom,  and 
when  we  think  of  the  alternative  to  aging  (death),  we 
are  quite  content  to  proceed  down  the  inevitable  path. 
Anyway,  what’s  a few  wrinkles  or  gray  hair  if  we  can 
maintain  reasonably  good  health? 

I’m  sure  that  wrinkles  are  a result  of  smiles  and  gray 
hair  is  really  quite  lovely  — besides,  on  a gentleman 
it  makes  him  look  distinguished  and  authoritative.  Be 
this  as  it  may,  there  are  some  very  definite  problems 
confronting  our  older  generation. 

For  one  thing,  it  is  the  fastest  growing  segment  of 
our  population.  At  the  turn  of  the  century,  49  was  the 
average  life  expectancy  in  the  United  States,  and  there 


were  three  million  people  over  the  age  of  65.  By  the 
year  2000  (if  the  present  trend  continues)  there  will 
be  3 1 million  over  the  age  of  65  — an  increase  of  28 
million  people  in  this  age  group.  There  is  also  a sub- 
group of  the  elderly  called  the  “old  old.’’  This  includes 
those  85  and  older,  which  now  numbers  about  2.6 
million  but  will  increase  to  approximately  5 million 
by  the  year  2000.  It  is  imperative  that  we  address  the 
needs  of  these  older  Americans. 

There  have  been  great  advances  in  medical  tech- 
nology, and  recently  much  emphasis  has  been  placed 
on  exercise  and  physical  fitness,  particularly  in  relation 
to  the  process  of  aging.  However,  for  a large  segment 
of  our  population,  this  comes  too  late  in  their  lives  to 
be  of  significant  benefit.  There  is,  and  will  continue 
to  be,  much  chronic  disabling  illness  such  as  heart 
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disease,  arthritis,  osteoporosis,  hearing  loss,  dental 
problems,  strokes,  loss  of  vision,  mental  problems, 
loneliness,  depression,  et  cetera.  All  of  these  disabil- 
ities call  for  long  term,  chronic  care.  Unfortunately, 
most  of  our  health  care  training  deals  with  acute  care 
— most  physicians  treat  diseases  to  cure  them.  They 
are  not  programmed  to  treat  the  elderly  who  require  a 
more  complex  management  that  extends  over  a long 
period  of  time.  It  is  gratifying  to  know  that  our  medical 
schools  now  recognize  this  fact  and  have  instituted 
lectures  and  a period  of  training  in  geriatric  care.  This 
added  training  is  certainly  a step  in  the  right  direction. 

Many  of  our  older  Americans  are  able  to  continue 
living  in  their  own  homes;  but  many  others,  for  health 
and  safety  reasons,  must  be  taken  to  nursing  homes 
or  placed  in  the  homes  of  other  family  members.  Usu- 
ally the  home  environment  is  preferable  to  even  the 
best  institutions,  provided  the  atmosphere  in  the  home 
is  one  of  love  and  caring.  Unfortunately,  this  is  not 
always  the  case.  All  in-home  care  is  not  without  prob- 
lems — for  both  the  older  person  and  the  family  ex- 
tending the  care. 

Our  older  generation  lives  with  many  fears.  One  of 
those  fears  is  that  of  dying,  but  a fear  that  excells  that 
of  dying  is  the  fear  of  succumbing  to  a debilitating 
illness.  These  people  have  worked  all  their  lives,  and 
it  frightens  them  to  think  that  they  might  not  be  able 
to  tend  to  their  own  needs. 

They  fear  a shortage  of  money.  Many  have  saved 
for  their  “golden  pond”  years,  but  inflation  has  eroded 
these  savings.  They  also  fear  assaults,  robberies,  lo- 
neliness, mental  incompetence,  or  abandonment  by 
their  families  and  friends. 

For  the  past  several  years,  under  our  Shape  Up  for 
Life  campaign,  the  Alabama  Medical  Auxiliary  has 
promoted  programs  dealing  with  the  elderly.  In  order 
to  improve  the  quality  of  life  for  our  older  Americans, 
many  of  our  county  auxiliaries  offer  home-delivered 
meals  and  transportation  to  medical  appointments  or 
grocery  stores,  phone  calls,  visits,  and  we  also  write 
letters  and  read  to  them.  We  provide  exercise  pro- 
grams, classes  in  good  nutrition,  crafts  and  games  in 
day  care  centers  and  nursing  homes.  In  general,  we 
accent  the  positive  aspects  of  aging  and  make  their 
lifes  more  enjoyable  and  comfortable. 

One  of  our  most  successful  and  appreciated  pro- 
grams has  been  our  on-going  project  “Medi-File” 
which  was  suggested  by  the  American  Medical  As- 
sociation. We  provide  physicians  with  wallet-size  fold- 
ers for  their  older  patients.  These  act  as  memory  aids 
and  prevent  drug  misuse  by  the  patients.  The  “Medi- 
File”  contains  date,  diagnosis,  prescriptions  and  dos- 
age for  the  patient  to  carry  with  him  at  all  times.  It  is 
the  responsibility  of  the  physician  to  keep  the  file  up- 
dated and  to  record  any  changes  in  medication  or  treat- 
ment as  they  occur.  The  card  also  has  a place  to  record 
the  patient’s  name,  phone  number,  and  the  name  of  a 


contact  person.  This  “Medi-File”  has  been  well  ac- 
cepted because  many  older  patients  have  several  doc- 
tors, move  often  from  one  location  to  another  (staying 
short  periods  of  time  with  different  family  members), 
and  are  on  many  different  medications.  When  the 
“Medi-File”  is  shown  to  each  doctor  at  every  visit, 
the  doctor  is  readily  aware  of  the  medications  and  it 
helps  toward  evaluating,  diagnosing  and  treating  the 
patient.  A supply  of  these  cards  may  be  obtained  from 
your  local  county  auxiliary  or  from  Mrs.  Lionel  Naylor 
(Chandra),  1809  16th  Avenue,  S.E.,  Decatur,  Ala- 
bama 35601,  telephone  (205)  355-9504. 

We  sincerely  believe  that  our  various  health  projects 
do  improve  the  quality  of  life  for  our  elderly.  If  the 
Auxiliary  can  be  of  help  to  you  in  establishing  health 
programs  or  implementing  them  in  your  community, 
please  contact  your  county  Auxiliary  president,  Mrs. 
Naylor,  or  me.  We  will  be  pleased  to  work  with  you 
on  your  community  level. 


THIS 

YEAR 

PUT 

ANENDTO 

YOUR 

DEADLY 

HABIT. 


Great  American 
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Be  a Physician 
and  a family  man 

There’s  time  for  both. 


Find  yourself... 
and  your  family 
in  the  Air  Force! 


Time  to  relax  with  your 
family— and  still  enjoy  the 
professional  advantages  of 
modern  facilities  and  a highly 
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EXCERPTS  FROM  A SYMPOSIUM 
"THE  TREATMENT  OF  SLEEP  DISORDERS"8 


. highly  effective 
for  both  sleep  induction  and 
sleep  maintenance  ft 


Sleep  Laboratory  Investigator 
Pennsylvania 


•§ 


. . onset  of  action  is 
rapid. . . provides  sleep  with 
no  rebound  effect  to  agitate  the 
patient  the  following  day  £ £ 


Psychiatrist 

California 


\ . . appears  to  have 
the  best  safely  record  of  any 
of  the  benzodiazepines  ft 


Psychiatrist 

California 


After  15  years,  the  experts  still  concur  about  the 
continuing  value  of  Dalmane  (flurazepam  HCI/ 
Roche).  It  provides  sleep  that  satisfies  patients. . . 
and  the  wide  margin  of  safety  that  satisfies  you. 

The  recommended  dose  in  elderly  or  debilitated 
patients  is  15  mg.  Contraindicated  in  pregnancy. 
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flurazepam  FICI/Roche  ® 

Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Effective  in  all  types  of  insomnia  characterized 
by  difficulty  in  falling  asleep,  frequent  nocturnal  awakenings 
and/or  early  morning  awakening,  in  patients  with  recurring 
insomnia  or  poor  sleeping  habits,  in  acute  or  chronic  medical 
situations  requiring  restful  sleep  Objective  sleep  laboratory 
data  have  shown  effectiveness  for  at  least  28  consecutive 
nights  of  administration  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is  generally  not 
necessary  or  recommended  Repeated  therapy  should  only 
be  undertaken  with  appropriate  patient  evaluation 
Contraindications:  Known  hypersensitivity  to  flurazepam  HCI. 
pregnancy  Benzodiazepines  may  cause  fetal  damage  when 
administered  during  pregnancy  Several  studies  suggest  an 
increased  risk  of  congenital  malformations  associated  with 
benzodiazepine  use  during  the  first  trimester  Warn  patients 
of  the  potential  risks  to  the  fetus  should  the  possibility  of  be- 
coming pregnant  exist  while  receiving  flurazepam  Instruct 
patients  to  discontinue  drug  prior  to  becoming  pregnant  Con- 
sider the  possibility  of  pregnancy  prior  to  instituting  therapy 
Warnings:  Caution  patients  about  possible  combined  effects 
with  alcohol  and  other  CNS  depressants  An  additive  effect 
may  occur  it  alcohol  is  consumed  the  day  following  use  for 
nighttime  sedation  This  potential  may  exist  for  several  days 
following  discontinuation  Caution  against  hazardous  occu- 
pations requiring  complete  mental  alertness  (eg  , operating 
machinery,  driving).  Potential  impairment  of  performance  of 
such  activities  may  occur  the  day  following  ingestion  Not 
recommended  for  use  in  persons  under  15  years  of  age 
Withdrawal  symptoms  rarely  reported,  abrupt  discontinuation 
should  be  avoided  with  gradual  topering  of  dosage  for  those 
patients  on  medication  for  a prolonged  period  of  time  Use 
caution  in  administering  to  addiction-prone  individuals  or 
those  who  might  increase  dosage 
Precautions:  In  elderly  and  debilitated  patients,  it  is  recom 
mended  that  the  dosage  be  limited  to  15  mg  to  reduce  risk  of 
oversedation,  dizziness,  confusion  and/or  ataxia  Consider 
potential  additive  effects  with  other  hypnotics  or  CNS  depres 
sants  Employ  usual  precautions  in  severely  depressed 
patients,  or  in  those  with  latent  depression  or  suicidal  tenden 
cies,  or  in  those  with  impaired  renal  or  hepatic  function 
Adverse  Reactions:  Dizziness,  drowsiness  lightheadedness, 
staggering,  ataxia  and  falling  hove  occurred  particularly  in 
elderly  or  debilitated  patients  Severe  sedation,  lethargy  dis- 
orientation and  coma,  probably  indicative  of  drug  intolerance 
or  overdosage,  have  been  reported  Also  reported  headache, 
heartburn,  upset  stomach,  nausea,  vomiting,  diarrhea,  con- 
stipation. Gl  pain,  nervousness,  tolkativeness  apprehension 
irritability  weakness,  palpitations,  chest  pains,  body  and  joint 
pains  and  GU  complaints  There  have  also  been  rare  occur 
rences  of  leukopenia  granulocytopenia,  sweating  flushes 
difficulty  in  tocusing,  blurred  vision,  burning  eyes  faintness 
hypotension,  shortness  ot  breath,  pruritus,  skin  rash  dry 
mouth,  bitter  taste,  excessive  salivation,  anorexio  euphoria 
depression,  slurred  speech  confusion,  restlessness  halluci- 
nations. ond  elevated  SGOT,  SGPT  total  and  direct  bilirubins, 
ond  alkaline  phosphatose  and  paradoxical  reactions,  e g 
excitement,  stimulation  and  hyperactivity 
Dosage  Individualize  for  maximum  beneficial  effect  Adults 
30  mg  usuol  dosage,  15  mg  moy  suffice  in  some  patients 
Elderly  or  debilitated  patients  1 5 mg  recommended  initially 
until  response  is  determined 

Supplied:  Capsules  containing  15  mg  or  30  mg  tlurozepam 
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Patients  are  satisfied  because  they  fall  asleep  fast  and  stay 
asleep  till  morning.  '-8  And  you're  satisfied  by  the  exceptionally 
wide  margin  of  safety.7  9 As  always,  caution  patients  about 
driving  or  drinking  alcohol. 
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labama  doctors  seek  no  radical 
overthrow  of  our  civil  justice  system 


nstead,  we  seek  to  return  that  system  to 
its  bedrock  principles  of  equity  for  all. 


— MASA  President  Kenneth  C.  Yohn,  M.D. 
In  testimony  before  the  Governor’s 
Task  Force  on  Liability  and  Tort  Reform 
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Malpractice: 

I < n*l  l e A Tareet ... 


Your  office  staff  may  be  working  against 
you  in  avoiding  a malpractice  lawsuit. 

Patients  often  get  an  impression  of  you  as 
a physician  by  the  way  they  are  treated  in 
your  office  — even  before  they  see  you.  Yet 
office  staff  generally  get  little  guidance  in 
this  important  area. 

To  help  the  members  of  your  office  staff, 
Mutual  Assurance  offers  a comprehensive 
loss  prevention  program  for  them. 

Using  audio  tapes  and  detailed  workbooks, 
the  program  delivers  custom  instruction  to 
your  receptionist,  your  office  manager,  your 


billing  clerk  and  your  nurses.  And  unlike  cost- 
ly seminars,  the  program  can  be  reused  time 
and  time  again  for  refresher  courses  and  for 
new  employees. 

The  program  includes  written  examinations 
for  each  member  of  your  staff.  The  examina- 
tion is  graded  by  an  educational  testing  ser- 
vice and  returned  for  your  review  and 
follow-up. 

The  cost  — $85.  To  order  your  set  of  five 
tapes  and  workbooks,  call  1-800-272-6401 
(Toll  Free)  or  933-7280  in  Birmingham. 
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For  The  Economy  Can 


With  our  new  low-priced  monthly  car  phone 
package  (including  calling  time  every  month), 
almost  anyone  can  afford  to  put  a phone  in 
the  car.  That’s  why  we've  put  more  phones 
in  more  cars  than  anyone  in  the  Southeast. 

Our  car  phone  is  just  as  easy  to  use  as 
the  phone  in  your  home.  In  fact,  it’s  really 


like  having  another  extension-only  this  one 
goes  55  miles  per  hour.  So  call  BellSouth 
Mobility  for  full  details  today  at  1-800-351-3355. 
Because  all  the  way  from  Kentucky  to  South 
Florida,  we  really  are 
the  phone  company 
nn\^  for  y°ur  car. 
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Information  for  Authors 
Concerning  Manuscripts 


Manuscripts  should  be  typewritten,  double  spaced 
on  white  paper  8'/2xl  1 inches  with  adequate  margins. 
Two  copies  should  be  submitted.  Authority  for  approv- 
al of  all  contributions  rests  with  the  Editor.  Alabama 
Medicine  reserves  the  right  to  edit  any  material  submit- 
ted. The  publishers  accept  no  responsibility  for  opin- 
ions expressed  by  contributors. 

Style:  The  first  page  should  list  title  (please  be  brief), 
the  author  (or  authors),  degrees,  and  any  institutional  or 
other  credits.  Bibliographies  must  contain,  in  the  order 
given:  Name  of  author,  title  of  article,  name  of 
periodicals  with  volume,  page,  month  — day  of  month 
if  weekly  — and  year.  Number  should  be  limited  to 
absolute  minimum.  References  should  be  numbered 
consecutively  in  order  in  which  they  appear  in  the  text. 

The  Sty lebook/ Editorial  Manual,  published  by  the 
AMA,  is  the  general  reference  for  questions  of  style.  It 
is  particularly  useful  in  the  proper  presentation  of  data. 
When  conflicts  occur  between  usage,  etc. , by  an  author 
and  the  stylebook,  these  will  be  resolved  in  favor  of  the 
author  if  his  method  is  persuasive  and  logical. 

Helpful  to  many  writers  is  The  Elements  of  Style  by 
William  Strunk,  Jr.,  and  E.  B.  White,  which  empha- 
sizes brevity,  vigor  and  clarity. 


Final  authority  on  grammar  is  Webster’s  New  Inter- 
national, Unabridged,  Second  Edition. 

Length  of  Articles:  Articles  should  not  exceed 
3,000  words  (approximately  3-4  printed  pages).  Under 
exceptional  circumstances  only  will  articles  of  more 
than  4,000  words  be  published. 

Illustrations:  Illustrations  should  be  numbered  con- 
secutively and  indicated  in  the  text.  The  number,  in- 
dication of  the  top,  and  the  author's  name  should  be 
attached  to  the  back  of  each  illustration.  Legend  should 
be  typed,  numbered,  and  attached  to  each  illustration. 
Photographs  should  be  clear  and  distinct;  drawings 
should  be  made  in  black  ink  on  white  paper.  For  photo- 
graphs, glossy  prints  are  preferred. 

Reprints:  Reprint  orders  should  be  returned  at  once. 
Prices  for  reprints,  based  on  number  of  pages,  will  be 
furnished  upon  request  by  MASA  Services.  Com- 
munications should  be  addressed  to  Alabama  Medi- 
cine, The  Medical  Association  of  the  State  of  Alabama. 
P.  O.  Box  1900-C,  Montgomery.  Alabama  36197. 
Telephone  (205)  263-6441,  or  (toll-free  in  Alabama) 
1-800-392-5668. 


Why  did  we  buy  a 
computer? 


A well  managed  office 
doesn't  always  mean  you 
can  change  to  a computer 
system  with  no  trouble. 
When  ours  arrived  our  of- 
fice resembled  a Chinese 
fire  drill. 

We  were  not  aware  that  so 
many  things  could  go 
wrong  at  the  same  time.  We 
got  weeks  behind  on  our 
billing.  Words  like  head 
crash,  program  bug,  down 
time  are  now  a part  of  our 
vocabulary. 


Our  cash  flow  increased 
all  right . . . right  out  the 
door  to  the  computer  com- 
pany. When  we  added  up 
the  cost  of  the  system  and 
the  extra  employee  it  took 
to  run  it,  we  didn't  have  any 
cash  left  to  flow! 

We  should  have  let  the 
folks  at  A.S.I.  do  our  bill- 
ing. . . . They  do  it  all,  from 
statements  to  insurance, 
and  we  don't  invest  in  a 
thing. 

Call  them!  Get  a second 
opinion. 
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If  you  have  been  reading  the  slick  magazines  and 
national  newspapers  lately,  or  sampled  the  fall  tel- 
evision offering,  you  might  come  to  the  conclusion 
that  the  American  family,  these  20  or  so  years  in  eclipse, 
is  making  a dramatic  comeback. 

Even  in  the  major  business  magazines  you  will  see 
stories  of  women  giving  up  the  rat  race  to  return  to 
the  home  to  raise  a family. 

You  read  also  of  the  revival  of  fancy  weddings,  of 
young  married  women  getting  pregnant  soon  and  de- 
liberately. 

On  the  tube,  inspired  perhaps  by  the  incredible  suc- 
cess of  the  Cosby  show,  everything  this  fall  is  family. 

More  and  more  women  executives  have  discovered 
that  it’s  lonely  at  the  top,  according  to  other  accounts, 


and  are  opting  to  give  up  the  boardroom  for  the  nurs- 
ery. 

The  Wall  Street  Journal  noted  back  in  September: 

“After  two  decades  of  unprecedented  strain  and 
change,  it  almost  looks  as  if  the  Norman  Rockwell 
portrait  of  the  ideal  American  family  — Breadwinner 
Dad,  Homemaker  Mom,  and  two  or  three  rosy-cheeked 
kids  — is  coming  back  into  style.” 

If  you  were  beginning  to  think  that,  remember  that 
“the  wish  is  father  of  the  thought.”  Sometimes  we 
try  to  believe  what  we  want  to  believe.  Fact  is,  how- 
ever, it  just  isn’t  so.  Not  yet,  anyway.  Peter  Morrison, 
director  of  the  Rand  Corporation’s  Population  Re- 
search Center,  says  the  statistics  show  no  sign  of  the 

Continued  on  page  7 
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Executive  Director  continued  from  page  4 
supposed  Rockwellian  counter-revolution.  He  says: 

“Fewer  and  fewer  American  families  conform  to 
[these]  traditional  stereotypes.  They  are  more  diverse 
and  less  stable  now  than  ever  before.  More  children 
are  bom  to  unmarried  mothers,  and  more  childhood 
years  are  spent  in  fatherless  families.  Couples  marry 
later  and  are  quicker  to  divorce.  Over  half  of  the  moth- 
ers with  pre-school  children  are  now  in  the  work- 
force . ’ ’ 

The  only  encouraging  blip  on  his  crystal  ball  is  that 
the  rate  of  divorce,  while  still  fantastically  high,  seems 
to  be  slowing.  Marriage,  even  in  some  sectors  of  Yup- 
piedom,  is  no  longer  condemned  out-of-hand. 

The  public  has  never  really  grasped  the  dimensions 
of  the  extraordinary  revolution  in  American  manners, 
morals  and  marriage,  Mr.  Morrison  says.  When  Amer- 
icans see  people,  notably  the  young,  who  scoff  at 
family  life  and  elect  to  avoid  it  like  the  plague,  most 
of  us  try  to  believe  that  this  is  a departure  from  the 
norm.  Deep  down  maybe  we  have  known  all  along 
that  Mr.  Morrison  is  right  when  he  sadly  advises  that 
“these  departures  are  now  75%  of  the  norm.” 

He  and  other  population  watchers  agree  that  when 
the  politicians  trumpet  their  election-year  determina- 
tion “to  save  the  American  family,”  they  are  address- 
ing their  appeal  to  a very  limited  constituency.  Be- 
ginning in  the  60s  it  became  fashionable  for  the  young 
to  decry  everything  traditional  in  America  — employ- 
ment, industry,  government,  and  even  hearth  & home. 

Some  social  critics  said  that  this  contempt  was  the 
result  of  too  many  years  of  peace  and  prosperity,  times 
without  real  hardship  of  the  kind  that  earlier  brought 
American  families  close;  times  like  those  of  the  great 
wars  when  just  to  survive  was  enough. 

In  the  1950s  the  cumulative  total  of  previous  value 
systems  — tempered  in  the  fires  of  war,  depression 
and  recovery  — was  perhaps  higher  than  it  had  ever 
been  in  this  country.  People  were  satisfied  with  much 
less,  grateful  for  the  good  fortune  of  another  child, 
exuberant  over  a modest  raise  at  the  plant  or  office, 
reasonably  content  with  the  shape  of  the  world  and 
with  the  gentle  parabola  of  their  lives.  Just  to  contem- 
plate the  shady  elms  on  Main  Street  was  a treat.  Now 
it  takes  so  much  more,  by  several  orders  of  magnitude. 

There  are  those  of  us  who  remember  well  these 
happy  days.  And  perhaps  it  is  the  likes  of  us  who  have 
been  searching  the  news  for  some  sign  that  old  values 
were  staging  a come-back.  But  Frank  Furstenberg, 
University  of  Pennsylvania  sociologist,  says  we  are 
woolgathering: 

“It's  hard  to  imagine  certain  kinds  of  things  hap- 
pening — a big  raise  in  fertility,  a large  exit  of  women 
from  the  labor  force,  a big  decrease  in  divorce  or  a 
tremendous  increase  in  chastity.  And  unless  those  things 
happen,  we  aren’t  going  to  re-create  the  world  of  the 
1950s,  where  Ozzie  and  Harriet  reigned  supreme.” 


There  is  general  agreement,  in  fact,  on  these  still 
grim  trends: 

• Half  of  all  marriages  this  year  will  probably  end 
in  divorce.  The  U.S.  divorce  rate  is  by  far  the  world’s 
highest. 

• Three-fifths  of  children  born  this  year  will  spend 
at  least  part  of  their  childhood  in  a single-parent  fam- 
ily. Such  families,  90%  of  them  headed  by  a female, 
account  for  more  than  one  out  of  five  families  with 
children. 

• One  out  of  every  five  children  born  last  year  was 
born  to  an  unmarried  mother,  and  this  proportion  is 
likely  to  keep  edging  up. 

• Persons  living  alone  account  for  almost  one  out 
of  every  four  households.  It  has  just  been  a few  years 
since  living  alone  was  so  rare  that  such  a person  was 
called  a recluse  or  hermit,  a kind  of  freak. 

• The  number  of  two-parent  families  with  children 
under  18  — the  Rockwell  family,  if  you  will  — has 
been  dropping  steadily,  and  the  trend  shows  no  clear 
sign  of  abating. 

What  does  all  this  have  to  do  with  medicine? 

I am  not  sure,  but  I suspect  it  has  quite  a lot  to  do 
with  medicine.  I suspect  it  figures  heavily  in,  for  ex- 
ample, the  malpractice  litigation  epidemic,  which 
would  have  simply  been  unthinkable  back  in  those 
halcyon  days  before  the  1960s. 

I suspect  it  has  a lot  to  do  with  public  resistance  to 
the  cost  of  health  care.  Americans  have  become  ac- 
customed in  the  last  25  years  to  someone  else  paying 
the  bill.  I suspect  the  number  of  fatherless  children 
contributes  rather  powerfully  to  the  high  cost  of  health 
care  and  the  consequent  draconian  measures  to  contain 
it. 

I suspect  it  contributes  to  the  fact  that  obstetrics  is 
the  most  threatened  of  the  specialties,  because  a child 
has  come  to  be  regarded  by  a significant  portion  of  the 
public  as  not  a gift  from  God  but  a product,  often 
unwanted,  but  in  any  case  one  that  had  better  be  perfect 
or  somebody  is  going  to  pay. 

But  I,  of  course,  don’t  know.  I am  not  a sociologist; 
in  fact  most  of  what  sociologists  say  sounds  like  gib- 
berish to  me. 

1,  like  you,  would  like  to  blame  someone  for  the 
state  of  affairs  described  above  by  the  demographers. 
I don’t  believe  Dr.  Spock  did  it,  whatever  some  say. 
I don’t  believe  it  is  the  result  of  a massive  overdose 
of  television,  although  I do  believe  this  has  been  a 
contributing  factor.  I don't  believe  there  has  been  any 
single  cause  but  many,  intertwined  with  scores  of  oth- 
ers. 

I do  believe,  however,  that  politicians  have  — un- 
wittingly perhaps  — accelerated  these  trends  by  teach- 
ing the  American  public  that  it  should  look  to  Wash- 
ington for  its  primary  blessings.  I believe  that 
politicians,  to  get  re-elected,  have  been  responsible  for 

continued  on  page  14 
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Let  Right  Be  Done 


Following  is  the  testimony  given  by  Dr.  Yohn  before 
a panel  of  the  Governor’s  Task  Force  on  Liability  & 
Tort  Reform  at  the  Statehouse  in  Montgomery  Oct.  7, 
1986.  — Ed. 

My  name  is  Kenneth  C.  Yohn,  M.D.,  President 
of  the  Medical  Association  of  the  State  of  Ala- 
bama. I have  been  in  general  practice  in  Eufaula,  Al- 
abama for  the  past  19  years. 

My  purpose  here  today  is  to  convey  to  members  of 
this  Task  Force  the  deep  concern  of  more  than  5,000 
Alabama  physicians  over  the  malpractice  litigation  cri- 
sis. 

As  the  distinguished  members  of  this  panel  know, 
the  crisis  did  not  happen  overnight.  More  than  a decade 
ago,  when  commercial  underwriters  of  professional 
liability  insurance  served  notice  that  they  were  pulling 
out  of  this  state,  Alabama  doctors  were  forced  to  es- 
tablish their  own  physician-owned  mutual  company. 

We  did  not  want  to  go  into  the  insurance  business. 
We’re  physicians,  not  actuaries.  We  established  Mu- 


tual Assurance  Society  of  Alabama  only  after  dele- 
gations of  the  State  Medical  Association  went  hat-in- 
hand  to  any  and  every  underwriter  who  might  provide 
coverage  for  our  doctors.  We  contacted  more  than  60 
underwriters;  we  were  turned  down  by  all  of  them. 

Given  the  climate  at  that  time,  the  professional  risk- 
takers  wanted  no  part  of  medical  liability  insurance. 
This  situation  was  hardly  encouraging  but  we  had  no 
choice  but  to  try.  After  many  months  of  work  and 
worry,  Mutual  Assurance  began  issuing  policies  in 
1977,  nine  years  ago,  but  not  without  the  doubts  of 
many  physicians  that  the  company  could  survive. 

Within  a few  years,  indeed,  ominous  clouds  began 
to  reappear  on  the  horizon.  Malpractice  litigation  was 
again  increasing  rapidly,  as  were  the  dollar  awards. 
We  began  to  see  that  annual  rate  increases  alone  would 
never  guarantee  the  survival  of  the  company. 

In  the  spring  of  1985,  a series  of  unprecedented 
multi-million-dollar  judgments  in  Alabama,  totaling 
more  than  $22,000,000  in  a few  months  (for  only  three 
awards),  erased  whatever  doubt  remained  that  the  sec- 
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ond  malpractice  crisis  in  a decade  was  in  full  bloom. 

The  leadership  of  the  Medical  Association  had  not 
wanted  to  act  prematurely  but  the  events  of  the  first 
half  of  1985  left  us  no  options:  we  had  to  seek  leg- 
islative relief  or  see  our  profession  destroyed  by  as- 
tronomical jury  awards. 

In  a series  of  special  meetings,  the  Board  of  Censors 
came  to  know  that  the  action  already  taken  by  other 
states  was  the  minimum  effective  redress  needed  for 
Alabama.  We  called  a special  meeting  of  our  legis- 
lative body,  which  normally  meets  in  April.  It  was  the 
first  called  meeting  of  the  counselors  and  delegates  in 
13  years. 

Meeting  in  Montgomery  on  Sunday,  Sept.  22,  1985, 
busy  physicians  from  every  section  of  the  state  heard 
the  evidence  and  declared  the  existence  of  an  emer- 
gency. I am  quoting  from  some  of  the  findings  of  that 
special  meeting. 

“In  sheer  economic  impact  alone,  the  malpractice 
crisis  poses  a clear  and  present  danger  to  the  free 
practice  of  medicine  and  jeopardizes  public  safety  by 
limiting  patient  access  to  certain  specialties  and  high- 
risk  procedures.  . . . One  in  three  Alabama  physicians 
has  been  or  is  now  facing  a claim  or  lawsuit.  . . . 
Court  dockets  over  the  state  are  backlogged  with  . . . 
malpractice  cases.  ...” 

We  were  not  among  the  first  states  to  call  for  emer- 
gency relief  from  the  legislature.  We  were  among  the 
last.  By  Sept.  1 of  this  year,  32  states  had  passed  tort 
reform  laws.  Physicians,  by  training  and  discipline, 
are  no  strangers  to  emergencies.  It  is  a way  of  life 
with  us.  We  do  not  panic.  But  here  was  a wave  of 
litigation  so  awesome  that  we  could  no  longer  refrain 
from  asking  the  Legislature  to  save  the  practice  of 
medicine. 

After  many  months  of  preparation,  we  produced  a 
bill  that  was,  in  our  considered  judgment,  the  lowest 
common  denominator  of  essential  relief.  It  was  a bill 
that  sought  to  preserve  all  the  rights  of  our  citizens  to 
continue  to  seek  the  same  justice  before  the  civil  courts 
as  we  were  seeking  before  the  legislature. 

It  was  never  our  intent  or  desire  to  dilute  the  tra- 
ditional rights  of  free  Americans  to  have  their  cause 
heard  in  an  appropriate  tribunal.  We  live  here.  We 
work  in  closer  association  than  any  other  profession 
with  Alabamians  from  all  walks  of  life.  With  them, 
we  value  the  Anglo-Saxon  system  of  justice  as  our 
greatest  national  heritage. 

We  sought  no  revolutionary  changes,  nor  negation 
of  fundamental  rights.  What  we  asked  the  Legislature 
to  do  for  the  patients  and  physicians  of  Alabama  was 
to  take  minimal  steps  to  prevent  the  destruction  of 
Alabama  medicine.  It  was  that  simple  and  that  con- 
servative in  both  intent  and  design. 

So,  far  from  being  a revolutionary  bill,  the  one  we 
introduced  in  January  of  this  year  sought  to  limit  the 
damage  of  the  very  real  revolution  occurring  in  our 


civil  justice  system.  We  had  seen  the  consequences  of 
new  and  permissive  interpretations  of  tort  concepts  that 
had  come  down  to  us  after  centuries  of  evolution  in 
England. 

That  concept  established  the  right  of  a citizen  injured 
through  the  demonstrable  fault  of  another  to  recover 
his  losses  from  the  one  responsible.  Liberal  judicial 
constructions  in  recent  years  have  made  a mockery  of 
this  simple,  limited  right. 

What  we  now  have  is  an  oppressive  dogma  that 
permits,  and  indeed  encourages,  real  and  fancied  in- 
jury to  be  rewarded  with  vast  and  virtually  unlimited 
sums  if  there  is  a deep  pocket  in  the  vicinity  that  can 
be  tapped  by  some  fanciful  attenuation  of  the  fault 
concept.  Under  this  revolutionary  new  concept  it  is 
necessary  only  to  show  that  the  plaintiff  had  a bad 
result  somehow  coinciding  with  the  presence  of  doc- 
tors and/or  hospitals. 

How  we  got  where  we  are  in  this  travesty  on  the 
ancient  doctrine  of  torts  is  far  better  explained  than  I 
can  ever  do  by  a 78-page  report,  including  bibliog- 
raphy, just  recently  signed  by  140  diverse  American 
interests,  all  grievously  affected  by  the  litigation  mad- 
ness. 

I urge  you  to  read  this  scholarly  and  moving  doc- 
ument, which  I am  attaching  as  Appendix  A in  my 
extension  of  remarks.  If  you  read  nothing  else  that  we 
offer  for  you  consideration  and  deliberation,  I respect- 
fully urge  you  to  read  this. 

And  as  you  do,  you  may  see  why  it  was  signed  not 
only  by  many  medical  groups  but  by  organizations 
serving  every  sector  in  American  life  — from  Bectel 
to  the  Boy  Scouts;  by  model  airplane  enthusiasts;  by 
community  and  junior  colleges;  by  engineers;  the  feed 
industry  and  the  pulpwood  industry;  by  travel  agents; 
water  works  across  the  country;  by  the  American  Rec- 
reation Association;  school  transportation  groups;  by 
grocers,  realtors  and  automobile  dealers;  by  small  busi- 
ness and  large  business  — all  crippled  in  one  degree 
or  another  by  the  litigation  mania. 

This  report  is  a plain  restatement  of  what  has  hap- 
pened and  what  must  be  done  — not  impose  revolu- 
tionary restrictions  on  American  law  but  return  that 
law  to  the  principles  of  fairness  and  justice  from  which 
it  has  so  disastrously  and  recently  deviated. 

Having  read  this,  you  will  see  that  these  petitioners, 
like  Alabama  doctors,  seek  no  radical  overthrow  of 
our  civil  justice  system;  that,  instead,  we  seek  to  return 
that  system  to  its  bedrock  principles  of  equity  for  all. 
But  equity  for  all  must  include  physicians. 

The  bill  we  developed  out  and  presented  to  the  Leg- 
islature in  January  of  this  year  would  do  these  things: 

Number  1 . Establish  the  principle  that  at  the  request 
of  either  party  in  a lawsuit,  the  court  could  arrange 
the  payment  of  awards  for  future  damages  of  greater 
than  $100,000  over  a specific  time  period  rather  than 
in  one  lump  sum.  Structured  payment  for  future  dam- 
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ages  simply  makes  good  sense. 

Number  2.  A reasonable  limit  of  $250,000  would 
be  placed  on  awards  for  non-economic  losses  such  as 
pain  and  suffering.  Extravagant  jury  awards  in  this 
regard  have  been  a major  cause  of  the  present  crisis. 
At  least  13  states  have  done  this  so  far  in  1986. 

Number  3.  Juries  could  be  informed  of  collateral 
benefits  — that  is,  the  amount  of  compensation  the 
injured  party  has  received  from  such  sources  as  med- 
ical insurance  and  worker’s  compensation.  In  assess- 
ing damages,  this  and  all  other  information  should  be 
made  available  to  the  jury,  we  believe. 

Number  4.  Reform  the  venue  requirement  so  that 
malpractice  cases  would  be  tried  in  the  county  where 
the  plaintiff  lived  or  in  the  county  where  medical  at- 
tention was  rendered,  which  gave  rise  to  the  suit.  Once 
again,  we  seek  only  to  reaffirm  that  traditional  concept 
of  a jury  trial  in  the  appropriate  locality. 

Number  5.  Limit  damages  for  wrongful  death  to  $1 
million.  Human  life  is  priceless.  But  in  view  of  the 
extravagent  judgments  trying  to  define  its  dollar  value, 
some  rational  ceiling  is  needed. 

Number  6.  Establish  standards  for  expert  witnesses 
testifying  in  malpractice  trials.  The  minimum  require- 
ments for  these  witnesses  should  relate,  our  bill  says, 
to  the  degree  of  training  and  level  of  certification  of 
the  defendant  physician.  In  cases  involving  a non- 
specialist, the  expert  witness  should  be  licensed  in  the 
same  state.  For  specialists,  the  expert  witness  could 
come  from  any  state  but  should  be  certified  in  the  same 
speciality.  This  is  elementary  prudence,  because  ex- 
pert witnesses  are  used  to  establish  whether  or  not 
state-of-the-art  care  was  afforded  the  plaintiff. 

Number  7.  Abolish  the  scintilla  rule  of  evidence. 
This  rule,  long  outmoded,  permits  a case  to  go  to  a 
jury  if  there  is  a scintilla,  or  trace,  of  evidence.  Ob- 
viously, if  the  law  requires  more  than  a mere  trace, 
the  temptations  for  frivolous  lawsuits  would  be  con- 
tained somewhat. 

Number  8.  Safeguard  the  awards  made  to  patients 
by  limiting  contingency  fees  in  medical  malpractice 
cases  to  some  fair  level  of  compensation,  such  as:  40% 
of  the  first  $50,000;  33.33%  of  next  $50,000;  25%  of 
the  next  $100,000;  and  10%  of  any  amount  of  the 
award  which  exceeds  $200,000.  It  seems  abundantly 
clear  that  if  the  function  of  the  civil  justice  system  is 
to  compensate  loss  it  is  wholly  unthinkable  to  divert 
such  a huge  share  of  awards  to  plaintiff  attorneys,  who 
have  suffered  no  injury.  And  where  preparation  time 
and  expense  are  the  same  no  matter  what  figure  the 
jury  settles  on  as  the  award. 

Number  9.  Establish  liability  for  plaintiff  or  attor- 
neys who  make  false  allegations  without  reasonable 
cause,  and  permit  the  awarding  of  attorneys  fees  and 
other  costs  incurred  by  defendants  in  challenging  the 
false  statements. 

That’s  it,  all  we  asked  in  House  Bill  213.  Obviously, 
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there  was  some  merit  in  our  position.  The  Alabama 
House  passed  it,  by  a vote  of  74-24,  better  than  three 
to  one,  on  March  26.  Unfortunately,  it  died  in  the 
Senate  Judiciary  Committee  when  the  1986  Regular 
Session  came  to  a close  on  April  29. 

I would  now  like  to  give  you  a few  highlights  from 
the  remarkable  document  I hope  you  will  read,  the 
report  recently  signed  by  140  diverse  American  groups. 
It  is  titled  very  simply  “The  Need  for  Legislative  Re- 
form of  the  Tort  System.” 

The  conclusions  reached  by  the  group  were  dated 
May  1986,  a year  after  the  Board  of  Censors  of  the 
Medical  Association  had  reached  similar  conclusions, 
if  not  so  well  expressed. 

The  following  are  direct  quotes  from  that  report, 
which  you  will  find  in  your  packet  as  Appendix  A: 

“The  concept  of  fault  has  been  eroded  by  judges 
and  juries,  in  general,  through  imposition  of  damages 
of  those  with  deep  pockets  regardless  of  their  fault 
and,  in  particular,  through  . . . rejections  of  state-of- 
the-art  defenses,  weakening  of  the  concept  of  causa- 
tion, and  creation  of  new  causes  of  action  that  may  be 
tenuously  related  to  the  concept  of  fault. 

“The  size  of  damage  awards  — especially  of  those 
components  relating  to  non-economic  damages  and 
punitive  damages  — has  been  increasing  significantly 
and  unpredictably. 

“Appropriate  sanctions  for  frivolous  suits  may  not 
exist,  and  the  possibility  of  windfall  contingency  fees 
for  plaintiffs’  lawyers  is  an  incentive  encouraging  lit- 
igation and  discouraging  reasonable  settlements. 

“The  basic  issue  in  tort  reform  is  how  to  balance 
the  competing  interests  of  our  nation’s  citizens.  We 
recognize  that  there  is  fault  in  our  society,  that  it  injures 
individuals  and  that  those  individuals  are  entitled  both 
to  access  to  the  civil  justice  system  and  to  reasonable 
compensation  for  injuries  as  a result  of  the  fault  of 
others. 

“Yet  judges  and  juries  see  only  the  individual  case 
before  them.  In  that  context,  some  courts  have  an 
understandable  tendency  to  stretch  legal  doctrines  to 
compensate  the  injured,  and  tend  to  ignore  the  broad, 
cumulative  impact  of  the  current  tort  system  on  so- 
ciety. Reform  of  the  tort  systems  therefore  should  be 
addressed  in  legislative,  not  judicial,  forums.” 

Three  broad  areas  for  relief: 

“Returning  the  tort  system  to  a primary  concern 
with  genuine  fault; 

“Structuring  damage  awards  which  bear  some  pre- 
dictable and  reasonable  relationship  to  actual  economic 
injury;  and 

“Deterring  frivolous  litigation  and  preventing  un- 
fair, windfall  legal  fees  for  plaintiffs’  lawyers.” 

Whatever  the  ultimate  solution,  the  group  con- 
cluded, the  problems  with  the  tort  system  and  new 
judicial  doctrine  have  contributed  significantly  to  the 
liability  crisis. 


And  one  of  those  doctrines  is  the  unstated  appli- 
cation of  “strict  liability”  in  areas  where  it  had  never 
belonged  before,  blurring  and  even  erasing  the  original 
concept  of  fault-based  liability. 

With  one  more  quotation  from  this  report,  1 will 
leave  you  to  peruse  it  on  your  own,  as  I hope  you  will: 

“The  tort  system  works  with  the  benefit  of  hind- 
sight, whereas  businesses,  government  and  profes- 
sionals must  operate  on  the  basis  of  current  knowl- 
edge.” 

We  believe  this  document  supports  the  position  of 
the  Medical  Association  100%  in  every  particular. 

If  the  liability  crisis  is  so  all-pervading,  touching 
virtually  every  institution  and  individual  in  the  nation, 
and  with  many  hundreds  of  towns  and  cities  going 
without  any  coverage  at  all,  why  do  doctors  need  spe- 
cial legislation? 

It’s  a fair  question  and  deserves  an  answer. 

First  of  all,  the  question  was  last  addressed  in  the 
Medical  Liability  Act  of  1975.  Our  bill  would  be  a 
cautious  extension  of  that  legislation.  Medicine  was 
the  first  of  the  casualties  in  the  current  wave  of  liti- 
gation and  it  will  be,  if  history  is  any  guide,  the  last 
to  find  meaningful  relief.  When  Alabama  doctors  were 
plunged  in  the  last  crisis  more  than  10  years  ago,  the 
public  cared  little  about  it  because  it  seemed  not  to 


affect  the  average  citizen. 

Secondly,  the  doctor-patient  relationship  is  one  of 
the  oldest  recognized  by  statute  and  custom  down 
through  the  centuries.  It  is  as  vulnerable,  however,  as 
it  is  precious.  If  physicians  and  patients  ever  reach  the 
day  when  they  regard  each  other  as  adversaries,  med- 
icine as  we  know  it  is  finished. 

Also,  in  no  other  affected  business,  trade,  profession 
or  institution,  is  the  public  safety  and  welfare  so  in- 
timately involved.  Thousands  of  American  physicians 
have  quit  the  practice  of  medicine  in  the  past  few  years 
because  of  the  fear  of  litigation.  Such  high-risk  spe- 
cialties as  obstetrics  and  neurology  are  particularly 
hard  hit.  Right  here  in  Alabama,  23  counties  are  totally 
without  obstetrical  care.  Physicians  who  left  or  quit 
delivering  babies  couldn’t  stand  the  premiums,  or  did 
not  want  to  risk  the  trauma  of  lawsuit,  or  both. 

In  other  specialties,  even  though  practitioners  may 
remain  in  practice,  many  have  curtailed  the  procedures 
they  do  and  have  decided  to  take  no  new  patients  at 
all. 

All  who  remain  in  practice  must  practice  defensive 
medicine,  adding  millions  to  the  medical  bills  of  Al- 
abamians. 

The  very  special  case  of  medicine  was  first  recog- 
nized in  Alabama  by  the  Legislature  just  two  years 


If  there  are  problems 
and  there  is  drinking, 
drinking  may  be  the  problem 
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after  statehood,  and  by  several  medical  practice  acts 
down  through  the  years. 

The  hardest  distinction  there  is  in  American  life 
today  is  the  distinction  between  needs  and  wants.  Many 
of  the  businesses,  services  and  products  hit  by  the 
litigation  epidemic  supply  the  demand  for  things  so- 
ciety wants.  Medicine  supplies  needs. 

As  unfortunate  as  it  is  that  many  cities  have  closed 
their  parks  and  playgrounds  because  of  the  liability 
crisis,  recreation  is  a want,  not  an  absolute  need.  When 
a day  care  center  closed  its  doors  because  it  cannot 
get  liability  coverage,  that  loss  must  be  regarded  as  a 
want  unfulfilled.  We  don’t  absolutely  need  day  care 
centers  in  the  sense  that  we  need  health  care. 

Many  of  the  conveniences  that  make  for  a happier 
life  have  been  around  so  long  many  citizens  think  of 
them  as  necessities.  But  most  are  not,  certainly  not  in 
the  sense  that  medical  care  is. 

Therefore,  physicians  argue  that  the  services  they 
perform  directly  affect  the  health  and  safety  of  every 
member  of  the  public,  and  that  the  curtailment  or  out- 
right withdrawal  of  these  services  because  of  the  lit- 
igation crisis  is  a separate,  distinct  and  highly  special 
emergency. 

Physicians  paid  twice  as  much  for  malpractice  in- 
surance in  1985  as  they  did  in  1983,  according  to  the 
General  Accounting  Office  Sept.  22. 

Between  1983  and  1985,  malpractice  insurance  pay- 
ments by  physicians  and  hospitals  rose  $4.7  billion 
from  $2.5  billion,  a 100%  increase  for  physicians,  57% 
increase  for  hospitals. 

Claims  reported  per  100  physicians  rose  to  17.8  in 
1985,  up  from  10.5  in  1980,  a 70%  increase. 

The  average  award  paid  on  claims  against  physicians 
increased  150%  between  1980  and  1985.  Small  hos- 
pitals (those  with  less  than  50  beds)  were  reporting  the 
largest  percentage  increases  in  malpractice  insurance 
costs. 

Statistics  used  in  the  report  came  from  every  state 
and  the  District  of  Columbia. 

Will  the  modest  bill  we  have  proposed  solve  our 
problems?  Not  all  of  them  surely,  but  we  hope  that 
some  of  the  symptoms  of  this  acute  and  severe  malady 
will  be  at  least  palliated.  We  are  encouraged  by  the 
experience  of  other  states,  notably  California,  where 
tort  reform  was  followed  by  a drop  in  the  rate  of 
increase  of  cases. 

But  nothing  can  be  more  persuasive  than  the  actions 
of  trial  lawyers  themselves,  who  have  fought  and  are 
fighting  tort  reform  from  Maine  to  California.  In  those 
states  that  have  enacted  legislation  similar  to  that  we 
propose,  plaintiffs’  attorneys  rushed  to  file  suits  on  the 
last  day  before  the  new  law  was  to  take  effect.  In  some 
instances,  lawyers  with  liability  suits  in  hand  formed 
long  lines  before  the  courthouses. 

It  is  significant,  I believe,  that  the  lines  were  longest 
in  those  states  where  legislation  had  included  protec- 


tion of  patient  awards  from  exorbitant  contingency 
fees.  The  evidence  is  only  circumstantial,  of  course, 
but  it  is  persuasive. 

There  is  another  benefit  we  would  expect  from  such 
reform  as  we  support.  “The  law  is  a great  teacher,” 
the  expression  goes.  Alabama  physicians  are  con- 
vinced that  the  most  salutary  effect  of  tort  reform  may 
well  be  public  education  in  the  grim  economics  of  the 
giant  lottery  that  our  civil  courts  have  become. 

We  believe  potential  jurors  will  be  given  pause  to 
consider  the  facts  and  the  dire  situation  that  exists, 
and  thus  temper  mercy  with  sanity  — and  basic  justice. 
We  believe  judges  will  be  similarly  checkreined  in 
their  proclivity  to  liberalize  tort  concepts  as  if  insur- 
ance companies  had  unlimited  resources. 

And  we  believe  it  will,  in  ways  both  tangible  and 
intangible,  restore  the  physician’s  office  to  a place  of 
mutual  trust  and  faith,  rather  than  the  pretrial  hearing 
that  it  has  become  in  some  jurisdictions. 

But  most  of  all  we  say  it  should  be  passed  because 
it  is  RIGHT.  Because  doctors  seek  no  unfair  advan- 
tage. And  because  we  are  the  victims  now  who  beseech 
the  sovereign  for  redress  of  our  grievances. 

For  many  centuries  in  England  that  sovereign  had 
the  power,  freely  used,  to  set  aside  harsh  judgments 
of  the  law  with  the  simple  phrase,  “Let  Right  Be 
Done.” 

No  less  authority  than  former  Chief  Justice  Warren 
E.  Burger  has  confirmed  that  a legal  wrong  exists.  I 
am  quoting  Justice  Burger: 

“American’s  legal  system,  mesmerized  by  the  thrill 
of  courtroom  battle,  has  grown  too  costly,  too  painful, 
too  destructive  and  too  inefficient  for  a truly  civilized 
society.” 

We  ask  of  our  sovereign,  the  civil  justice  system 
and  the  Legislature,  only  this  and  no  more:  “Let  right 
be  done.” 

I could  have  included  in  my  packet,  many  learned 
articles  in  learned  journals.  But  I know  you  already 
have  all  the  material  you  can  say  grace  over. 

I do,  however,  repeat  my  earnest  plea  that  you  read 
carefully  and  carefully  consider  what  may  well  be  the 
best  single  presentation  of  the  case  for  tort  reform  yet 
made.  That  is  the  report  of  the  140  diverse  U.S.  or- 
ganizations which  you  have  as  Appendix  A. 

The  physicians  of  Alabama  ask  this  Task  Force  to 
find  that  tort  reform  is  long  overdue  in  our  state  and 
that  tort  reform  relating  to  medical  practice  deserves 
to  be  recognized  as  the  special  case  it  is. 

Thank  you  very  much  for  your  consideration.  0 


12  / Alabama  Medicine,  The  Journal  of  MASA 


This  is  the  equipment  that  medical  experts  described  as 

. . THE  MOST  IMPORTANT  SURGICAL  INSTRUMENT 
STERILIZER  EVER  INVENTED.  . 


The  STER-O-LIZER  MD-200  sterilizes  all 
types  of  surgical  instruments,  disposables  and 
non-disposables,  in  2 minutes,  and  without 
gas,  heat  or  chemicals. 

The  instruments  can  be  used  immediately 
upon  sterilization  - no  waiting! 


How  the  STER-O-LIZER  MD-200  works: 

It  is  a cold  sterilizer.  It  uses  distilled  water  and 
chemically  pure  salt  (NaCI)  tablets  provided. 
When  this  light  brine  solution  comes  in 
contact  with  the  multi-patented  anodes,  it  is 
converted  into  ozone,  nascent  chlorine  and 
their  respective  free  radicals. 

Working  synergistically,  they  are  the  most 
powerful  germicidal  agents  known! 


The  STER-O-LIZER  MD-200  has  been  advertised  in  all  major  medical  journals  of  the  world.  It  has  also  been 
exhibited  in  many  national  and  international  medical  conventions. 

Not  only  does  it  sterilize  instruments,  but  its  solution  is  used  to  wash/sterilize  hands,  poured  on  open  cuts, 
wounds  and  burns  without  the  slightest  burning  sensation  to  patients.  Dentists  are  using  it  to  eliminate  plaque 
and  to  cure  gingivitis. 


HERE  IS  A VERY  SPECIAL  OFFER!  100  UNITS  TO  BE  GIVEN  AWAY  FOR  TESTING! 


The  regular  cash  price  is  $4,900.  It  leases  at  $1 50  a month.  We  are  making  1 00  units  available,  eventually  free  of 
charge,  as  follows;  Upon  receipt  of  your  check  for  $3,500  we  will  ship  you  a unit.  You  can  use  it  as  heavily  as 
possible  for  1 2 months.  Then  we  will  send  you  our  questionnaire  for  you  to  complete.  Upon  completion,  we  will 
send  you  back  your  $3,500  and  you  get  to  keep  the  unit  with  our  compliments! 

The  1 00  units  will  be  placed  on  a selective  basis  only  to  meet  our  needs.  In  cases  of  overlapping,  we  will  return  the  check. 
Fill  out  the  coupon  below  and  send  it  along  with  your  $3,500  check. 


I 

I I accept  your  offer 


1 

Manufactured  in  the  United  States  of  America  by:  l 

i 

Enclosed  find  my  check  for  $3,500  for  one  STER-O-LIZER  MD-200 

Name  of  Doctor  or  Institution 

STER-O-LIZER® 

MANUFACTURING  CORPORATION  | 

Address 

Mailing  Address:  P O Box  27488 

City 

Stale  7IP 

Salt  Lake  City,  Utah  84127  U S A 

Phone 

Offices:  375  West  400  North 

Salt  Lake  City,  Utah  84103  U S A 

Telephone:  (801)  532-5600 

Telex  453048  SMC  SLC 

Hospital  affiliation 

Graduate  of 

Send  to: 

STER-O-LIZER  MANUFACTURING  CORPORATION 
P.0  Box  27488,  Sail  Lake  City,  Utah  84127 


Executive  Director  continued  from  page  7 

the  working  of  what  is  called  "the  law  of  unintended 
effects.” 

I do  not  believe  American  officeholders  set  out  to 
destroy  the  American  family,  for  example,  when  they 
placed  a cash  premium  on  illegitimacy.  I simply  be- 
lieve that  was  the  unintended  effect. 

1 don’t  believe  the  Department  of  Health  and  Human 
Services  is  staffed  by  demons  determined  to  subjugate 
and  destroy  the  American  physician  by  painting  him 
as  greedy  and  largely  worthless.  I believe  that  this  was 
an  unintended  effect  of  classic  bureaucracy  running 
out  of  control. 

I believe  that,  somehow,  the  emphasis  on  govern- 
ment as  the  benefactor  of  last  resort,  rather  than  the 
family,  has  diminished  the  stature  and  authority  of 
parents,  and  consequently  diminished  their  own  self- 
image,  as  well  as  the  way  they  are  beheld  by  their 
offspring. 

I believe  that  this  same  public,  unaccountably,  has 
acquiesced  in  the  process.  I believe  we  spend  too  much 
time  trying  to  find  whom  to  blame  and  whom  to  be 
forced  to  pay  for  our  misfortunes.  And  I believe  that 
this  has  been,  at  least  in  part,  a slow  acculturation 
process  driven  by  the  welfare  state. 

I believe  that  too  many  educators,  like  too  many 
parents,  have  simply  given  up  their  traditional  au- 
thority and  calling. 

Maybe  if  all  of  us,  in  places  high  and  low,  had 
simply  had  the  gumption  to  do  what  the  President  and 


First  Lady  ask  now  that  our  youngsters  do  when  of- 
fered drugs,  we  could  have  stopped  this  decay,  by  just 
saying  no.  And  saying  no  to  every  new  Washington 
narcotic  encroaching  on  freedom  and  individual  re- 
sponsibility. 

Maybe  if,  by  the  millions,  we  had  simply  said  no 
to  each  new  attempt  to  buy  our  allegiance  to  Wash- 
ington or  to  Mammon,  there  would  be  no  gnashing  of 
teeth  now  that  the  America  of  traditional  values  has 
sunk  so  low. 

But  whatever  the  demographers  say  about  the  evi- 
dence so  far,  I do  believe  the  pendulum  has  begun  to 
swing,  if  ever  so  slowly,  back  in  the  opposite  direction. 
Not  enough  to  jiggle  the  statistics  maybe,  but  just 
enough  to  give  us  hope  that  something  is  beginning  to 
happen  out  there. 

In  any  case,  I am  saving  my  old  Norman  Rockwell 
covers.  And  I suggest  that  you  might  remember  a 
whole  constellation  of  those  he  did  about  the  upcoming 
holiday.  Thanksgiving. 

You  may  count  yourself  blessed  indeed  if  this 
Thanksgiving  you  are  in  that  embattled  norm  that  still 
believes  that  the  best  things  in  life  are  gathered  around 
that  table.  S 
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from  pain 


Just  one  part  of 
pain  relief  therapy. 

Vicodin® provides  greater 
patient  acceptance 


Blank  space  indicates  that  no  such  activity  has  been  reported. 

Table  adapted  from  Facts  and  Comparisons  (Nov.)  1984  and  Catalano  RB  The 

medical  approach  to  management  of  pain  caused  by  cancer.  "Semin  Oncol"  1975; 

2;  379-92  and  Reuler  JB,  et.  al.  The  chronic  pain  syndrome:  misconceptions  and 

management.  "Ann  Intern  Med"  1980;  93;  588-96 

♦ Vicodin  offers:  less  nausea,  less  sedation,  less 
constipation. 

. . . and  longer  lasting  pain  relief- 
up  to  6 hours. 

♦ Vicodin  contains  hydrocodone  not  codeine.  In 
one  study,  10  mg.  of  hydrocodone  alone  was 
shown  to  be  as  effective  as  60  mg.  of  codei  ne.1 

♦ In  a double-blind  study,  Vicodin  (2  tablets), 
provided  longer  lasting  pain  relief  than  60  mg. 
of  codeine.2 

Plus... 

♦ Vicodin  offers  the  convenience  of  Clll 
prescribing. 

♦ Dosage  flexibility-1  tablet  every  6 hours  or 
2 tablets  every  6 hours  (up  to  8 tablets  in  24 
hours). 


hydrocodone  bitartrate  5 mg  (Warning  May  be  habit 
forming)  with  acetaminophen  500  mg 


The  original  hydrocodone  analgesic. 


COMPARATIVE  PHARMACOLOGY  OF  THREE  ANALGESICS 

CONSTIPATION 

RESPIRATORY 

DEPRESSION 

SEDATION  EMESIS 

PHYSICAL 

DEPENDENCE 

HYDROCODONE 

X 

X 

CODEINE 

X 

X 

X X 

X 

OXYCODONE 

XX 

XX 

XX  XX 

XX 

hydrocodone  bitartrate  5 mg.  (Warning:  May  be  habit 
reforming)  with  acetaminophen  500  mg. 


Specify  " Dispense  as  written"  for  the  original 

hydrocodone  analgesic. 


Knoll  Pharmaceuticals 

A Unit  of  BASF  K&F  Corporation 
Whippany,  New  Jersey  07981 
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INDICATIONS  AND  USAGE:  For  the  relief  of  moderate  to  moderately  severe  pain 
CONTRAINDICATIONS:  Hypersensitivity  to  acetaminophen  or  hydrocodone 

WARNINGS: 

Drug  Abuse  and  Dependence:  VICODIN " is  subject  to  the  Federal  Control  led  Substances  Act 
(Schedule  III).  Psychic  dependence,  physical  dependence  and  tolerance  may  develop  upon 
repeated  administration  of  narcotics,  therefore,  VICODIN  should  be  prescribed  and  admin- 
istered with  the  same  caution  appropriate  to  the  use  of  other  oral-narcotic-containing 
medications. 

Respiratory  Depression:  At  high  doses  or  in  sensitive  patients,  hydrocodone  may  produce 
dose-related  respiratory  depression  by  acting  directly  on  brain  stem  respiratory  centers. 
Hydrocodone  also  affects  centers  that  control  respiratory  rhythm,  and  may  produce  irregu- 
lar and  periodic  breathing. 

Head  Injury  and  Increased  Intracranial  Pressure:  The  respiratory  depressant  effects  of 
narcotics  and  their  capacity  to  elevate  cerebrospinal  fluid  pressure  may  be  markedly  exag- 
gerated in  the  presence  of  head  injury,  other  intracranial  lesions  or  a preexisting  increase  in 
intracranial  pressure  Furthermore,  narcotics  produce  adverse  reactions  which  may  obscure 
the  clinical  course  of  patients  with  head  injuries 

Acute  Abdominal  Conditions:  The  administration  of  narcotics  may  obscure  the  diagnosis 
or  clinical  course  of  patients  with  acute  abdominal  conditions 

PRECAUTIONS: 

Special  Risk  Patients:  VICODIN  should  be  used  with  caution  in  elderly  or  debilitated 
patients  and  those  with  severe  impairment  of  hepatic  or  renal  function,  nypothyroidism, 
Addison's  disease,  prostatic  hypertrophy  or  urethral  stricture. 

Information  For  Patients:  VICODIN,  like  all  narcotics,  may  impair  the  mental  and/or  physical 
abilities  required  for  the  performance  of  potentially  hazardous  tasks  such  as  driving  a car 
or  operating  machinery,  patients  should  be  cautioned  accordingly 

Cough  Reflex:  Hydrocodone  suppresses  the  cough  reflex,  caution  should  be  exercised 
when  VICODIN  is  used  postoperatively  and  in  patients  with  pulmonary  disease 
Drug  Interactions:  The  CNS-depressant  effects  of  VICODIN  may  be  additive  with  that  of 
other  CN5  depressants.  When  combined  therapy  is  contemplated,  the  dose  of  one  or  both 
agents  should  be  reduced  The  use  of  MAO  inhibitors  or  tricyclic  antidepressants  with 
hydrocodone  preparations  may  increase  the  effect  of  either  the  antidepressant  or 
hydrocodone  The  concurrent  use  of  anticholinergics  with  hydrocodone  may  produce  para- 
lytic ileus 

Usage  in  Pregnancy:  Pregnancy  Category  C Hydrocodone  has  been  shown  to  be 
teratogenic  in  hamsters  when  given  in  doses  700  times  the  human  dose  There  are  no 
adequate  and  well-controlled  studies  in  pregnant  women.  VICODIN  should  be  used  during 
pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus 
Nonteratogenic  Effects:  Babies  born  to  mothers  who  have  been  taking  opioids  regularly 
prior  to  delivery  will  be  physically  dependent  The  intensity  of  the  syndrome  does  not 
always  correlate  with  the  duration  of  maternal  opioid  use  or  dose 

Labor  and  Delivery:  Administration  of  VICODIN  to  the  mother  shortly  before  delivery  may 
result  in  some  degree  of  respiratory  depression  in  the  newborn,  especially  if  higher  doses 
are  used 

Nursing  Mothers:  It  is  not  known  whether  this  drug  is  excreted  in  human  milk;  therefore, 
a decision  should  be  made  whether  to  discontinue  nursing  or  to  discontinue  the  drug, 
taking  into  account  the  importance  of  the  drug  to  the  mother 
Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been  established 

ADVERSE  REACTIONS: 

Central  Nervous  System:  Sedation,  drowsiness,  mental  clouding,  lethargy,  impairment  of 
mental  and  physical  performance,  anxiety,  fear,  dysphoria,  dizziness,  psychic  dependence, 
mood  changes. 

Gastrointestinal  System:  Nausea  and  vomiting  may  occur,  they  are  more  frequent  in 
ambulatory  than  in  recumbent  patients.  Prolonged  administration  of  VICODIN  may  pro- 
duce constipation. 

Genitourinary  System:  Ureteral  spasm,  spasm  of  vesical  sphincters  and  urinary  retention 
have  been  reported 

Respiratory  Depression:  (See  WARNINGS  ) 

DOSAGE  AND  ADMINISTRATION:  Dosage  should  be  adjusted  according  to  the  severity  of 
the  pain  and  the  response  of  the  patient  However,  tolerance  to  hydrocodone  can  develop 
with  continued  use,  and  the  incidence  of  untoward  effects  is  dose  related 
The  usual  dose  is  one  tablet  every  six  hours  as  needed  for  pain  (If  necessary,  this  dose  may 
be  repeated  at  four-hour  intervals.)  In  cases  of  more  severe  pain,  two  tablets  every  six  hours 
(up  to  eight  tablets  in  24  hours)  may  be  required 
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Infectious  Endophthalmitis: 
An  Ocular  Emergency 
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Abstract 

Bacterial  Endophthalmitis  may  follow  ocu- 
lar trauma  or  ocular  surgery.  It  is  the  most 
severe  complication  of  cataract  surgery,  the 
most  common  operation  in  the  United  States 
today.  Primary  care  physicians  are  increas- 
ingly likely  to  be  the  first  physicians  to  evaluate 
these  patients.  A 24  hour  delay  in  treatment 
significantly  reduces  the  percentage  of  patients 
regaining  useful  vision.  In  our  series  of  80  pa- 
tients with  suspected  bacterial  endophthalmi- 
tis, over  70%  regained  useful  vision.  This  se- 
ries supports  the  importance  of  early  diagnosis 
with  definitive  treatment. 


* Assistant  Clinical  Professor,  Department  of  Ophthalmology,  University  of  Al- 
abama School  of  Medicine,  Birmingham,  AL 

+ Director  of  Research,  Retinal  Research  Foundation  of  the  South.  Birmingham, 
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From  the  Eye  Foundation  Hospital/University  of  Alabama  at  Birmingham  Com- 
bined Program  in  Ophthalmology  and  the  Retinal  Research  Foundation  of  the  South. 


You’re  on  call  for  the  emergency  room  and  you 
receive  a midnight  call.  An  elderly  woman,  four 
days  out  from  cataract  surgery,  has  arrived  complain- 
ing of  increasing  pain  and  photophobia.  She  also  feels 
that  her  visual  acuity  has  decreased.  On  examination 
you  find  a hypopyon  (visible  purulence  in  the  anterior 
chamber  of  the  eye)  with  absence  of  the  red  reflex 
normally  seen  on  funduscopic  exam.  Do  you  begin 
antibiotics  and  refer  her  to  her  ophthalmologist  in  the 
morning  or  do  you  call  her  ophthalmologist  immedi- 
ately? 

A seventeen  year  old  boy  comes  to  your  office  com- 
plaining of  a painful  eye,  decreased  vision,  and  pho- 
tophobia. The  patient’s  history  is  vague,  but  he  does 
think  that  he  scratched  his  eye  with  a branch  while  in 
the  woods  four  days  earlier.  The  involved  eye  has  a 
hazier  view  than  the  contralateral  eye  on  funduscopic 
exam.  Your  first  impression  is  indefinite  but  you  can't 
rule  out  an  infectious  process.  Do  you  place  the  patient 
on  antibiotics  or  do  you  consult  an  ophthalmologist 
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immediately,  despite  the  inconvenience.  Is  the  scram- 
ble to  have  the  patient  seen  that  day  by  an  ophthal- 
mologist justified? 

Both  of  these  cases  are  examples  of  endophthal- 
mitis, inflammation  of  the  vitreous,  retina,  and  choroid 
(figure  1).  The  term  is  derived  from  the  Greek  words 
endo  (“inside”)  and  ophthalmitis  (“eye  inflamma- 
tion”). Infectious  endophthalmitis  is  most  commonly 
bacterial  or  fungal  in  origin.  In  most  large  series  of 
endophthalmitis,  including  our  own,  bacterial  endo- 
phthalmitis is  20  to  30  times  more  common  than  fungal 
endophthalmitis.1-7 


Figure  1 . Normal  Ocular  Anatomy:  By  age  50  the  Posterior 
Vitreous  face  has  usually  detached  from  the  retina. 


The  most  common  etiologic  agent  in  bacterial  en- 
dophthalmitis is  Staphylococcus  epidermidis.1- 4- 5- 8 
This  skin  commensal  was  once  regarded  only  as  a 
cause  of  false  positive  blood  cultures,  but  in  the  eye 
as  in  a number  of  other  settings  its  behavior  can  be 
anything  but  benign.9  Even  with  the  best  of  care  one 
fifth  of  patients  with  Staphylococcus  epidermidis  en- 
dophthalmitis lose  the  fine  vision  required  for  such 
tasks  as  reading  or  driving.  Patients  with  Staphylo- 
coccus epidermidis  endophthalmitis  may  even  lose  the 
involved  eye.10  Other  common  organisms  in  bacterial 
endophthalmitis  include  Streptococcal  species,  diph- 
theroids, Proteus  species,  Bacillus  species,  and  Pseu- 
domonas species. 

Diagnosis 

The  preliminary  diagnosis  of  bacterial  endophthal- 
mitis is  clinical.  The  combination  of  symptoms  and 
signs  and  the  setting  in  which  they  occur  only  suggest 
the  diagnosis;  the  final  diagnosis  is  dependent  upon 
culture  of  intraocular  fluid. 

The  classic  symptoms  of  infectious  endophthalmitis 
are  pain,  photophobia,  and  acute  visual  loss.  The  clas- 
sic signs  of  infectious  endophthalmitis  are  conjunctival 
injection,  hypopyon  (figure  2),  loss  of  the  normal  red 
reflex,  haziness  in  the  vitreous  by  ophthalmoscopic 


exam,  and  markedly  reduced  visual  acuity.  A given 
patient  with  endophthalmitis  may  have  any  combina- 
tion of  these  symptoms  and  signs  (figure  3).  The  ab- 
sence of  any  symptom  or  sign  is  not  sufficient  to  ex- 
clude the  diagnosis.1-  11 

Most  cases  of  infectious  endophthalmitis  follow 
ocular  surgery.  Because  cataract  surgery  is  the  most 
common  operative  procedure  in  the  US.  with  one 
million  cases  estimated  annually,12- 13  post  cataract  ex- 
traction status  is  the  most  common  clinical  setting  for 
endophthalmitis.  On  average  about  1 out  of  every  thou- 
sand patients  undergoing  cataract  extraction  will  de- 
velop endophthalmitis.13  Although  surgical  compli- 
cations generally  are  associated  with  a higher  risk  of 
infection,  even  uncomplicated  surgery  can  lead  to  this 
blinding  infection.  Other  types  of  ocular  surgery,  in- 
cluding corneal  transplantation,  vitrectomy,  and  even 
surgery  of  the  extraocular  muscles  can  result  in  en- 
dophthalmitis. 

Trauma  is  another  common  clinical  setting  for  en- 
dophthalmitis. Approximately  7%  of  patients  with 
penetrating  ocular  trauma  will  develop  infectious  en- 
dophthalmitis.6 Even  trauma  that  seems  relatively  in- 
significant will  occasionally  lead  to  endophthalmitis.1 
Approximately  30%  of  our  series  of  80  patients  with 
suspected  infectious  endophthalmitis  are  post-trau- 
matic. 

Endogenous  (metastatic)  endophthalmitis  is  a less 
common,  but  well  documented  form  of  infection.  In 
this  setting  the  infectious  agent,  either  bacterial  or 
fungal,  is  blood  borne  to  the  eye.  These  patients  are 
often  so  ill  that  a history  of  visual  loss  cannot  be 
elicited  until  long  after  severe,  permanent  visual  im- 
pairment has  resulted.  Endogenous  endophthalmitis 
may  occur  even  in  the  immunologically  competent 
patient  in  the  setting  of  bacterial  endocarditis  or  in 
intravenous  drug  abuse.14 


Figure  2.  The  hypopyon,  a classic  sign  of  endophthalmitis,  is 
composed  of  a layered  mass  of  white  cells  that  has  settled  into  the 
dependent  portion  of  the  anterior  chamber. 
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Figure  3a.  While  some  cases  of  infectious  endophthalmitis  are  Figure  3b.  . . . some  cases  are  so  ambiguous  that  irreparable 

so  florid  that  a correct  preliminary'  diagnosis  is  almost  as-  visual  loss  is  inevitable  by  the  time  that  treatment  is  begun, 
sured  . . . 


Another  unusual  but  particularly  important  presen- 
tation of  endophthalmitis  is  that  resulting  from  corneal 
ulceration  in  ventilator  dependent  patients  who  are  often 
comatose.  The  typical  organism  is  Pseudomonas  aeru- 
ginosa which  has  contaminated  the  ventilator.  Pseu- 
domonas endophthalmitis  is  frequently  so  severe  and 
rapidly  destructive  that  loss  of  the  eye  is  inevitable  by 
the  time  of  initial  consultation. 

The  definitive  diagnosis  of  infectious  endophthal- 
mitis is  dependent  upon  the  culture  of  intraocular  fluids. 
In  the  past,  cultures  were  obtained  only  from  the 
aqueous  of  the  anterior  chamber,  but  vitreous  culture 
has  now  been  shown  to  be  more  reliable.7' 15  A vitreous 
specimen  is  often  obtained  in  conjunction  with  defin- 
itive surgical  treatment.  Conjunctival  cultures  are  of 
little  value  in  infectious  endophthalmitis,  and  blood 
cultures  are  of  value  only  in  endogenous  endophthal- 
mitis. 

Treatment 

The  advent  of  the  antibiotic  era  made  treatment  of 
infectious  endophthalmitis  possible.  Further  signifi- 
cant improvements  have  resulted  from  improved  un- 
derstanding of  the  blood-ocular  barrier  and  from  the 
development  of  therapeutic  vitrectomy  (controlled  sur- 
gical removal  of  the  vitreous). 

The  retina,  as  a part  of  the  central  nervous  system, 
has  a blood-retina  barrier  akin  to  the  blood-brain  bar- 
rier. The  blood-retina  barrier  makes  it  largely  impos- 
sible to  reach  therapeutic  antibiotic  levels  inside  the 
vitreous  cavity  by  intravenous  or  oral  routes.10- 15  The 
standard  antibiotic  protocol  today  for  endophthalmitis 
is  a combination  of  an  aminoglycoside  and  a cepha- 
losporin delivered  by  intravenous,  periocular  and  in- 
traocular routes  (figure  4).  Combined  administration 
achieves  therapeutic  antibiotic  levels  in  the  vitreous,15 
with  the  highest  levels  reached  by  intraocular  injec- 
tions. Although  topical  antibiotics  are  of  use  in  the 
treatment  of  infectious  endophthalmitis,  they  are  in- 


sufficient treatment  when  used  alone.  While  some  au- 
thors continue  to  disagree  with  the  routine  use  of  in- 
travitreal  antibiotic  injections  in  this  condition,16  most 
large  series  to  date  seem  to  justify  the  use  of  intravitreal 
injections  despite  a small  risk  of  retinal  toxicity,  as 
compared  to  periocular  dosage  alone.  '■ 10- 17  Microgram 
doses  of  antibiotics  have  been  established  that  are  rel- 
atively non-retinotoxic  when  properly  injected  into  the 
vitreous  cavity. 

Vitrectomy,  an  endoscopic  microsurgical  technique 
introduced  in  the  1970's,  is  becoming  an  increasingly 
vital  part  of  the  treatment  of  infectious  endophthalmitis 
(figure  5).  The  vitreous  cavity  has  a propensity  to  form 
abscesses  when  infected,  and  retinal  toxicity  results 
from  contact  of  infectious  material  with  the  retina.  This 
toxicity,  which  can  be  recognized  by  the  funduscopic 
signs  of  retinal  hemorrhages,  retinal  vascular  occlu- 
sions, and  retinal  infarction,  is  a primary  cause  of 
permanent  loss  of  visual  acuity.  Although  bacterial 
toxins  have  long  been  held  responsible  for  this  retinal 


Figure  4.  Antibiotic  therapy  of  infectious  endophthalmitis  in- 
volves periocular  (left)  and  intravitreal  (right)  and  injections.  In 
this  example,  the  periocular  injection  is  administered  under  the 
conjunctiva. 

continued  on  page  25 
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Now  the  evidence  looks  better 
than  ever 


Significantly  reduced  risk  of 
endometrial  hyperplasia 

Endometrial  hyperplasia  was  significantly  reduced  when  pro- 
gestin was  added  to  PREMARIN  therapy  for  more  than  ten  days 
a month! 4 The  risk  of  endometrial  hyperplasia  may  also  be 
reduced  through  cyclic  administration  of  unopposed,  low-dose 
PREMARIN. 


Effect  on  lipids — an  important  feature 

PREMARIN  used  alone  does  not  adversely  affect  lipid  levels.  In 
fact,  a clinical  study  has  shown  a significant  increase  in  HDL 
cholesterol — from  49.7  mg/dL  to  56.4  mg/dL — and  decrease  in 
LDL  cholesterol — from  165.1  mg/dL  to  138.1  mg/dL — after  one 
year  of  therapy  with  PREMARIN,  0.625  mg.5 

Low-dose  control  of  menopausal  symptoms 

PREMARIN  effectively  relieves  vasomotor  symptoms,  such  as 
hot  flashes.  When  estrogen  deficiency  is  limited  to  atrophic 
vaginitis,  PREMARIN * (conjugated  estrogens)  Vaginal  Cream 
restores  the  vaginal  environment  to  its  premenopausal  state. 


The  most  widely  used,  most  extensively 
studied  estrogen  worldwide. 
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(Conjugated  Estrogens  Tablets) 

Most  trusted  for  more  reasons 


PREMARIN  is  indicated  for  moderate-to-severe  vasomotor  symptoms. 
Please  see  following  page  for  brief  summary  of  prescribing  information 


For  moderate-to-severe 
vasomotor  symptoms 
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For  atrophic  vaginitis 
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BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION  AND  PATIENT  INFORMATION.  SEE  PACKAGE 
CIRCULARS.) 

PREMARIN*  Brand  ol  conjugated  estrogens  tablets.  USP 

PREMARIN*  Brand  ol  coniugated  estrogens  Vaginal  Cream  In  a nonliquefying  base 


1 ESTROGENS  HAVE  BEEN  REPORTED  TO  INCREASE  THE  RISK  OF  ENDOMETRIAL  CARCINOMA 

Three  independent  case  control  studies  have  reported  an  Increased  risk  of  endometrial  cancer  in 
postmenopausal  women  exposed  to  exogenous  estrogens  lor  more  than  one  year  This  risk  was  indepen- 
dent of  the  other  known  risk  factors  for  endometrial  cancer  These  studies  are  further  supported  by  the 
finding  that  incidence  rates  of  endometrial  cancer  have  increased  sharply  since  1969  in  eight  different  areas 
of  the  United  States  with  population-based  cancer  reporting  systems,  an  increase  which  may  be  related  to 
the  rapidly  expanding  use  or  estrogens  during  the  last  decade  The  three  case  control  studies  reported  that 
the  risk  of  endometrial  cancer  in  estrogen  users  was  about  4 5 to  13  9 times  greater  than  in  nonusers  The 
risk  appears  to  depend  on  both  duration  of  treatment  and  on  estrogen  dose  In  view  of  these  findings,  when 
estrogens  are  used  tor  the  treatment  of  menopausal  symptoms,  the  lowest  dose  that  will  control  symptoms 
should  be  utilized  and  medication  should  be  discontinued  as  soon  as  possible  When  prolonged  treatment  is 
medically  indicated,  the  patient  should  be  reassessed  on  at  least  a semiannual  basis  to  determine  the  need 
for  continued  therapy  Although  the  evidence  must  be  considered  preliminary,  one  study  suggests  that 
cyclic  administration  ot  low  doses  of  estrogen  may  carry  less  risk  than  continuous  administration;  it 
therefore  appears  prudent  to  utilize  such  a regimen  Close  clinical  surveillance  of  all  women  taking 
estrogens  is  important  In  all  cases  ol  undiagnosed  persistent  or  recurring  abnormal  vaginal  bleeding, 
adequate  diagnostic  measures  should  be  undertaken  to  rule  out  malignancy  There  is  no  evidence  at  present 
that  'natural  estrogens  are  more  or  less  hazardous  than  'synthetic'  estrogens  at  equiestrogenic  doses 

2 ESTROGENS  SHOULD  NOT  BE  USED  OURING  PREGNANCY 

The  use  of  female  sex  hormones,  both  estrogens  and  progestogens,  during  early  pregnancy  may  seriously 
damage  the  offspring  It  has  been  shown  that  females  exposed  in  utero  to  diethylstilbestrol.  a non-steroidal 
estrogen,  have  an  increased  risk  of  developing  in  later  life  a form  of  vaginal  or  cervical  cancer  that  is 
ordinarily  extremely  rare  This  risk  has  been  estimated  as  not  greater  than  4 per  1,000  exposures 
Furthermore,  a high  percentage  of  such  exposed  women  (from  30%  to  90%)  have  been  found  to  have 
vaginal  adenosis,  epithelial  changes  of  the  vagina  and  cervix  Although  these  changes  are  histologically 
benign,  it  is  not  known  whether  they  are  precursors  of  malignancy  Although  similar  data  are  not  available 
with  the  use  ot  other  estrogens,  it  cannot  be  presumed  they  would  not  induce  similar  changes  Several 
reports  suggest  an  association  between  intrauterine  exposure  to  female  sex  hormones  and  congenital 
anomalies,  including  congenital  heart  defects  and  limb  reduction  defects  One  case  control  study  estimated 
a 4 7-fold  increased  risk  of  limb  reduction  defects  in  infants  exposed  in  utero  to  sex  hormones  (oral 
contraceptives,  hormone  withdrawal  tests  for  pregnancy,  or  attempted  treatment  for  threatened  abortion). 
Some  of  these  exposures  were  very  short  and  involved  only  a few  days  of  treatment  The  data  suggest  that 
the  risk  of  limb  reduction  defects  in  exposed  fetuses  is  somewhat  less  than  1 per  1 .000  In  the  past,  female 
sex  hormones  have  been  used  during  pregnancy  in  an  attempt  to  treat  threatened  or  habitual  abortion.  There 
is  considerable  evidence  that  estrogens  are  ineffective  for  these  indications,  and  there  is  no  evidence  from 
well  controlled  studies  that  progestogens  are  effective  for  these  uses  If  PREMARIN  is  used  during 
pregnancy,  or  if  the  patient  becomes  pregnant  while  taking  this  drug , she  should  be  apprised  of  the  potential 
risks  to  the  fetus,  and  the  advisability  of  pregnancy  continuation 


DESCRIPTION:  PREMARIN  (coniugated  estrogens.  USP)  contains  a mixture  of  estrogens,  obtained  exclusively 
from  natural  sources,  blended  to  represent  the  average  composition  of  material  derived  from  pregnant  mares' 
urine.  It  contains  estrone,  equilin.  and  17a-dihydroequilin,  together  with  smaller  amounts  of  17a-estradiol, 
equilemn,  and  17a-dihydroequilenm  as  salts  of  their  sulfate  esters  Tablets  are  available  in  0.3  mg.  0 625  mg,  0 9 
mg.  1 25  mg,  and  2.5  mg  strengths  of  coniugated  estrogens.  Cream  is  available  as  0.625  mg  coniugated 
estrogens  per  gram 

INDICATIONS  AND  USAGE:  PREMARIN  (coniugated  estrogens  tablets.  USP):  Moderate-to-severe  vasomotor 
symptoms  associated  with  the  menopause  (There  is  no  evidence  that  estrogens  are  effective  for  nervous 
symptoms  or  depression  without  associated  vasomotor  symptoms  and  they  should  not  be  used  to  treat  such 
conditions  ) Osteoporosis  (abnormally  low  bone  mass).  Atrophic  vaginitis  Kraurosis  vulvae  Female 
castration 

PREMARIN  (coniugated  estrogens)  Vaginal  Cream  is  indicated  in  the  treatment  of  atrophic  vaginitis  and 
kraurosis  vulvae  PREMARIN  HAS  NOT  BEEN  SHOWN  TO  BE  EFFECTIVE  FOR  ANY  PURPOSE  DURING  PREG- 
NANCY AND  ITS  USE  MAY  CAUSE  SEVERE  HARM  TO  THE  FETUS  (SEE  BOXED  WARNING) 

Concomitant  Progestin  Use:  The  lowest  effective  dose  appropriate  for  the  specific  indication  should  be  utilized 
Studies  of  the  addition  of  a progestin  for  7 or  more  days  of  a cycle  of  estrogen  administration  have  reported  a 
lowered  incidence  of  endometrial  hyperplasia  Morphological  and  biochemical  studies  of  the  endometrium 
suggest  that  10  to  13  days  of  progestin  are  needed  to  provide  maximal  maturation  of  the  endometrium  and  to 
eliminate  any  hyperplastic  changes  Whether  this  will  provide  protection  from  endometrial  carcinoma  has  not 
been  clearly  established  There  are  possible  additional  risks  which  may  be  associated  with  the  inclusion  of 
progestin  in  estrogen  replacement  regimens.  (See  PRECAUTIONS  j The  choice  of  progestin  and  dosage  may  be 
important,  product  labeling  should  be  reviewed  to  minimize  possible  adverse  effects 
CONTRAINDICATIONS:  Estrogens  should  not  be  used  in  women  (or  men)  with  any  of  the  following  conditions:  1 
Known  or  suspected  cancer  df  the  breast  except  in  appropriately  selected  patients  being  treated  for  metastatic 
disease  2 Known  or  suspected  estrogen-dependent  neoplasia  3 Known  or  suspected  pregnancy  (See  Boxed 
Warning)  4 Undiagnosed  abnormal  genital  bleeding.  5.  Active  thrombophlebitis  or  thromboembolic  disorders 
6 A past  history  of  thrombophlebitis,  thrombosis,  or  thromboembolic  disorders  associated  with  previous 
estrogen  use  (except  when  used  in  treatment  of  breast  or  prostatic  malignancy). 

WARNINGS:  Long-term  continuous  administration  of  natural  and  synthetic  estrogens  in  certain  animal  species 
increases  the  frequency  of  carcinomas  of  the  breast,  cervix,  vagina,  and  liver  There  are  now  reports  that 
estrogens  increase  the  risk  of  carcinoma  of  the  endometrium  in  humans.  (See  Boxed  Warning  ) At  the  present 
time  there  is  no  satisfactory  evidence  that  estrogens  given  to  postmenopausal  women  increase  the  risk  of  cancer 
of  the  breast,  although  a recent  study  has  raised  this  possibility  There  is  a need  for  caution  in  prescribing 
estrogens  for  women  with  a strong  family  history  of  breast  cancer  or  who  have  breast  nodules,  fibrocystic 
disease,  or  abnormal  mammograms  A recent  study  has  reported  a 2-  to  3-fold  increase  in  the  risk  of  surgically 
confirmed  gallbladder  disease  in  women  receiving  postmenopausal  estrogens 

Adverse  effects  of  oral  contraceptives  may  be  expected  at  the  larger  doses  of  estrogen  used  to  treat  prostatic  or 
breast  cancer  or  postpartum  breast  engorgement;  it  has  been  shown  that  there  is  an  increased  risk  of  thrombosis 
in  men  receiving  estrogens  for  prostatic  cancer  and  women  for  postpartum  breast  engorgement  Users  of  oral 
contraceptives  have  an  increased  risk  of  diseases,  such  as  thrombophlebitis,  pulmonary  embolism,  stroke,  and 
myocardial  infarction  Cases  of  retinal  thrombosis,  mesenteric  thrombosis,  and  optic  neuritis  have  been  reported 
in  oral  contraceptive  users  An  increased  risk  of  postsurgery  thromboembolic  complications  has  also  been 
reported  in  users  of  oral  contraceptives  If  feasible,  estrogen  should  be  discontinued  at  least  4 weeks  before 
surgery  of  the  type  associated  with  an  increased  risk  of  thromboembolism,  or  during  periods  of  prolonged 
immobilization  Estrogens  should  not  be  used  in  persons  with  active  thrombophlebitis,  thromboembolic  disor- 
ders. or  in  persons  with  a history  of  such  disorders  in  association  with  estrogen  use  They  should  be  used  with 


caution  in  patients  with  cerebral  vascular  or  coronary  artery  disease  Large  doses  (5  mg  coniugated  estrogens 
per  day),  comparable  to  those  used  to  treat  cancer  of  the  prostate  and  breast,  have  been  shown  to  increase  the 
risk  of  nonfatal  myocardial  infarction,  pulmonary  embolism  and  thrombophlebitis  When  doses  of  this  size  are 
used,  any  ot  the  thromboembolic  and  thrombotic  adverse  effects  should  be  considered  a clear  risk 
Benign  hepatic  adenomas  should  be  considered  in  estrogen  users  having  abdominal  pain  and  tenderness, 
abdominal  mass,  or  hypovolemic  shock  Hepatocellular  carcinoma  has  been  reported  in  women  taking  estrogen- 
containing  oral  contraceptives  Increased  blood  pressure  may  occur  with  use  of  estrogens  in  the  menopause  and 
blood  pressure  should  be  monitored  with  estrogen  use  A worsening  of  glucose  tolerance  has  been  observed  in 
patients  on  estrogen-containing  oral  contraceptives  For  this  reason,  diabetic  patients  should  be  carefully 
observed  Estrogens  may  lead  to  severe  hypercalcemia  in  patients  with  breast  cancer  and  bone  metastases 
PRECAUTIONS:  Physical  examination  and  a complete  medical  and  family  history  should  be  taken  prior  to  the 
initiation  of  any  estrogen  therapy  with  special  reference  to  blood  pressure,  breasts,  abdomen,  and  pelvic  organs, 
and  should  include  a Papanicolaou  smear  As  a general  rule,  estrogen  should  not  be  prescribed  for  longer  than 
one  year  without  another  physical  examination  being  performed  Conditions  influenced  by  fluid  retention  such  as 
asthma,  epilepsy,  migraine,  and  cardiac  or  renal  dysfunction,  require  careful  observation  Certain  patients  may 
develop  manifestations  of  excessive  estrogenic  stimulation,  such  as  abnormal  or  excessive  uterine  bleeding, 
mastodyma,  etc  Prolonged  administration  of  unopposed  estrogen  therapy  has  been  reported  to  increase  the  risk 
of  endometrial  hyperplasia  in  some  patients  Oral  contraceptives  appear  to  be  associated  with  an  increased 
incidence  of  mental  depression  Patients  with  a history  of  depression  should  be  carefully  observed  Preexisting 
uterine  leiomyomata  may  increase  in  size  during  estrogen  use  The  pathologist  should  be  advised  of  estrogen 
therapy  when  relevant  specimens  are  submitted  If  laundice  develops  in  any  patient  receiving  estrogen,  the 
medication  should  be  discontinued  while  the  cause  is  investigated  Estrogens  should  be  used  with  care  in  patients 
with  impaired  liver  function,  renal  insufficiency,  metabolic  bone  diseases  associated  with  hypercalcemia,  or  in 
young  patients  in  whom  bone  growth  is  not  complete  If  concomitant  progestin  therapy  is  used,  potential  risks 
may  include  adverse  effects  on  carbohydrate  and  lipid  metabolism 
The  following  changes  may  be  expected  with  larger  doses  of  estrogen: 
a Increased  sulfobromopnthalein  retention 

b Increased  prothrombin  and  factors  VII,  VIII,  IX,  and  X;  decreased  antithrombin  3;  increased  nor- 
epmephrme-induced  platelet  aggregability. 

c.  Increased  thyroid  binding  globulin  (TBG)  leading  to  increased  circulating  total  thyroid  hormone,  as 
measured  by  PBI,  T4  by  column,  or  T4  by  radioimmunoassay.  Free  T3  resin  uptake  is  decreased,  reflecting  the 
elevated  TBG,  free  T4  concentration  is  unaltered 
d Impaired  glucose  tolerance 
e Decreased  pregnanediol  excretion 
f.  Reduced  response  to  metyrapone  test 
g Reduced  serum  folate  concentration. 

h Increased  serum  triglyceride  and  phospholipid  concentration  As  a general  principle,  the  administration  of 
any  drug  to  nursing  mothers  should  be  done  only  when  clearly  necessary  since  many  drugs  are  excreted  in  human 
milk. 

ADVERSE  REACTIONS:  The  following  have  been  reported  with  estrogenic  therapy,  including  oral  contraceptives 
breakthrough  bleeding,  spotting,  change  in  menstrual  flow;  dysmenorrhea,  premenstrual-like  syndrome; 
amenorrhea  during  and  after  treatment,  increase  in  size  of  uterine  fibromyomata;  vaginal  candidiasis,  change  in 
cervical  erosion  and  in  degree  of  cervical  secretion,  cystitis-like  syndrome;  tenderness,  enlargement,  secretion 
(of  breasts);  nausea,  vomiting,  abdominal  cramps,  bloating;  cholestatic  jaundice;  chloasma  or  melasma  which 
may  persist  when  drug  is  discontinued,  erythema  multiforme;  erythema  nodosum;  hemorrhagic  eruption;  loss  of 
scalp  hair;  hirsutism;  steepening  of  corneal  curvature;  intolerance  to  contact  lenses;  headache,  migraine, 
dizziness,  mental  depression,  chorea;  increase  or  decrease  in  weight;  reduced  carbohydrate  tolerance;  aggrava- 
tion of  porphyria;  edema,  changes  in  libido 

ACUTE  OVERDOSAGE:  May  cause  nausea,  and  withdrawal  bleeding  may  occur  in  females 

DOSAGE  AND  ADMINISTRATION: 

PREMARIN*  Brand  of  conjugated  estrogens  tablets,  USP 

1 Given  cyclically  lor  short-term  use  only.  For  treatment  of  moderate  to  severe  vasomotor  symptoms,  atrophic 
vaginitis,  or  kraurosis  vulvae  associated  with  the  menopause  (0.3  to  1 .25  mg  or  more  daily)  The  lowest  dose  that 
will  control  symptoms  should  be  chosen  and  medication  should  be  discontinued  as  promptly  as  possible 
Administration  should  be  cyclic  (eg,  three  weeks  on  and  one  week  off).  Attempts  to  discontinue  or  taper 
medication  should  be  made  at  three-  to  six-month  intervals. 

2 Given  cyclically  Female  castration  Osteoporosis  Female  castration— 1 25  mg  daily,  cyclically  Adiust 
upward  or  downward  according  to  response  of  the  patient  For  maintenance,  adjust  dosage  to  lowest  level  that 
will  provide  effective  control  Osteoporosis  —0  625  mg  daily  Administration  should  be  cyclic  (eg,  three  weeks 
on  and  one  week  off) 

Patients  with  an  intact  uterus  should  be  monitored  tor  signs  of  endometrial  cancer  and  appropriate  measures 
taken  to  rule  out  malignancy  in  the  event  of  persistent  or  recurring  abnormal  vaginal  bleeding 

PREMARIN*  Brand  of  conjugated  estrogens  Vaginal  Cream 

Given  cyclically  tor  short-term  use  only  For  treatment  of  atrophic  vaginitis  or  kraurosis  vulvae 
The  lowest  dose  that  will  control  symptoms  should  be  chosen  and  medication  should  be  discontinued  as 
promptly  as  possible 

Administration  should  be  cyclic  (eg,  three  weeks  on  and  one  week  off). 

Attempts  to  discontinue  or  taper  medication  should  be  made  at  three-to-six  month  intervals. 

Usual  dosage  range  2 to  4 g daily,  intravaginally.  depending  on  the  severity  of  the  condition 
Treated  patients  with  an  intact  uterus  should  be  monitored  closely  for  signs  of  endometrial  cancer  and 
appropriate  diagnostic  measures  should  be  taken  to  rule  out  malignancy  in  the  event  of  persistent  or  recurring 
abnormal  vaginal  bleeding. 
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Figure  5a.  Closed  Vitrectomy  allows  the  retinal  surgeon  to 
remove  the  great  mass  of  bacteria  and  inflammatory’  debris  from 
the  vitreous  cavity  . . . 


toxicity,  the  body’s  normal  immune  reactions  have 
recently  been  implicated  as  a potential  source  of  tox- 
icity. Vitrectomy  serves  to  improve  the  visual  prog- 
nosis in  infectious  endophthalmitis  by  removing  bac- 
teria, bacterial  toxins,  and  inflammatory  cells  with  their 
toxic  by-products  and  their  inflammation  prolonging 
chemoattractants. 

Because  vitrectomy  has  the  potential  for  serious  side 
effects  such  as  retinal  detachment,  cataract  formation, 
and  corneal  decompensation  it  is  usually  performed  by 
ophthalmologists  who  have  completed  vitreoretinal 
subspecialty  training.  Using  antibiotics  and  early  vi- 
trectomy applied  on  an  individualized  basis  we  have 
achieved  recovery  of  good  ambulatory  vision  in  over 
70%  of  patients  and  recovery  of  reading  vision  in  over 
a third  of  patients.9  This  rate  of  visual  salvage  com- 
pares well  with  all  recently  published  series,  and  the 
rate  of  complication  directly  attributable  to  vitreous 
surgery  has  been  low.9- I0- 17- 18 

What  is  the  role  of  the  primary  care  physician? 

Because  many  patients  with  infectious  endophthal- 
mitis are  initially  evaluated  by  a primary  care  physician 
it  is  vital  that  the  severity  of  this  infection  be  imme- 
diately recognized.  Patients  whose  treatment  is  de- 
layed only  one  day  have  less  than  half  the  chance  of 
recovering  useful  vision  of  20/400  in  at  least  one  se- 
ries.3 

Time  is  of  the  essence  in  cases  of  suspected  endoph- 
thalmitis, and  a prompt  ophthalmologic  exam  is  im- 


perative when  this  diagnosis  is  suspected.  The  patient 
with  this  suspected  diagnosis  should  be  quickly  ad- 
mitted or  transferred  to  a facility  where  definitive  di- 
agnosis and  treatment  are  available  if  the  patient  is  to 
have  any  chance  for  salvage  of  visual  function  in  the 
infected  eye. 

The  primary  care  physician  should  be  able  to  rapidly 
recognize  this  blinding  infection  as  a true  emergency. 
Definitive  care  leading  to  a successful  restoration  of 
useful  vision  will  then  become  more  likely.  0 
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Figure  5b.  . . . shortening  the  infectious  process  and  improving 
the  diffusion  of  antibiotics  in  the  eye. 
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herpes  labialis 

“HERPECIN-L  is  my  treatment  of  choice  for 
perioral  herpes.”  GP,  NY 

“HERPECIN-L  appears  to  actually  prevent  the 
blisters  . . . used  soon  enough.”  DDS,  MN 

“HERPECIN-L*.  . . a conservative  approach 
with  low  risk/high  benefits.”  MD,  FL 

“Used  at  prodromal  symptoms  . . . blisters 
never  formed  . . . remarkable."  DH,  MA 

“(in  clinical  trials) . . . response  was  dramatic. 
HERPECIN-L  . .proven  far  superior.”  DDS,  PA 

“All  patients  claimed  shorter  duration  ...  at 
prodromal  symptoms  . . . HERPECIN-L 
averted  the  attacks.”  MD,  AK 


OTC.  See  P.D.R.  for  information.  For  samples  to  make 
your  own  clinical  evaluation,  write:  Campbell  Laboratories, 
Inc.,  P.O.  BOX  812-MD,  FDR  STATION,  NEW  YORK,  N.Y. 
10150 


In  Alabama  HERPECIN-L  is  available  at  all  Big  B,  Eckerd,  Harco, 
K&B,  Revco,  SupeRx  Drug  Stores  and  other  select  pharmacies. 
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A REWARDING  EXPERIENCE  IN 
ARMY  MEDICINE. 


THE  ARMY  RESERVE  IN  THE 
SOUTHEAST  NEEDS  PHYSICIANS  WHO 
SPECIALIZE  IN  FAMILY  PRACTICE,  TO 
JOIN  AN  EXCEPTIONAL  TEAM. 

WE  UNDERSTAND  THE  DEMANDS 
ON  A BUSY  PRACTITIONER.  SO  WE’RE 
FLEXIBLE  ABOUT  TIME,  PARTICULAR- 
LY WHEN  IT’S  TIME  YOU  WANT  TO 
SHARE  WITH  YOUR  COUNTRY. 

IN  THE  ARMY  RESERVE,  YOU’LL 
FIND  OPPORTUNITIES  THAT  ARE 
CHALLENGING  AND  VARIED.  OPPOR- 
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WORK  WITH  OUTSTANDING  PHYSI- 
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OF  YOUR  SPECIALITY.  WE  THINK  A 
FIRST  PHONE  CALL  COULD  PROVE  TO 
BE  REWARDING. 


THE  ACTIVE  ARMY  HAS  MORE 
SOLDIERS  WITH  FAMILIES  THAN  EVER 
BEFORE.  SO  WHEN  YOU  JOIN  THE  ARMY 
MEDICAL  TEAM  AS  A FAMILY  PRACTI- 
TIONER, EXPECT  TO  SPEND  MOST  OF  YOUR 
TIME  SERVING  NOT  ONLY  SOLDIERS,  BUT 
THEIR  SPOUSES  AND  CHILDREN,  TOO. 
WHAT’S  MORE,  YOU  WON’T  HAVE  TO 
WORRY  ABOUT  THE  PAPERWORK, 
MALPRACTICE  INSURANCE  PREMIUMS,  OR 
THE  COSTS  INCURRED  IN  RUNNING  A 
PRIVATE  PRACTICE. 

WORKING  WITH  A TEAM  OF  HIGHLY 
TRAINED  PROFESSIONALS,  YOU  CAN 
RECEIVE  ASSIGNMENTS  ALMOST 
ANYWHERE  IN  THE  U.S.  AS  WELL  AS 
OVERSEAS.  PLUS  UP  TO  30  DAYS  OF  PAID 
VACATION  AND  REASONABLE  WORK 
HOURS. 

ALL  IN  ALL,  YOUR  ARMY  FAMILY 
PRACTICE  WILL  BE  A REWARDING 
EXPERIENCE. 


TALK  TO  YOUR  LOCAL  U.S.  ARMY  OR  ARMY  RESERVE  MEDICAL  DEPARTMENT 
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Intussusception  in  Adults 

T.  Nagendran,  M.D.* 

Franklin  Imm,  M.D.f 


Karyn  L. 


Case  Report 

This  54-year-old,  Black,  male  veteran  was  admitted 
to  the  GI  Service  of  Tuskegee  VA  Medical  Center  in 
March  1 986  with  a two-year  history  of  alternating  diar- 
rhea and  constipation.  The  physical  examination  was 
essentially  within  normal  limits  except  evidence  of 
previous  burr  holes. 

A barium  enema  (Fig.  1)  revealed  sigmoid  colon 
obstruction  with  a crescenteric  defect.  A flexible  sig- 
moidoscopy was  done  on  the  same  day  and  a large 
polyp  was  seen  at  about  15  cms  from  anal  verge.  A 
biopsy  showed  no  malignancy.  After  bowel  prep,  un- 
der general  anesthesia,  the  abdomen  was  explored  and 
a left  colectomy  was  performed.  Postoperation  course 
was  benign.  Resected  specimen  showed  a giant  ade- 
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nomatous  polyp  (Fig.  3),  measuring  8 cms  in  diameter 
with  chronic  colocolonic  intussusception.  Microscopic 
sections  confirmed  adenomatous  polyp  with  carcinoma 
in  situ. 

Points  of  Interest 

Intussusception  may  occur  at  any  age,  but  most  com- 
monly presents  between  the  ages  of  three  and  six 
months,  with  5%  of  cases  occurring  in  the  adult  pop- 
ulation. Among  adult  population,  60%  of  cases  oc- 
curred in  patients  over  50  years  of  age.1 

The  infantile  type  has  not  been  associated  with  any 
demonstrable  pathology  and  is  hence  termed  idi- 
opathic. Eighty-six  percent  of  cases  occurring  in  adults, 
however,  have  a demonstrable  lesion  as  a lead  point.1 
The  etiology  at  the  apex  is  often  a benign  tumor  pre- 
dominating in  small  bowel  intussusception  and  malig- 
nant lesions  in  large  bowel  intussusception. 
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Figure  1 : Radiographic  appearance  of  intussusception 


Clinically,  patients  present  with  signs  and  symptoms 
of  partial  intestinal  obstruction.  Less  than  20%  of  pa- 
tients are  found  to  have  complete  obstruction  at  celi- 
otomy. Seventy-one  percent  of  patients  were  noted  to 
have  intermittent  cramping  abdominal  pain1  and  vom- 
iting was  seen,  particularly  in  those  cases  with  small 
bowel  involvement.  A mass  may  or  may  not  be  pal- 
pable during  the  height  of  an  attack;  when  present,  it 
typically  disappears  once  the  attack  has  subsided. 

Radiographic  evidence  demonstrates  dilated  loops 
of  small  bowel  with  air-fluid  levels  on  plain  abdominal 
films.  Contrast  studies  may  reveal  three  distinct  pat- 
terns — the  pitchfork  sign,  a crescenteric  defect,  or  a 
coiled  spring  appearance  around  the  dome  of  the  in- 
tussusception.2 (Fig.  2). 

Management  of  intussusception  is  dependent  on  the 
age  of  presentation.  Infantile  intussusception  reduction 
by  barium  enema  is  the  appropriate  therapy;  whereas, 
in  adult  intussusception,  surgery  is  the  treatment  of 
choice.  Because  of  the  high  incidence  of  associated 
malignancy  in  large  bowel  intussusception,  wide  re- 
section of  colon  is  recommended  — right  hemicolec- 
tomy or  extended  right  hemicolectomy  for  ileocecal, 
intussusception,  left  hemicolectomy  for  left  sided  in- 
tussusception. This  is  done  without  an  attempt  to  re- 
duce the  intussusception  for  fear  of  intraluminal  seed- 
ing and/or  venous  embolization  of  tumor  cells,  and 
also  possibility  of  peritoneal  soiling  if  strangulation  is 
present.  In  patients  with  sigmoido-rectal  intussuscep- 
tion, an  abdomino-perineal  resection  or  low  anterio- 
resection  is  indicated.  A gentle  manipulation  and  re- 
duction of  intussusception  may  be  necessary  to  avoid 


Figure  2.  Be  showing  crescenteric  defect. 
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Figure  3.  Giant  adenoma  and  intussusception. 


abdomino-perineal  resection  and  to  do  just  anterior 
resection. 

Although  in  infantile  intussusception,  the  recurrence 
rate  is  5%,  no  documentation  of  recurrent  adult  onset 
intussusception  has  been  reported.  0 
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A def  ense 
against  cancer 
can  be  cooked  up 
in  your  kitchen. 


There  is  evidence 
that  diet  and  cancer 
are  related.  Some 
foods  may  promote 
cancer,  while  others 
protect  you  from  it. 

Foods  related  to  low- 
ering the  risk  of  cancer 
of  the  larynx  and  esoph 
agus  all  have  high 
amounts  of  carotene,  a 
form  of  Vitamin  A 
which  is  in  canta- 
loupes, peaches,  broc- 
coli, spinach,  all  dark 
green  leafy  vegeta- 
bles, sweet  potatoes, 
carrots,  pumpkin, 
winter  squash,  and 
tomatoes,  citrus  fruits 
brussels  sprouts. 

Foods  that  may  help  reduce 
risk  of  gastrointestinal  and  respira- 
tory tract  cancer  are  cabbage, 
broccoli,  brussels  sprouts,  kohl- 
rabi, cauliflower. 

Fruits,  vegetables  and  whole- 
grain  cereals  such  as  oat- 
meal, bran  and  wheat 
may  help  lower  the 
risk  of  colorectal 


cancer. 

Foods  high  in  fats, 
salt-  or  nitrite-cured 
foods  such  as  ham , 

and  fish  and  types  of 

sausages  smoked  by  traditional 
methods  should  be  eaten  in 
moderation. 

Be  moderate  in  consumption 
of  alcohol  also. 

A good  rule  of  thumb  is  cut 
down  on  fat  and  don’t  be  fat. 
Weight  reduction 
may  lower  cancer 
risk.  Our  12-year 
study  of  nearly  a 
million  Americans 
uncovered  high 
cancer  risks  partic- 
ularly among  people 
40%  or  more  overweight. 

Now,  more  than  ever,  we 
know  you  can  cook  up  your 
own  defense  against  cancer.  So 
eat  healthy  and  be  healthy. 


I 


No  one  faces 

cancer  alone. 

AMERICAN  CANCER  SOCIETY® 
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National  Life  of  Vermont’s  Disability  Income 
Insurance  offers  physicians  maximum  benefits 
with  a difference  — The  Dividend  Difference.  By 
applying  yearly  dividends  to  premium  payments, 
physicians  who  purchased  a policy  in  1970  have 
seen  a 30%  reduction  in  their  net  annual  premiums. 
Policyholders  paying  $395.90  per  $1,000  in  monthly 
income  in  1970  paid  only  $277.10  in  1984  for  the 
same  coverage. 
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National  Life  of  Vermont  makes 
The  Dividend  Difference. 
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Every  day  more  and  more 
physicians  are  hearing 
something  remarkable 
from  some  of  their 
hypertensive  patients... 


from  the  ones  on  once-daily 

INDERAL  LA 


(TOPRANOLOL  HCI) 


with  a side-effect  profile  unsurpassed 
by  atenolol  or  metoprolol. 


As  seen  in  this  double-blind, 
crossover,  placebo-controlled 
study.1 

Which  shows  you  how  truly 
well  tolerated  once-daily 
INDERAL  LA  can  be. 

What  comes  as  no  surprise, 
of  course,  is  that  it  gives  you 
the  antihypertensive 
effectiveness  you’ve  come  to 
expect  from  INDERAL. 


Selected  Side  Effects 


INDERAL  LA  as  well  tolerated  as  atenolol  and  metoprolol  in  a 
double-blind,  crossover,  placebo-controlled  study  of  138  hypertensives’ 
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rkh  Hill 

Impotence  Weakness 
Men  (n  = 66) 


■ INDERAL  LA— 160  mg 
j Atenolol— 100  mg 
| Metoprolol— 200  mg 
I | Placebo 

mb 


Nightmares 
Women  (n  = 72) 


Dizziness 


INDERAL®  LA.  For  control. 
Comfortable  control.  Once  a day. 
It’s  the  last  word. 


Hypertensives:  Feeling  well  and 
doing  well,  all  in  one. 

INDERAL  LA 

(PROPRANOLOL  HCI) 


LONG  ACTING 


INDERIDE  LA 

(PROPRANOLOL  HCI  I INDERAL  LA]/  !ff!9»g|Na 
HYDROCHLOROTHIAZIDE) 

As  with  all  fixed-combination  antihypertensives,  INDERIDE  LA 
is  not  indicated  for  the  initial  treatment  of  hypertension 


INDERAL  LA  should  not  be  used  in  the  presence  of  congestive 
heart  failure,  sinus  bradycardia,  cardiogenic  shock,  heart  block 
greater  than  first  degree,  and  bronchial  asthma 

Please  turn  page  for  brief  summary  of  prescribing  information 


Feeling  well  and  doing  well,  all  in  one. 


Q NeE"DAI  LY  LONG  ACTING  CAPSULES 


INDERAL  LA 

(PROPRANOLOL  HCI) 


80  mg  120  mg  160  mg 


LONG  ACTING  CAPSULES 

INDERIDE  LA 

Each  capsule  contains  propranolol  HCI 
(INDERAL®  LA),  80  mg,  120  mg,  or  160  mg. 
and  hydrochlorothiazide,  50  mg 


80/50  120/50  160/50 


BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION.  SEE  PACKAGE  CIRCULARS ) 
INDERAL  - LA  Brand  of  PROPRANOLOL  HYDROCHLORIDE  (Long  Acting  Capsules) 
INDERIDE-  LA  Brand  of  PROPRANOLOL  HYDROCHLORIDE  (INDERAL-  LA)  and 
HYDROCHLOROTHIAZIDE  (Long  Acting  Capsules) 

INDERAL  LA  and  INDERIDE  LA  Capsules  should  not  be  considered  simple  mg-for-mg 
substilutes  for  INDERAL  and  INDERIDE  Tablefs  Please  see  package  circulars 

CONTRAINDICATIONS 

Propranolol  hydrochloride  (INDERAL-  LA):  Propranolol  is  contraindicated  in 
1)  cardiogenic  shock,  2)  sinus  bradycardia  and  greater  than  first  degree  block,  3)  bron- 
chial asthma.  4)  congestive  heart  failure  (see  WARNINGS)  unless  the  failure  is  secondary 
to  a tachyarrhythmia  treatable  with  propranolol 

Hydrochlorothiazide:  Hydrochlorothiazide  is  contraindicated  in  patients  with  anuria 
or  hypersensitivity  to  this  or  other  sulfonamide-derived  drugs 
WARNINGS 

Propranolol  hydrochloride  (INDERAL-  LA):  CARDIAC  FAILURE  Sympathetic 
stimulation  may  be  a vital  component  supporting  circulatory  function  in  patients  with  con- 
gestive heart  failure  and  its  inhibition  by  beta  blockade  may  precipitate  more  severe  fail- 
ure Although  beta  blockers  should  be  avoided  in  overt  congestive  heart  failure,  if 
necessary,  they  can  be  used  with  close  follow-up  in  patients  with  a history  ot  failure  who  are 
well  compensated,  and  are  receiving  digitalis  and  diuretics.  Beta-adrenergic  blocking 
agents  do  not  abolish  the  inotropic  action  of  digitalis  on  heart  muscle 

IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE,  continued  use  of  beta  block- 
ers can,  in  some  cases,  lead  to  cardiac  failure  Therefore,  at  the  first  sign  or  symptom  of 
heart  failure,  the  patient  should  be  digitalized  and/or  treated  with  diuretics,  and  the 
response  observed  closely,  or  propranolol  should  be  discontinued  (gradually,  if  possible) 


IN  PATIENTS  WITH  ANGINA  PECTORIS,  there  have  been  reports  of  exacerbation  of 
angina  and,  in  some  cases,  myocardial  infarction  following  abrupt  discontinuance  of 
propranolol  therapy  Therefore,  when  discontinuance  of  propranolol  Is  planned  the 
dosage  should  be  gradually  reduced  and  the  patient  carefully  monitored  In  addition, 
when  propranolol  is  prescribed  for  angina  pectoris,  the  patient  should  be  cautioned 
against  interruption  or  cessation  of  therapy  without  the  physician's  advice  If  pro- 
pranolol therapy  is  interrupted  and  exacerbation  of  angina  occurs,  it  usually  is  advisa- 
ble to  reinstitute  propranolol  therapy  and  take  other  measures  appropriate  for  the 
management  of  unstable  angina  pectoris  Since  coronary  artery  disease  may  be 
unrecognized,  it  may  be  prudent  to  follow  the  above  advice  in  patients  considered  at 
risk  of  having  occult  atherosclerotic  heart  disease  who  are  given  propranolol  for  other 
indications 


THYROTOXICOSIS  Beta  blockade  may  mask  certain  clinical  signs  of  hyperthyroidism 
Therefore,  abrupt  withdrawal  of  propranolol  may  be  followed  by  an  exacerbation  of  symp- 
toms of  hyperthyroidism,  including  thyroid  storm  Propranolol  does  not  distort  thyroid 
function  tests 

IN  PATIENTS  WITH  WOLFF-PARKINSON-WHITE  SYNDROME,  several  cases  have  been 
reported  in  which,  after  propranolol,  the  tachycardia  was  replaced  by  a severe  bradycar- 
dia requiring  a demand  pacemaker  In  one  case  this  resulted  alter  an  initial  dose  of  5 mg 
propranolol 

MAJOR  SURGERY  The  necessity  or  desirability  of  withdrawal  of  beta-blocking  therapy 
prior  to  maior  surgery  is  controversial  It  should  be  noted,  however,  that  the  impaired  ability 
of  the  heart  to  respond  to  reflex  adrenergic  stimuli  may  augment  the  risks  of  general  anes- 
thesia and  surgical  procedures 

Nonallergic  Bronchospasm  (eg,  chronic  bronchitis,  emphysema) — 

PATIENTS  WITH  BRONCHOSPASTIC  DISEASES  SHOULD,  IN  GENERAL,  NOT  RECEIVE 
BETA  BLOCKERS  INDERAL  should  be  administered  with  caution,  since  it  may  block  bron- 
chodilation  produced  by  endogenous  and  exogenous  catecholamine  stimulation  of  beta 
receptors 

DIABETES  AND  HYPOGLYCEMIA  Beta-adrenergic  blockade  may  prevent  the  appear- 
ance of  certain  premonitory  signs  and  symptoms  (pulse  rate  and  pressure  changes)  of 
acute  hypoglycemia  in  labile  insulin-dependent  diabetes  In  these  patients,  it  may  be 
more  difficult  to  ad|ust  the  dosage  of  insulin  Hypoglycemic  attacks  may  be  accompanied 
by  a precipitous  elevation  of  blood  pressure 
Hydrochlorothiazide:  Thiazides  should  be  used  with  caution  in  severe  renal  disease 
In  patients  with  renal  disease,  thiazides  may  precipitate  azotemia  In  patients  with 
impaired  renal  function,  cumulative  effects  of  the  drug  may  develop 
Thiazides  should  also  be  used  with  caution  in  patients  with  impaired  hepatic  function  or 
progressive  liver  disease,  since  minor  alterations  of  fluid  and  electrolyte  balance  may  pre- 
cipitate hepatic  coma 

Thiazides  may  add  to  or  potentiate  the  action  of  other  antihypertensive  drugs  Potentia- 
tion occurs  with  ganglionic  or  peripheral  adrenergic-blocking  drugs 
Sensitivity  reactions  may  occur  in  patients  with  a history  of  allergy  or  bronchial  asthma 
The  possibility  of  exacerbation  or  activation  of  systemic  lupus  erythematosus  has  been 
reported 

PRECAUTIONS 

Propranolol  hydrochloride  (INDERAL  - LA):  GENERAL  Propranolol  should  be  used 
with  caution  in  patients  with  impaired  hepatic  or  renal  function  Propranolol  is  not  indicated 
for  the  treatment  of  hypertensive  emergencies 
Beta-adrenoreceptor  blockade  can  cause  reduction  of  intraocular  pressure  Patients 
should  be  told  that  propranolol  may  interfere  with  the  glaucoma  screening  test  Withdrawal 
may  lead  to  a return  of  increased  intraocular  pressure 
CLINICAL  LABORATORY  TESTS  Elevated  blood  urea  levels  in  patients  with  severe 
heart  disease,  elevated  serum  transaminase,  alkaline  phosphatase,  lactate  dehydro- 
genase 

DRUG  INTERACTIONS  Patients  receiving  catecholamine-depleting  drugs,  such  as 
reserpine,  should  be  closely  observed  if  propranolol  is  administered  The  added  catechol- 
amine-blocking  action  may  produce  an  excessive  reduction  of  resting  sympathetic  ner- 
vous activity,  which  may  result  in  hypotension,  marked  bradycardia,  vertigo,  syncopal 
attacks,  or  orthostatic  hypotension 


CARCINOGENESIS.  MUTAGENESIS.  IMPAIRMENT  OF  FERTILITY  Long-term  studies 
in  animals  have  been  conducted  to  evaluate  toxic  effects  and  carcinogenic  potential  In  18- 
month  studies,  in  both  rats  and  mice,  employing  doses  up  to  150  mg/kg/day,  there  was  no 
evidence  ol  significant  drug-induced  toxicity  There  were  no  drug-related  tumorigemc 
effects  at  any  of  the  dosage  levels  Reproductive  studies  in  animals  did  not  show  any 
impairment  of  fertility  that  was  attributable  to  the  drug 
PREGNANCY:  Pregnancy  Category  C Propranolol  has  been  shown  to  be  embryotoxic 
in  animal  studies  at  doses  about  10  times  greater  than  the  maximal  recommended  human 
dose  There  are  no  adequate  and  well-controlled  studies  in  pregnant  women  Propranolol 
should  be  used  during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to 
the  fetus 

NURSING  MOTHERS  Propranolol  is  excreted  in  human  milk  Caution  should  be  exer- 
cised when  propranolol  is  administered  to  a nursing  mother 
PEDIATRIC  USE  Safety  and  effectiveness  in  children  have  not  been  established 
Hydrochlorothiazide:  GENERAL  Periodic  determination  of  serum  electrolytes  to 
detect  possible  electrolyte  imbalance  should  be  performed  at  appropriate  intervals 
All  patients  receiving  thiazide  therapy  should  be  observed  for  clinical  signs  of  fluid  or 
electrolyte  imbalance,  namely  Hyponatremia,  hypochloremic  alkalosis,  and  hypokale- 
mia Serum  and  urine  electrolyte  determinations  are  particularly  important  when  the 
patient  is  vomiting  excessively  or  receiving  parenteral  fluids  Medication  such  as  digitalis 
may  also  influence  serum  electrolytes  Warning  signs  irrespective  of  cause  are  Dryness  of 
mouth,  thirst,  weakness,  lethargy,  drowsiness,  restlessness,  muscle  pains  or  cramps, 
muscular  fatigue,  hypotension,  oliguria,  tachycardia,  and  gastrointestinal  disturbances 
such  as  nausea  and  vomiting 

Hypokalemia  may  develop,  especially  with  brisk  diuresis,  when  severe  cirrhosis  is 
present,  or  during  concomitant  use  of  corticosteroids  or  ACTH 
Interference  with  adequate  oral  electrolyte  intake  will  also  contribute  to  hypokalemia 
Hypokalemia  can  sensitize  or  exaggerate  the  response  of  the  heart  to  the  toxic  effect  of 
digitalis  (eg.  increased  ventricular  irritability)  Hypokalemia  may  be  avoided  or  treated  by 
use  of  potassium  supplements,  such  as  foods  with  a high  potassium  content 
Any  chloride  deficit  is  generally  mild  and  usually  does  not  require  specific  treatment, 
except  under  extraordinary  circumstances  (as  in  liver  or  renal  disease)  Dilutional  hypona- 
tremia may  occur  in  edematous  patients  in  hot  weather;  appropriate  therapy  is  water 
restriction,  rather  than  administration  of  salt,  except  in  rare  instances  when  the  hyponatre- 
mia is  life-threatening  In  actual  salt  depletion,  appropriate  replacement  is  the  therapy 
of  choice 

Hyperuricemia  may  occur  or  frank  gout  may  be  precipitated  in  certain  patients  receiving 
thiazide  therapy 

Insulin  requirements  in  diabetic  patients  may  be  increased,  decreased,  or  unchanged 
Diabetes  mellitus  which  has  been  latent  may  become  manifest  during  thiazide 
administration 

If  progressive  renal  impairment  becomes  evident,  consider  withholding  or  discontinuing 
diuretic  therapy 

Thiazides  may  decrease  serum  PBI  levels  without  signs  of  thyroid  disturbance 
Calcium  excretion  is  decreased  by  thiazides  Pathologic  changes  in  the  parathyroid 
gland  with  hypercalcemia  and  hypophosphatemia  have  been  observed  in  a few  patients 
on  prolonged  thiazide  therapy  The  common  complications  of  hyperparathyroidism,  such 
as  renal  lithiasis.  bone  resorption,  and  peptic  ulceration,  have  not  been  seen  Thiazides 
should  be  discontinued  before  carrying  out  tests  for  parathyroid  function 
DRUG  INTERACTIONS  Thiazide  drugs  may  increase  the  responsiveness  to 
tubocurarine 

The  antihypertensive  effects  of  thiazides  may  be  enhanced  in  the  postsympathectomy 
patient  Thiazides  may  decrease  arterial  responsiveness  to  norepinephrine  This  diminu- 
tion is  not  sufficient  to  preclude  effectiveness  of  the  pressor  agent  for  therapeutic  use 
PREGNANCY  Pregnancy  Category  C Thiazides  cross  the  placental  barrier  and  appear 
in  cord  blood  The  use  of  thiazides  in  pregnancy  requires  that  the  anticipated  benefit  be 
weighed  against  possible  hazards  to  the  fetus  These  hazards  include  fetal  or  neonatal 
jaundice,  thrombocytopenia,  and  possibly  other  adverse  reactions  which  have  occurred  in 
the  adult 

NURSING  MOTHERS  Thiazides  appear  in  human  milk  If  use  of  the  drug  is  deemed 
essential,  the  patient  should  stop  nursing 
PEDIATRIC  USE  Safety  and  effectiveness  in  children  have  not  been  established 

ADVERSE  REACTIONS 

Propranolol  hydrochloride  (INDERAL*  LA):  Most  adverse  effects  have  been  mild 
and  transient  and  have  rarely  required  the  withdrawal  of  therapy 
Cardiovascular  Bradycardia,  congestive  heart  failure,  intensification  of  A V block,  hypo- 
tension, paresthesia  of  hands,  thrombocytopenic  purpura,  arterial  insufficiency,  usually  of 
the  Raynaud  type 

Central  Nervous  System  Lightheadedness,  mental  depression  manifested  by  insomnia, 
lassitude,  weakness,  fatigue,  reversible  mental  depression  progressing  to  catatonia,  vi- 
sual disturbances,  hallucinations,  an  acute  reversible  syndrome  characterized  by  disori- 
entation for  time  and  place:  short-term  memory  loss,  emotional  lability;  slightly  clouded 
sensorium,  and  decreased  performance  on  neuropsychometrics 
Gastrointestinal  Nausea,  vomiting,  epigastric  distress,  abdominal  cramping,  diarrhea, 
constipation,  mesenteric  arterial  thrombosis;  ischemic  colitis 
Allergic  Pharyngitis  and  agranulocytosis;  erythematous  rash,  fever  combined  with  ach- 
ing and  sore  throat,  laryngospasm  and  respiratory  distress 
Respiratory  Bronchospasm 

Hematologic  Agranulocytosis,  nonthrombocytopenic  purpura,  thrombocytopenic 
purpura 

Auto-Immune  In  extremely  rare  instances,  systemic  lupus  erythematosus  has  been 
reported 

Miscellaneous  Alopecia;  LE-like  reactions,  psoriasiform  rashes,  dry  eyes,  male  impo- 
tence; and  Peyronie  s disease  have  been  reported  rarely  Oculomucocutaneous  reactions 
involving  the  skin,  serous  membranes,  and  conjunctivae  reported  for  a beta  blocker  (prac- 
tolol)  have  not  been  associated  with  propranolol 

Hydrochlorothiazide: 

Gastrointestinal  Anorexia,  gastric  irritation,  nausea,  vomiting,  cramping,  diarrhea,  consti- 
pation, |aundice  (mtrahepatic  cholestatic  taundice).  pancreatitis,  sialadenitis 
Central  Nervous  System  Dizziness,  vertigo;  paresthesias;  headache,  xanthopsia 
Hematologic  Leukopenia,  agranulocytosis;  thrombocytopenia,  aplastic  anemia 
Cardiovascular  Orthostatic  hypotension  (may  be  aggravated  by  alcohol,  barbiturates, 
or  narcotics) 

Hypersensitivity  Purpura,  photosensitivity,  rash;  urticaria,  necrotizing  angiitis  (vascu- 
litis, cutaneous  vasculitis),  fever;  respiratory  distress,  including  pneumonitis,  anaphylac- 
tic reactions 

Other  Hyperglycemia,  glycosuria,  hyperuricemia,  muscle  spasm,  weakness,  restless- 
ness, transient  blurred  vision 

Whenever  adverse  reactions  are  moderate  or  severe,  thiazide  dosage  should  be 
reduced  or  therapy  withdrawn 

* The  appearance  of  these  capsules  is  a registered  trademark  of  Ayerst  Laboratories 
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Abstract 

Hemoglobin  E (Hgb  E)  is  a beta-hemoglobin 
variant  found  predominantly  in  persons  of 
Oriental  extraction.  Due  to  recent  influx  of 
Southeast  Asians  into  this  country,  we  re- 
viewed the  results  of  our  hemoglobin  electro- 
phoresis over  the  past  five  years  with  a review 
of  hematologic  findings  as  well  as  clinical  find- 
ings in  these  cases.  Our  results  show  that  of 
520  abnormal  patterns  found,  19  (3.7%)  dem- 
onstrated HgbE  which  was  verified  as  such  by 
other  established  techniques.  This  group  of  19 
included"  heterozygous,  and8  homozygous  Hgb 
E,  with  3 of  these  individuals  having  a com- 
bination of  alpha-thalassemia  and  2 having  he- 
reditary persistence  of  fetal  hemoglobin.  Pa- 
tient’s medical  records  and  pertinent  literature 
on  the  subject  of  Hgb  E diseases  are  reviewed 
and  discussed.  A diagnostic  guide  of  hemoglo- 
bin patterns  seen  in  the  variants  of  Hgb  E dis- 
eases is  presented. 


* Departments  of  Pathology  and  t Internal  Medicine.  University  of  South  Alabama 
College  of  Medicine.  Communication  and  reprint  requests  to:  Dr  Paul  I.  Liu.  Uni- 
versity of  South  Alabama  Medical  Center.  Department  of  Pathology.  2451  Fill ineim 
Street,  Mobile.  AL  36617. 


Introduction 

Historically,  hemoglobin  E (Hgb  E)  diseases  have 
been  rarely  encountered  in  this  country,  however, 
with  the  recent  influx  of  Southeast  Asians  into  the 
United  States,  it  has  become  more  prevalent.  A review 
of  the  diagnoses  and  clinical  manifestations  is,  there- 
fore, appropriate  at  this  time.  Hgb  E is  a beta  Hgb 
variant  which  results  from  the  substitution  of  glutamic 
acid  by  lysine  at  the  26th  position  on  the  Hgb  chain. 
The  electrophoretic  pattern  of  Hgb  E under  alkaline 
pH  demonstrates  a mobility  identical  to  Hgb  A2,  Hgb 
C and  Hgb  O,  however,  Hgb  E can  be  separated  from 
Hgb  A 2 and  Hgb  C by  electrophoresis  under  acid  con- 
ditions on  citrate  agar.  It  has  been  shown  that  Hgb  E 
may  be  identified  by  an  isopropanol  solubility  test  in 
which  freshly  prepared  Hgb  solutions  are  incubated  at 
37°C  in  17%  isopropanol-tris  buffer  at  pH  7.4'  It  is 
clearly  evident  that  an  accurate  diagnosis  of  Hgb  E 
disease  is  based  not  only  on  Hgb  electrophoresis,  but 
also  is  contigent  upon  clinical  findings  as  well  as  glo- 
bin-chain  analysis  in  some  cases.  We  herein  re- 
view our  findings  in  19  cases  of  Hgb  E disease  di- 
agnosed at  the  University  of  South  Alabama  Medical 
Center  (USAMC)  with  a review  of  the  related  litera- 
ture. 
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Subjects  and  Methods 

The  records  of  previous  Hgb  electrophoreses  be- 
tween January  1980  and  December  1985,  which  are 
kept  at  USAMC,  were  reviewed.  All  Hgb  analyses 
were  conducted  by  electrophoretic  techniques  on  cel- 
lulose acetate  at  pH  8.6.  To  distinguish  the  various 
Hgb  types,  other  techniques  were  additionally  per- 
formed as  follows.  Hgb  A2  and  Hgb  C were  distin- 
guished from  Hgb  E by  electrophoresis  on  citrate  agar 
at  pH  6.7.  Hgb  A2  was  confirmed  by  the  column  tech- 
nique, and  Hgb  F was  further  determined  by  radioim- 
munodiffusion techniques.  The  percentages  of  each 
type  of  Hgb  were  then  tabulated  and  recorded  for  each 
patient.  Hgb  diseases  were  diagnosed  according  to  the 
types  and  amounts  of  Hgb  in  conjunction  with  the  red 
cell  morphology  in  the  peripheral  blood  smears  and 
red  cell  indices,  i.e.  mean  corpuscular  volume  (MCV), 
mean  corpuscular  Hgb  concentration,  etc.  Where 
deemed  necessary  for  interpretation,  review  of  the 
medical  records  regarding  clinical  signs  and  symptoms 
and,  on  occasion,  Hgb  chain  analysis  at  a reference 
laboratory  were  utilized  to  further  clarify  unusual  or 
complex  Hgb  diseases. 


Results 

Hgb  electrophoresis  was  performed  on  1629  differ- 
ent individuals  over  a five  year  period  and  revealed 
520  to  have  abnormal  Hgb  patterns.  Of  those  which 
were  abnormal,  19  had  Hgb  E present.  Eleven  of  these 
were  categorized  as  heterozygous  Hgb  E disease  and 
eight,  as  homozygous  Hgb  E disease.  In  the  hetero- 
zygous group,  Hgb  E ranged  from  20-33%,  and  of  the 
homozygous  group,  Hgb  E ranged  from  83%  to  100%. 
Judging  from  the  percentages  of  Hgb  E and  Hgb  F and 
from  the  results  of  globin-chain  analysis  in  selected 
cases,  it  is  apparent  that  three  of  the  1 1 heterozygous 
Hgb  E patients  were  also  affected  by  alpha-thalassemia 
and  two  additional  cases  were  affected  by  hereditary 
persistence  of  fetal  hemoglobin.  Three  of  the  homo- 
zygous Hgb  E patients  were  affected  by  hereditary 
persistence  of  fetal  hemoglobin.  No  incidences  of  the 
combination  of  Hgb  E and  beta-thalassemia  were  pres- 
ent in  our  patient  group. 

Clinical  Manifestations 

Both  heterozygous  and  homozygous  Hgb  E disease 
are  usually  asymptomatic  conditions  with  peripheral 
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smears  demonstrating  microcytosis  and  prominent  lep- 
tocytes  (target  red  cells).  Anemia,  when  present,  usu- 
ally manifests  in  the  homozygous  state  where  a mild 
peripheral  reticulocytosis  and  mild  hepatosplenomeg- 
aly  may  also  be  seen.  In  the  presence  of  beta-thalas- 
semia,  the  MCV  will  usually  be  lower  than  in  Hgb  E 
disease  alone.  In  addition,  the  relative  amount  of  Hgb 
E may  be  lower  in  those  individuals  with  iron  defi- 
ciency.2 

The  major  hematologic  and  clinical  manifestations 
of  Hgb  E diseases  develop  when  Hgb  E occurs  in 
combination  with  beta-thalassemia  and  alpha-thalas- 
semia. In  particular,  the  combination  of  Hgb  E and 
beta-thalassemia  poses  a major  health  risk3  and  is  by 
far  the  most  frequent  thalassemic  disorder  in  Southeast 
Asia.4  Although  heterozygous  beta-thalassemia  (thal- 
assemia minor)  may  result  in  a very  mild  clinical  dis- 
ease manifestation,  the  combination  of  heterozygous 
beta-thalassemia  and  Hgb  E disease  may  be  as  severe 
a disease  as  homozygous  beta  thalassemia  (thalassemia 
major).2  Hgb  E/beta-thalassemia  presents  a variety 
of  clinical  manifestations  including  severe  anemia 
beginning  early  in  life,  growth  retardation,  skeletal 
deformity  with  typical  thalassemia  faces,  hepatosple- 
nomegaly,  jaundice,  hypersplenism,  aplastic  crisis, 
extramedullary  hematopoeisis,  iatrogenic  iron  over- 
load (hemosiderosis),  endocrine  dysfunctions  second- 
ary to  the  hemosiderosis  and  increased  susceptability 
to  various  infections.3  The  peripheral  blood  shows  mi- 
crocytic hypochromic  red  blood  cells,  aniso-  and  poi- 
kilocytosis,  reticulocytosis  with  polychromasia  and 
numerous  nucleated  RBCs  as  well  as  target  cell  counts 
up  to  25%  of  the  red  cell  count.3  The  bone  marrow 
usually  shows  intense  erythroid  hyperplasia  with  many 
intracellular  inclusions  in  the  normoblasts.3  Hgb  anal- 
yses in  patients  with  Hgb  F/beta  thalassemia  invariably 
show  a significant  proportion  of  Hgb  E (5-85%),  an 
increased  Hgb  A2  as  well  as  Hgb  E.  Hgb  A,  is  usually 
absent  due  to  the  fact  that  most  of  the  beta-thalassemias 
in  Southeast  Asia  are  beta  (0)  thalassemias.3-4  Hgb  E / 
beta-thalassemia  as  such  adversely  affects  the  outcome 
of  pregnancy.5 

Combinations  of  Hgb  E with  alpha-thalassemia  re- 
sult in  clinical  manifestations  which  are  dependent  on 
the  severity  of  the  form  of  alpha-thalassemia  with  which 
it  is  combined.  In  general,  the  percentage  of  Hgb  E 
found  at  the  time  of  Hgb  analysis  is  decreased  from 
that  found  in  heterozygous  Hgb  E disease.2- 3 4 5- 6 
Heterozygous  Hgb  E disease  usually  results  in  25-30% 
Hgb  E whereas  individuals  with  Hgb  E/alpha- 
thalassemia,  and  Hgb  E/alpha-thalassemia2,  have  Hgb 
E in  the  range  of  15-22%  and  23-32%,  respectively.3 
Also,  Hgb  Bart’s  is  evident  when  Hgb  E is  combined 
with  Hgb  H disease.3  The  clinical  manifestations  of 
these  patients  are  very  similar  to  those  of  Hgb  H dis- 
ease with  a variable  degree  of  anemia  and  spleno- 
megaly.3 


Discussion 

Hgb  E disease  is  exceedingly  rare  in  the  white  pop- 
ulation, and  uncommonly  found  in  the  black  popula- 
tion of  the  U.S.2  The  large  migration  of  Southeast 
Asians  into  the  U.S.  in  recent  years  has  brought  a gene 
pool  which  includes  a high  frequency  of  hemoglobi- 
nopathies, e.g.  Hgb  E (20-25%),  beta-thalassemia  (10- 
15%),  and  alpha-thalassemia  (20-40%). 6 

Hgb  E diseases  can  be  classified  into  several  dif- 
ferent forms,  i.e.  heterozygous  Hgb  E disease,  homo- 
zygous Hgb  E disease,  Hgb  E in  association  with  al- 
pha-thalassemia, Hgb  disease  in  association  with  beta- 
thalassemia,  Hgb  E disease  in  association  with  Hgb 
S,  and  Hgb  E disease  in  association  with  persistent 
Hgb  F.  In  light  of  the  complexity  of  the  combination 
of  the  diseases,  a precise  classification  may  require 
clinical  and  hematological  findings  and  globin-chain 
synthesis  analysis  in  addition  to  Hgb  electrophoresis. 
A simplified  guide  for  Hgb  E disease  is  illustrated  in 
Table  1. 

Hgb  E variants  account  for  3.7%  of  all  of  the  ab- 
normal hemoglobins  diagnosed  at  USAMC.  Although 
not  an  overwhelmingly  high  frequency,  it  is  neverthe- 
less found  in  a significant  number  of  Southeastern 
Asians  who  have  immigrated  to  southern  Alabama. 
Knowing  the  importance  of  the  various  Hgb  E variants 
as  related  to  clinical  manifestations  and  hematological 
findings  will  undoubtably  be  important  in  interpreting 
Hgb  analysis  with  which  physicians  will  be  con- 
fronted. For  genetic  counseling,  it  may  be  important 
to  obtain  globin  synthesis  analysis  on  patients  who  are 
suspected  of  having  some  form  of  thalassemia  in  com- 
bination with  Hgb  E disease.  The  findings  of  Bart’s 
Hgb  and/or  Hgb  H inclusions  may  also  be  beneficial 
in  making  determinations  as  to  the  presence  or  absence 
of  alpha  thalassemia.3  Intracellular  inclusions  may  be 
found  in  normoblasts  in  individuals  with  Hgb  E/beta- 
thalassemia.  This  probably  represents  precipitated  al- 
pha chain  polypeptides  which  are  produced  in  excess 
as  documented  by  globin  synthesis  studies.3 

Globin  chain  studies  in  Hgb  E/beta-thalassemia  dis- 
ease have  documented  a marked  imbalance  of  synthe- 
sis in  the  alpha  to  non-alpha  chains  on  the  order  of 
2.8  to  l.9  This  is  compared  to  an  alpha  to  non-alpha 
chain  imbalance  which  is  slightly  above  normal  in 
heterozygous  Hgb  E (1.15)  disease  and  Hgb  E/Hgb  S 
disease.5  Homozygous  Hgb  E results  in  an  alpha/non- 
alpha ratio  of  1.61. 5 This  globin  chain  imbalance  is 
thought  by  some  to  be  due  to  reduced  RNA  for  Hgb 
E10  or  perhaps  a post-translational  instability  of  the 
Hgb  E molecule.  It  has  been  shown  that  Hgb  E is 
oxidatively  unstable,  possibly  because  of  a relative 
weakening  of  the  alphai-beta,  contact  points.  So  Hgb 
E is  like  beta-thalassemia  in  that  the  beta(E)  chain 
synthesis  is  decreased  as  reflected  in  the  altered  alpha/ 
non-alpha  ratios.*- 10  This  alteration  of  alpha/non-alpha 
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TABLE  1 

Simplified  Diagnostic  Guide  For  Hemoglobin  E Diseases 


Hgb  Phenotype 

Anemia 

Degree  of 
Splenomegaly 

Microcytosis 

Al% 

Hemoglobin 

E% 

A2% 

F% 

Other  Hg 
Present 

A/A  (Normal) 

0 

0 

0 

96-100 

0 

0-4 

0-2 

A/E 

0 

0 

0 

65-75 

25-35 

0-2 

E/E 

0-1 

0-1 

1 

0 

90-100 

0-10 

E/otTHAL 

1-2 

0-1 

1 

75-85 

15-25 

0-5 

BART’S 

E/p  THAL 

3 

2 

2 

0 

< 40 

> 4 

> 60 

E/HPFH 

0 

0 

1 

65-75 

20 

5-15 

E/E  + HPFH 

0-1 

0 

1 

0 

< 90 

> 10 

0 = absent.  1 — mild,  2 = moderate,  and  3 = severe 
THAL  = Thalassemia 

HPFH  = Hereditary  persistence  of  fetal  hemoglobin 


is  greatly  accentuated  in  Hgb  E/beta-thalassemia,  and 
may  be  one  of  the  contributing  factors  for  the  severity 
of  the  disease.  0 
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ty of  Alabama  if  qualified.  Join  established  practice  or  work  indi- 
vidually. Salary  of  $50,000  to  $65,000  guaranteed  until  practice  is 
self-sufficient.  Generous  fringe  benefits  include  life,  disability, 
health,  retirement,  and  malpractice  insurance,  two  weeks  con- 
tinuing education,  and  three  weeks  annual  leave.  All  equipment, 
including  X-ray  and  lab,  furniture,  and  supplies  provided.  Manage- 
ment services  including  personnel,  payroll,  tax  reports,  and  billing 
provided.  If  invited  to  visit,  all  expenses  will  be  paid.  All  moving 
expenses  covered.  Write  Health  Development  Corporation,  P.O. 
Box  1486,  Tuscaloosa,  Alabama  35403,  or  telephone  Frank 
Cochran,  collect  at  758-7545  for  more  information. 


NORTHEASTERN  ALABAMA:  Seeking  Emergency  Department 
Director  and  part-time  physicians  for  low  volume  hospital  in  resort 
area.  Flexible  schedule  and  malpractice  insurance  provided.  Please 
contact  Emergency  Consultants,  Inc.,  2240  South  Airport  Road, 
Room  9,  Traverse  City,  MI  49684;  800/253-1795,  or,  in  Michigan 
800/632-3496. 


PHYSICIANS  NEEDED  IN  1 2 STATES.  Our  clients  in  Alabama, 
Arkansas,  Florida,  Georgia,  Kentucky,  Louisiana,  Mississippi. 
North  Carolina,  Oklahoma,  South  Carolina.  Tennessee,  and  Texas 
need  physicians  — all  specialties.  An  M.D.  does  all  our  placement 
work  and  with  careful  screening  can  assure  you  of  no  needless 
interruptions  of  your  work.  Send  CV  to:  TRENT  ASSOCIATES, 
2421  Shades  Crest  Road,  Birmingham.  AL  35216. 


Be  prepared,  Doctor.  More  patients 
will  he  asking  about  colorectal  cancer. 
According  to  a survey*  conducted  by  the 
American  Cancer  Society,  many  people 
would  like  to  receive  more  information 
about  colorectal  cancer,  and  83%  said 
they  would  want  to  be  checked  for  it. 
Further,  they  are  learning  that  this  cancer 
can  be  detected  before  symptoms  appear. 
The  present  cure  rate  is  44%.  The  cure 
rate  could  be  as  high  as  75%,  with  early 
detection  and  appropriate  management. 

For  asymptomatic  persons  the  Society 
recommends  annual  digital  rectal  exam- 
ination at  age  40  and  over;  at  age  50  and 
over,  an  annual  stool  blood  test,  as  well  as 
sigmoidoscopy  even,-  three  to  five  years, 
following  two  initial  annual  negative 
sigmoidoscopies. 

We're  here  to  help.  You  can  reach  us  at 
your  local  American  Cancer  Society  office 
or  write  to  our  Professional  Education 
Department  at  National  Headquarters, 

90  Park  Avenue,  New  York,  N Y 10016. 

Ask  about  the  Society's  Colorectal  Check 
program  of  professional  and  public 
education  for  the  early  detection  of 
colorectal  cancer. 


AMERICAN 
V CANCER 
f SOCIETY* 


’"Cancer  of  the  Colon  and  Rectum  Summary  of  Public 
Attitude  Survey,  Co  33:359*365, 1983  (Nov  Dec  ) 


AUXILIARY 


Mrs.  Ronald  R.  DiNella 
A-MASA  President 


The  Image  Makers 


As  I sit  here  watching  summer  wane  on  Wilson 
Lake,  I “take  pen  in  hand”  to  write  my  monthly 
article  for  Alabama  Medicine.  Many  thoughts  are  mull- 
ing about  in  my  mind.  Foremost  is  subject  matter,  but 
I also  wonder  about  my  audience.  When  one  performs 
on  the  stage,  he  knows  immediately  how  the  perform- 
ance is  accepted  by  the  response  of  his  audience.  How- 
ever, the  written  word  is  quite  different  — I wonder 
if  the  journal  ever  makes  it  home  and  whether  the 
physician’s  spouse  has  the  opportunity  to  read  the  ar- 
ticles — not  only  the  one  by  the  Auxiliary  President, 
but  those  written  by  the  MASA  President,  and  the 
Executive  Director,  as  well  as  guest  contributors.  These 
are  timely  articles  which  are  very  concerned  with  med- 
ical issues.  I urge  all  of  you  in  the  reading  audience 
to  take  advantage  of  the  opportunity  to  keep  up  on 
current  medical  problems  and  possible  solutions  to 
them  by  using  the  brief  time  it  takes  to  read  your 
Alabama  Medicine  from  cover  to  cover. 

One  of  the  aims  of  the  A-MASA  is  to  work  with 
MASA  at  the  state  level  and  with  various  county  med- 
ical societies  on  the  local  levels  in  any  capacity  to 
benefit  the  medical  profession  and  to  provide  better 
health  care  for  our  citizens.  Many  of  our  county  aux- 


iliaries and  county  medical  societies  have  worked  to- 
gether on  successful  health  fairs,  health  career  days  in 
public  schools,  legislative  issues,  blood  banks,  public 
panel  discussions  on  drug  abuse  as  well  as  many  other 
projects.  I am  fully  convinced  that  when  the  medical 
profession  and  the  auxiliary  work  together  on  health 
related  programs,  a good  image  is  established  for  both 
organizations. 

It  is  in  this  manner  that  the  physician’s  image  will 
be  improved.  Patients  love  their  doctors  on  a one-on- 
one  relationship  but  think  that  physicians  in  general 
are  not  the  caring,  concerned  group  of  professionals 
that  they  were  twenty  or  thirty  years  ago.  I must  say, 
at  this  point,  that  the  medical  auxiliary  is  your  greatest 
ally.  We  are  most  concerned  with  your  image  and  we 
are  in  a position  to  get  the  point  across  to  the  public 
that  you  do  care  for  their  health  and  for  them. 

“Image”  is  created  — whether  it  be  a good  image 
or  a bad  one.  It  cannot  be  bought  — the  relationship 
of  the  physician  to  his  patient,  his  spouse’s  involve- 
ment in  community  affairs,  his  concern  with  com- 
munity programs  — all  of  these  factors  contribute  to- 
ward establishing  the  physician’s  image. 

When  you  see  a patient  in  your  clinic  or  hospital 
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(as  three  million  physicians  do  every  day)  I urge  you 
to  project  a caring  concern  for  this  patient.  Nothing 
else  you  do  each  day  is  more  important  than  the  time 
you  spend  on  patient  care  and  it  is  here,  during  these 
individual  consultations,  that  your  foremost  image  is 
created.  (That  Utilization  Committee  Meeting  that  you 
are  rushing  to  attend  is  much  less  important  than  your 
patient  care!) 

You  must  get  your  priorities  in  order.  All  your  years 
of  medical  education  were  to  train  you  to  administer 
the  best  available  health  care  to  your  patients.  Leave 
the  wheeling  and  dealing  in  stocks  and  investments  to 
your  accountants  and  brokers.  They  were  trained  in 
business  and  you  were  trained  to  practice  medicine.  If 
you  maintain  your  professionalism  and  practice  high- 
quality  medicine,  you  will  not  have  to  concern  yourself 
with  your  image.  It  will  be  excellent! 

The  medical  auxiliary  wants  to  be  your  partner  and 
work  with  you  in  medical  concerns.  We  believe  in  the 
prestige  of  the  medical  profession  and  we  have  more 
time  than  our  physician  spouses  to  spend  working  with 
community  health  interests  and  medical  legislation. 
We  create  our  image  also  when  the  public  sees  us 
involved  in  worthwhile  health  related  community  proj- 
ects such  as  prevention  of  drinking  and  driving,  pre- 
vention of  child  and  spouse  abuse,  improving  the  qual- 
ity of  life  for  our  older  citizens,  administering  nutritional 


programs,  awarding  nursing  scholarships,  maintaining 
homes  for  un-wed  mothers,  and  the  list  goes  on. 

We  are  a well-organized  group  of  informed,  caring, 
enthusiastic,  capable  individuals.  There  may  have  been 
a time  when  the  Medical  Auxiliary  was  composed  of 
white  gloved,  tea-sipping,  socially  oriented  ladies  — 
but  no  more!  We  are  quite  knowledgeable  in  health 
and  legislative  matters  and  I assure  you,  no  one  could 
care  more,  or  be  more  concerned  with  medicine  than 
we  who  are  married  to  physicians.  All  auxiliary  pro- 
grams (at  county,  state  and  national  levels)  are  con- 
ducted after  prior  approval  of  the  AM  A,  MAS  A or 
your  local  medical  society.  In  this  way,  we  feel  that 
we  are  actually  an  extension  of  the  arm  of  the  medical 
profession  — undertaking  and  accomplishing  projects 
in  the  name  of  medicine  that  our  spouses  approve,  but 
because  of  their  limited  time,  cannot  themselves  per- 
form. 

Partners  in  life  and  partners  in  medicine  — all  caring 
for  the  medical  profession  and  endeavoring  to  provide 
quality  health  care  for  the  public.  If  we  do  this,  then 
there  will  be  no  problem  with  IMAGE!  S 


PLEASE  HELP! 

We  can  do  more  together  as  we  become  friends  and  — 

HELP  our  Alabama  Communities 

HELP  our  spouse’s  profession 

HELP  ourselves 

Through  AMASA  (Auxiliary  to  the 
Medical  Association  of  the  State  of  Alabama) 


join  us 


DUES:  $20.00 
(Includes  $5.00  State 

Please  make  your  check  payable  to  AMASA 
and  send  it,  with  this  form,  to: 

and  $15.00  National 

Mrs.  Aubrey  Terry 

Dues) 

Rt.  8,  Sigmore  Drive 

Russellville,  AL  35633 

Name 

Address 

City Zip Telephone 

THANKS! 
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From  the  AMA... 


Get  the  standardized 
claim  form  you  need, 
PLUS  a FREE 
instruction  booklet 

AMA  Uniform  Claim  Forms  are 

■ Required  by  federal  programs: 

Medicare,  CHAMPUS  and  most 
Medicaid  states 

■ Accepted  by  most  major 
insurers 

■ Current  and  accurate 

■ Economical 

■ Easy-to-use 

■ Bar  coded  for  faster 
processing 

For  Faster  Service- 

order  today, with  your  MasterCard  or  Visa,  by  calling  toll-free 
1-800-621-8335.  (In  Illinois,  call  collect,  312-645-4987.)  Or  complete 
and  mail  the  order  card  below. 


Complete  and  mail  today: 

AMA  Insurance  Form  Name 

Book  & Pamphlet  Fulfillment 

American  Medical  Association  Address 

P.O.Box  10946 
Chicago,  IL  60610-0946 

City/State/Zip. 


Type  of  Form 

# of  Cartons 

Single  Form, 

OP  501 

1-page,  100  per  pad, 

(&$34.10/ctn. 

ten  pads. 

$ 

Snap-out  Form,  2 

OP  502 

part,  original/carbon. 

(£  $49.50/ctn. 

(1000  per  carton). 

$ 

Continuous  Form,  2 

part,  original/carbon 

OP  503 

for  computer  printers 

(a  $51 ,75/ctn. 

(1000  per  carton). 

$ 

Subtotal  $ 
Less  1 0%  discount 
(AMA  Members)  $ 

Sales  tax  (IL,  NY 
residents)  $ 


For  information  on  purchasing 
quantities  of  10  or  more  cartons, 
call  the  AMA  Order  Department, 

(312)  280-7168. 

• Payment  must  accompany  order. 

• Please  allow  2-4  weeks  for  delivery. 

• Prices  subject  to  change  without  notice 

□ Enclosed  is  my  check/money  order 

payable  to  the  AMA  for  $ 

□ Charges to  my: 

□ MasterCard  □ Visa 

Card  No: 

Exp.  Date: 

Signature: 

Phone  # : 


$ 


TOTAL 


02BM011CF4 


ROCHE 

ME 

MEDICATION 

EDUCATION 


The  New  Roche  Product  Books 


• Offer  a supplement  to,  not  a substitute  for,  patient  contact 

• Support  your  specific  instructions  to  the  patient 

• Provide  a permanent  general  reinforcement  of  your  oral  counseling 


An  ongoing  Roche  commitment  to  patient  education 

Roche  has  always  believed  that  knowledge  is  each  individual’s  key  to  good 
health  and  has  long  been  committed  to  providing  health  care  information  to 
both  professionals  and  the  public.  However,  we  have  also  always  believed  that 
the  health  care  professional  is  and  should  be  the  prime  source  of  medication  in- 
formation to  patients.  The  Roche  Medication  Education  (ME)  program,  begun 
in  1978,  is  one  example  of  this  commitment. 

In  the  past  seven  years,  over  50  million  “WHAT  IF’’  and  “HOW  TO”  booklets 
have  been  provided  by  Roche  for  distribution  to  patients  by  physicians  and 
other  health  care  professionals. 

Because  you  are  the  prime  source  of  medication  information  for  your  patients, 
we  invite  you  to  look  over  the  booklets  listed  below  and  request  a complimen- 
tary supply  of  those  applicable  to  your  practice. 

Complete  the  coupon  and  mail  it  to  Professional  Services  Department,  Roche 
Laboratories,  Division  of  Hoffmann-La  Roche  Inc.,  Nutley,  New  Jersey  07110. 


NAME 


STREET  ADDRESS 

CITY 


Medicines  that  matter 
from  people  who  care 


STATE 


ZIP 


ROCHE 

MEDICATION 

ME 

EDUCATION 


We  Wrote  the  Books  on  Patient 
Medication  Education... 


Copyright  © 

1986  by  Hoffmann-La  Roche  Inc. 
and  Roche  Products  Inc. 

All  rights  reserved. 
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You,  your  medical  problem 
and  your  treatment  with 


You,  your  medical  pr 
and  your  treatment 
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You,  your  medical  problem 
and  your  treatment  with 


You,  your  medical  problem 
and  your  treatment  with 


VALIUM 


brand  of  trimethoprim 
and  sulfamethoxazole/Roche 


brand  of  diazepam/Roche  <3 


To  order  a complimentary  supply  of  Roche  Product  Books,  please  see  preceding  page. 


THE  FRANCIS  A.  COUNTWAY 
library  of  medicine 

BOSTON,  MA 
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Malpractice: 

I < n*l  l e A Tar&et... 


Your  office  staff  may  be  working  against 
you  in  avoiding  a malpractice  lawsuit. 

Patients  often  get  an  impression  of  you  as 
a physician  by  the  way  they  are  treated  in 
your  office  — even  before  they  see  you.  Yet 
office  staff  generally  get  little  guidance  in 
this  important  area. 

To  help  the  members  of  your  office  staff, 
Mutual  Assurance  offers  a comprehensive 
loss  prevention  program  for  them. 

Using  audio  tapes  and  detailed  workbooks, 
the  program  delivers  custom  instruction  to 
your  receptionist,  your  office  manager,  your 


billing  clerk  and  your  nurses.  And  unlike  cost- 
ly seminars,  the  program  can  be  reused  time 
and  time  again  for  refresher  courses  and  for 
new  employees. 

The  program  includes  written  examinations 
for  each  member  of  your  staff.  The  examina- 
tion is  graded  by  an  educational  testing  ser- 
vice and  returned  for  your  review  and 
follow-up. 

The  cost  — $85.  To  order  your  set  of  five 
tapes  and  workbooks,  call  1-800-272-6401 
(Toll  Free)  or  933-7280  in  Birmingham. 


m 


.Mutual 

Assurance 


It's  Your  Company  Use  It! 


OFFICE  OF  PUBLICATION:  P.O  Box  1900-C,  Montgomery,  Alabama  36197-4201 . Subscription  Prices:  member,  $15.00;  non-member,  $30.00  per  year,  $2.50  per  copy.  Second 
class  postage  paid  at  Montgomery,  Alabama  and  at  additional  mailing  offices.  Published  monthly  by  The  Medical  Association  of  The  State  of  Alabama  at  19  South  Jackson  Street, 
Montgomery,  Alabama  36197-4201. 


Out  Patient 

Diagnostic  Radiology  Center 


Alabama's  Most  Modern  Facilities  Available 

f 

C.A.T.  Scan 

Head  and  total  body  scan 

Ultrasonography 

Studies  during  pregnancy,  gallbladder,  etc. 

Mammography 

Low  level  radiation  cancer  survey 

General  Diagnostic  Radiology 

Certified  black  lung  survey,  G.l.  studies,  I.V.P,  tomography,  etc. 

Diagnostic  testing  and  report  within  24  hours 


Norwood  Clinic 

1 625  25th  Street  North 
Birmingham,  Alabama 

Appointments  call  (205)252-0261 

250-6837 
WATS  Line  1-800-272-6481 


Information  for  Authors 
Concerning  Manuscripts 


Manuscripts  should  be  typewritten,  double  spaced 
on  white  paper  8‘/2xl  1 inches  with  adequate  margins. 
Two  copies  should  be  submitted.  Authority  for  approv- 
al of  all  contributions  rests  with  the  Editor.  Alabama 
Medicine  reserves  the  right  to  edit  any  material  submit- 
ted. The  publishers  accept  no  responsibility  for  opin- 
ions expressed  by  contributors. 

Style:  The  first  page  should  list  title  (please  be  brief), 
the  author  (or  authors),  degrees,  and  any  institutional  or 
other  credits.  Bibliographies  must  contain,  in  the  order 
given:  Name  of  author,  title  of  article,  name  of 
periodicals  with  volume,  page,  month  — day  of  month 
if  weekly  — and  year.  Number  should  be  limited  to 
absolute  minimum.  References  should  be  numbered 
consecutively  in  order  in  which  they  appear  in  the  text. 

The  Sty lebookl Editorial  Manual , published  by  the 
AMA,  is  the  general  reference  for  questions  of  style.  It 
is  particularly  useful  in  the  proper  presentation  of  data. 
When  conflicts  occur  between  usage,  etc. , by  an  author 
and  the  stylebook,  these  will  be  resolved  in  favor  of  the 
author  if  his  method  is  persuasive  and  logical. 

Helpful  to  many  writers  is  The  Elements  of  Style  by 
William  Strunk,  Jr.,  and  E.  B.  White,  which  empha- 
sizes brevity,  vigor  and  clarity. 


Final  authority  on  grammar  is  Webster's  New  Inter- 
national, Unabridged.  Second  Edition. 

Length  of  Articles:  Articles  should  not  exceed 
3,000  words  (approximately  3-4  printed  pages).  Under 
exceptional  circumstances  only  will  articles  of  more 
than  4,000  words  be  published. 

Illustrations:  Illustrations  should  be  numbered  con- 
secutively and  indicated  in  the  text.  The  number,  in- 
dication of  the  top,  and  the  author's  name  should  be 
attached  to  the  back  of  each  illustration.  Legend  should 
be  typed,  numbered,  and  attached  to  each  illustration. 
Photographs  should  be  clear  and  distinct;  drawings 
should  be  made  in  black  ink  on  white  paper.  For  photo- 
graphs, glossy  prints  are  preferred. 

Reprints:  Reprint  orders  should  be  returned  at  once. 
Prices  for  reprints,  based  on  number  of  pages,  will  be 
furnished  upon  request  by  MASA  Services.  Com- 
munications should  be  addressed  to  Alabama  Medi- 
cine, The  Medical  Association  of  the  State  of  Alabama. 
P.  O.  Box  1900-C,  Montgomery.  Alabama  36197. 
Telephone  (205)  263-6441,  or  (toll-free  in  Alabama) 
1-800-392-5668. 


Specializing  in  the  treatment  of  alcoholism  and  drug  dependency  conditions 
311  Jones  Mill  • Statesboro,  Georgia  30458  • 912-764-6236  • JCAH  Accredited 


Alabama 

Medicine 

Journal  of  the  Medical  Association  of  the  State  of  Alabama 


VOL.  56,  NO.  6,  DECEMBER  1986 


(USPS  284720) 

ISSN  0738-4947 

OFFICE  OF  PUBLICATION:  P.0  Box  1900-C,  Montgomery. 
Alabama  36197-4201.  Subscription  Prices:  member,  $15.00;  non- 
member. $30.00  per  year.  $2.50  per  copy.  Second  class  postage 
paid  at  Montgomery  . Alabama  and  at  additional  mailing  offices. 
Published  monthly  by  The  Medical  Association  of  The  State  of 
Alabama  at  19  South  Jackson  Street,  Montgomery.  Alabama 
36197-4201. 

POSTMASTER:  Send  address  changes  to  Ala- 
bama Medicine,  P.O.  Box  1900-C,  Montgom- 
ery, AL  36197-4201. 

Established  1931,  published  by  and  for  The  Medical  Association 
of  the  State  of  Alabama  for  open  and  responsible  discussion  of 
matters  relevant  to  medicine  and  other  fields  of  interest  to  phy- 
sicians. Conclusions  and  opinions  expressed  herein  are  those  of 
the  individual  authors.  No  portion  of  this  publication  may  be 
reproduced  in  any  form,  including  electronic,  without  written 
consent.  Publishers  reserve  the  right  to  reject  any  advertising 
with  or  without  explanation. 

Copyright  1986  by  the  Medical  Association 
of  the  State  of  Alabama 

EDITOR-IN-CHIEF 
William  L.  Smith.  M.D.,  Montgomery 
ASSISTANT  EDITOR 
Wm.  H.  McDonald,  Montgomery 
ADVERTISING  & DESIGN 
Amy  E.  Drone.  Montgomery 

OFFICERS  OF  THE  ASSOCIATION:  President  — Kenneth  C. 
Yohn.  M.D.  (1987).  Eufala;  President  Elect  — Carl  A.  Grote. 
M.D.  (1987).  Huntsville;  Immediate  Past  President  — Julius 
Michaelson.  M.D.  (1987).  Foley;  Vice-President  — Ellann 
McCrory.  M.D.  ( 1987).  Ft.  Payne;  Speaker.  House  of  Delegates 
— J . Kendall  Black.  Jr..  M.D  (1986).  Huntsville;  Vice-Speaker. 
House  of  Delegates  — Richard  O.  Russell.  Jr..  M.D.  (1986). 
Birmingham.  Secretary -Treasurer  — William  L.  Smith.  M.D. 
(1991).  Montgomery. 

DELEGATES  AND  ALTERNATES  AMERICAN  MEDICAL 
ASSOCIATION  (Terms  expiring  December  31  of  year  shown) 

1986  Delegates  — Julius  Michaelson.  M.D..  Foley;  William  T. 
Wright.  M.D..  Mobile;  William  A.  Lcitner,  M.D..  Birmingham. 

1987  Delegates  — William  H Cooner.  M.D..  Mobile;  Ronald 
E.  Henderson.  M D . Birmingham  1988  Delegates  — Julius 
Michaelson.  M.D..  Foley:  William  T.  Wright,  M.D.,  Mobile; 
William  A.  Lcitner.  M.D  . Birmingham.  1986  Alternates  — 
Alfred  Habccb.  M.D  . Birmingham,  Carl  A.  Grote.  Jr..  M.D.. 
Huntsville:  Jon  E.  Sanford.  M.D.,  Fayette.  1987  Alternates  — 
William  L.  Smith.  M.D..  Montgomery;  Edgar  W.  Branyon.  Jr., 
M.D.,  Anniston.  1988  Alternates  — Carl  A.  Grote.  Jr..  M.D., 
Huntsville;  Jon  E.  Sanford.  M.D.,  Fayette;  Kenneth  C.  Yohn. 
M.D.,  Eufala. 

THE  STATE  BOARD  OF  CENSORS:  W Earle  Riley.  M.D.. 
Chairman  (1987)*,  Fairfield;  William  D.  La/.cnby.  M.D..  Vice 
Chairman  (1991)*.  Opelika;  Kenneth  C.  Yohn.  M.D.  (1987). 
Eufala;  Carl  A Grote,  Jr..  M.D.  (1987).  Huntsville;  Julius  Mi- 
chaelson. M.D.  (1987).  Foley;  James  E.  West.  M.D.  (1987). 
3rd  District.  Anniston;  William  C.  Waller.  M.D  (1987)*.  Mont- 
gomery; Ira  B Patton.  M.D  (1988).  4th  District.  Onconta;  Gar- 
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If  choosing  an  HMO  has  you  going  in  all 
directions,  let  us  steer  you  straight. 


Choosing  an  alternative  health  benefits  plan  for  your  employees 
can  be  a bumpy  road.  From  one  HMO  to  the  next,  they  all  seem  to  be 
saying  the  same  things.  And  you’re  not  sure  which  way  to  turn. 

Complete  Health  can  point  you  in  the  right  direction.  Because 
Complete  Health  is  more  than  a health  plan. 

Complete  Health  is  a unique  partnership  of  local  doctors,  local 
hospitals  and  local  business  leaders  who  have  combined  their 
talents  to  create  a health  care  delivery  and  coverage  system  that  is 
second  to  none.  Unlike  some  HMOs,  we  have  sound  financial  back- 
ing and  real  staying  power  because  of  our  two  principal  sharehold- 
ers—the  Torchmark  Corporation  and  the  Medical  Advancement 
Foundation,  a non-profit  affiliate  of  the  University  of  Alabama 
Health  Sendees  Foundation. 

Complete  Health  really  is  complete,  providing  all  the  medical 
sendees  and  coverages  for  all  your  employees  and  their  family 
members.  We  are  not  a secondary  health  plan,  nor  is  there  a need 
for  such  a plan  w ith  Complete  Health.  And,  since  we  are  locally 
ow  ned  and  operated,  we  can  handle  the  processing  and  manage- 
ment of  your  benefits  program  more  quickly,  efficiently  and  con- 
veniently than  companies  headquartered  out  of  state. 

The  Complete  Health  computer  system  was  designed  especially 
for  us,  and  we  are  ready  to  put  that  technology  to  work  for  you  in 
two  ways:  first,  our  computer  system  gives  us  the  flexibility  to 
choose  from  a vast  array  of  benefit  options,  creating  a customized 
health  coverage  program  that  fits  your  company’s  needs  and 
budget:  then,  this  same  system  provides  continuous  monitoring  of 
your  program  through  utilization  and  cost  reports. 

Complete  Health  cuts  your  administrative  time  to  a minimum, 
with  Member  Serv  ices  representatives  available  to  assist  your 
employees  directly.  Set  monthly  premiums  enable  you  to  plan  for 
the  cost  of  your  coverage.  And,  because  of  our  emphasis  on  preven- 
tive care  and  fitness,  Complete  Health  encourages  your  employees 
to  stay  healthy  and  on  the  job. 

Complete  Health  members  are  free  to  choose  a Personal  Physi- 


cian from  over  170  participating  family  practitioners,  internists 
and  pediatricians  in  the  Birmingham  area  alone.  More  than  750 
specialists  are  available  for  more  intensive  treatment.  And  mem- 
bers are  assured  of  excellent  care  through  our  network  of  strategi- 
cally located  hospitals.  Our  Birmingham  network  includes:  The 
University  of  Alabama  Hospitals,  AMI  Brookwood  Medical  Center, 
Bessemer  Carraway  Medical  Center,  Lloyd  Noland  Hospital,  Medi- 
cal Center  East,  St.  Clair  Regional  Hospital,  The  Children’s  Hospi- 
tal and  The  Eye  Foundation  Hospital. 

With  Complete  Health,  your  employees  and  their  families  have 
comprehensive,  world-wide  coverage— 24  hours  a day,  seven  days 
a week— w ith  no  claim  forms  or  other  confusing  paperwork.  Bir- 
mingham members  have  the  convenience  of  filling  prescriptions  at 
any  area  Big  B drug  store,  and  they  have  access  to  both  locations  of 
SportPlex  fitness  centers  for  individual  and  group  exercise. 

Anyone  can  offer  you  a health  plan.  Before  you  find  yourself 
headed  in  the  wrong  direction,  give  us  a call.  Because  Complete 
Health  is  more  than  a health  plan. 

FREE  pocket  road  atlas  when  a Complete  Health  representative 
visits  you. 


More  than  a health  plan. 

In  Birmingham,  933-7661;  in  Alabama,  1-800-654-5507. 

2160  Highland  Avenue  • Suite  100  • Birmingham,  Alabama  35205 
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The  Self-Interest  of  Bureaucrats 


Back  in  October,  many  liberal  economists  were  ap- 
palled when  the  Nobel  Prize  in  Economic  Science 
for  1986  went  to  a well-known  conservative,  James 
M.  Buchanan,  Ph.D. 

Since  the  salad  days  of  Lord  Keynes,  whose  theories 
on  the  uses  of  deficit  spending  by  governments  to 
stimulate  the  private  sector  contributed  massively  to 
the  rationale  of  the  New  Deal,  it  has  not  been  fash- 
ionable to  consider  the  self-interest  role  of  bureaucrats 
and  elected  representatives. 

Liberal  economists  and  their  adherents  are  wont  to 
regard  government  as  essentially  benign  and  without 
selfish  motives.  Dr.  Buchanan,  soon  after  he  earned 
his  doctorate  at  the  University  of  Chicago,  began  to 
think  differently.  At  first  ignored,  in  time  he  was  to 
become  a leading  exponent  of  “public  choice  theory." 
Central  to  that  theory  is  that  government,  and  those 
who  serve  government,  may  be  the  single  most  im- 
portant player  in  our  economy. 

This  should  seem  elementary  enough,  certainly  to 
most  physicians,  but  it  was  blasphemy  to  whole  squad- 


rons of  doctrinaire  economic  theoreticians.  Dr.  Bu- 
chanan has  been  credited  by  some  (blamed  by  others) 
with  providing  the  intellectual  underpinnings  to  the  tax 
revolt  in  this  country,  the  balanced  budget  movement, 
and  other  heresies,  specifically  including  the  1978 
Proposition  1 3 in  California,  a shot  heard  around  every 
legislative  chamber  in  the  country. 

Dr.  Buchanan  went  back  to  Hobbes  and  Adam  Smith 
for  much  of  his  argument  that  representative  democ- 
racy and  government  bureaucracy  have  distorted  eco- 
nomic policy  and,  in  the  process,  created  a constitu- 
tional crisis  in  the  industrialized  democracies.  That  this 
crisis  exists,  almost  no  one  disputes.  The  debate  is 
over  who  or  what  is  principally  the  cause.  Buchanan 
has  pointed  the  finger  to  government  itself.  Most  other 
economists  gasp  in  horror  at  his  impropriety. 

In  a 1979  article,  which  set  the  tone  for  the  influence 
he  was  already  beginning  to  achieve.  Dr.  Buchanan 
wrote: 

"...  Modern  government  is  complex  and  many- 
sided,  so  much  so  it  would  be  impossible  for  legis- 
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latures  to  make  more  than  a tiny  fraction  of  all  the 
genuine  policy  decisions.  Discretionary  power  must 
be  granted  to  be  bureaucrats  over  wide  ranges  of  de- 
cision. Further,  the  bureaucracy  can  manipulate  the 
agenda  for  legislative  action  for  the  purpose  of  securing 
outcomes  favorable  to  its  own  interests.  The  bureauc- 
racy can  play  off  one  set  of  constituents  against  oth- 
ers.” 

A careful  reading  of  those  words  should  suggest  to 
American  physicians  how  they  have  been  used  and 
abused  by  the  HCFA  bureaucracy;  how  the  self-interest 
of  bureaucrats  in  maintaining  and  expanding  their  power 
has  often  been  directed  at  painting  the  physician  as 
grasping  and  greedy,  thus  to  “manipulate  the  agenda,” 
in  Dr.  Buchanan's  words,  to  “play  off  one  set  of 
constituents  against  others.” 

Dr.  Buchanan  is  right  on  the  money  too  when  he 
contends  that  one  of  the  most  powerful  forces  in  Amer- 
ican economics  is  the  lust  of  politicians  to  perpetuate 
themselves  in  office  by  kowtowing  to  large  and  pow- 
erful pressure  groups  in  the  electorate.  Far  from  being 
benign,  he  thus  argues,  government  often  has  been  a 
malign  force  in  the  economy.  Worse,  these  less  than 
Solomonic  instincts  of  officeholders  provide  the  li- 
cense for  bureaucrats  to  pursue  their  own  interests. 

It  was  Buchanan  who  persisted  in  asking  the  ques- 
tion, infuriating  other  economists,  about  the  self-in- 
terest of  bureaucrats.  Flere  is  another  quote  from  that 
1979  article: 

“ . . . The  implementation  of  policy,  the  actual 
process  of  government,  remains  with  persons  who  hold 
positions  in  the  bureaucracy.  How  do  these  persons 
behave?  How  are  the  conflicts  between  their  own  in- 
terests and  those  of  the  voters  reconciled?” 

This  seems  a reasonable  line  of  inquiry  to  me,  as  I 
am  sure  it  does  to  you.  But  not  to  liberal  economists, 
who  climb  the  walls  in  horror  over  his  suggestion  that 
the  vast  apparatus  of  government  is  anything  but  a 
benign  extension  of  the  public  choice. 

Dr.  Buchanan  has  argued,  persuasively  I think,  that 
the  structure  of  government  has  become  a thing  apart 
from  public  choice,  and  often  inimical  to  that  choice. 

Again,  I am  not  shocked;  sounds  almost  trite  to  me. 
When  the  voters  of  California  rose  up  in  anguish  over 
property  taxes  eight  years  ago  and  passed  Proposition 
13  by  a margin  of  2 to  1 . they  sent  shock  waves  across 
the  country.  The  invisible  hand  in  those  voting  booths 
was  that  of  Dr.  Buchanan,  who  had  inspired  Mr.  Jarvis 
(the  prime  mover  of  the  initiative),  just  as  he  is  the 
inspiration  behind  many  neoconservatives,  along  with 
more  than  a few  lawmakers.  Among  the  latter  is  Phil 
Gramm,  the  Texas  Senator  whose  name  is  in  the  title 
of  the  Gramm-Rudman-Hollings  law.  Senator  Gramm 
has  repeatedly  acknowledged  his  debt  to  Dr.  Bu- 
chanan. 


The  newest  justice  on  the  U.S.  Supreme  Court,  An- 
tonin Scalia,  is  another  of  Buchanan’s  followers.  Judge 
Scalia  has  already  distinguished  himself  for  his  in- 
novative search  for  economic  self-interest  in  the  legal 
analysis  of  complicated  cases. 

Aaran  Wildavsky,  another  disciple,  is  the  political 
scientist  whose  ideas  for  tax  reform,  deregulation,  and 
fiscal  sanity  flowed  directly  from  Dr.  Buchanan,  as 
Wildavsky  has  acknowledged. 

Perhaps  my  own  attraction  to  Dr.  Buchanan  is  that 
his  theories  seem  so  simple  and  so  obvious.  Most 
economists  write  in  a code  I have  as  yet  to  decipher. 
Dr.  Buchanan  does  not  shy  from  asking  questions  that 
others  of  his  calling  think  gauche,  as  in  the  example 
cited  above:  Don’t  bureaucrats,  to  whom  have  been 
delegated  most  of  the  actual  power  of  government, 
have  a self-interest?  Of  course  they  do. 

Whatever  might  be  said  for  Gramm-Rudman,  passed 
in  this  holiday  month  just  a year  ago,  it  was  ( 1 ) a frank 
confession  by  Congress  that  the  bureaucracy  ran  things 
anyway  and  (2)  the  bureaucrats  were  not  subject  to 
reprisal  at  the  polls,  as  congressmen  are.  When  you 
think  about  it,  that  was  an  astounding  confession  and 
a powerful  revelation  of  precisely  what  Dr.  Buchanan 
has  been  saying  all  along. 

It’s  also  frightening.  The  AMA  has  fought  the  good 
fight  in  Washington  but  has  virtually  admitted  in  recent 
articles  in  AM  News  that  so  much  of  what  passes  for 
legislation,  in  the  current  practice  of  concurrent  res- 
olutions, is  done  in  closed  sessions  with  HCFA  bu- 
reaucrats that  AMA  lobbyists  can  have  little  influence. 
Buchanan  again. 

It  is  my  hope  that  the  Nobel  award  to  this  common- 
horse-sense  economist,  a man  who  looks  in  the  shad- 
ows that  others  of  his  profession  dance  nimbly  by,  will 
focus  even  more  attention  on  his  warnings  that  public 
choice  is  being  systematically  distorted  by  the  Levi- 
athan that  government  has  become. 

Since  that  is  a cheerless  note  on  which  to  end  a 
column  in  this  festive  and  holy  month,  let  me  make 
amends:  Best  wishes  for  the  holidays,  and  may  the 
New  Year  bring  that  kind  of  peace,  serenity  and  pride 
in  your  noble  calling  that  will  eclipse  all  the  rancor  of 
recent  years. 
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Consider  the 
causative  organisms. . . 


250-mg  Pulvules  t.i.d. 

offers  effectiveness  against 
the  major  causes  of  bacterial  bronchitis 

Haemophilus  influenzae,  H influenzae,  Streptococcus  pneumoniae,  Streptococcus  pyogenes 

(ampiciilin-susceptible)  (ampicillin-resistant) 


Note:  Ceclor " is  contraindicated  in  patients  with  known  allergy 
to  the  cephalosporins  and  should  be  given  cautiously  to  penicillin- 
allergic  patients. 


Penicillin  is  the  usual  drug  of  choice  in  the  treatment  and 
prevention  of  streptococcal  infections,  including  the  prophylaxis 
of  rheumatic  fever.  See  prescribing  information. 


Ceclor  (cefaclor) 

Summary  Consult  the  package  literature 
for  prescribing  information 
Indications:  Lower  respiratory  infections, 
including  pneumonia,  caused  by  sus- 
ceptible  strains  of  Streptococcus  pneu 
moniae.  Haemophilus  mtluemae  and 
S pyogenes  (group  A beta-hemolytic 
streptococci) 

Contraindications:  Known  allergy  to 
cephalosporins 

Warnings:  CECLOR  SHOULD  BE  ADMIN- 
ISTERED CAUTIOUSLY  TO  PENICILl  IN 
SENSITIVE  PATIENTS  PENICILLINS 
AND  CEPHALOSPORINS  SHOW  PARTIAL 
CROSS-ALLERGENICITY  POSSIBLE 
REACTIONS  INCLUDE  ANAPHYLAXIS 

Administer  cautiously  to  allergic 
patients 

Pseudomembranous  colitis  has  been 
reported  with  virtually  all  broad-spectrum 
antibiotics  It  must  be  considered  in 
differential  diagnosis  of  antibiotic- 


associated  diarrhea  Colon  flora  is  altered 
by  broad-spectrum  antibiotic  treatment, 
possibly  resulting  in  antibiotic-associated 
colitis. 

Precautions: 

• Discontinue  Ceclor  in  the  event  of 
allergic  reactions  to  it 

• Prolonged  use  may  result  in  overgrowth 
of  nonsusceptible  organisms 

• Positive  direct  Coombs'  tests  have 
been  reported  during  treatment  with 
cephalosporins 

• In  renal  impairment,  safe  dosage  of 
Ceclor  may  be  lower  than  that  usually 
recommended  Ceclor  should  be  admin- 
istered with  caution  in  such  patients 

• Broad-spectrum  antibiotics  should  be 
prescribed  with  caution  in  individuals 
with  a history  of  gastrointestinal 
disease,  particularly  colitis 

• Safety  and  effectiveness  have  not  been 
determined  in  pregnancy,  lactation,  and 
infants  less  than  one  month  old  Ceclor 


penetrates  mother's  milk  Exercise 
caution  in  prescribing  for  these  patients 

Adverse  Reactions:  (percentage  of 
patients) 

Therapy-related  adverse  reactions  are 
uncommon  Those  reported  include 
■ Gastrointestinal  (mostly  diarrhea)  2 5% 

• Symptoms  of  pseudomembranous 
colitis  may  appear  either  during  or  after 
antibiotic  treatment 

• Hypersensitivity  reactions  (including 
morbilliform  eruptions,  pruritus,  urticaria, 
erythema  multiforme,  serum-sickness- 
like reactions)  1 5%  usually  subside 
within  a few  days  after  cessation  of 
therapy  These  reactions  have  been 
reported  more  freguently  in  children 
than  in  adults  and  have  usually  occurred 
during  or  following  a second  course  of 
therapy  with  Ceclor  No  serious  sequelae 
have  been  reported  Antihistamines 
and  corticosteroids  appear  to  enhance 
resolution  ol  the  syndrome 


• Cases  of  anaphylaxis  have  been  reported, 
half  of  which  have  occurred  in  patients 
with  a history  of  penicillin  allergy 

• Other  eosinophilia.  2%;  genital  pruritus 
or  vaginitis,  less  than  1% 

Abnormalities  in  laboratory  results  of 

uncertain  etiology 

• Slight  elevations  in  hepatic  enzymes 

• Transient  fluctuations  in  leukocyte 
count  (especially  in  infants  and  children) 

• Abnormal  urinalysis,  elevations  in  BUN 
or  serum  creatinine 

• Positive  direct  Coombs'  test 

• False-positive  tests  lor  urinary  glucose 
with  Benedict  s or  Fehling's  solution  and 
Clinitest'  tablets  but  not  with  Tes-Tape' 
(glucose  enzymatic  test  strip.  Lilly) 

e 1986  ELI  LILLY  AND  COMPANY  I060485LRI 
Additional  ntormalmn  available  to  the 
profession  on  tea vest  trom  [li  Lilly  and 
Company  Indianapolis  Indiana  46PS5 

Eli  Lilly  Industries.  Inc 

Carolina  Puerto  Rico  00630 
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They’re  off 
to  a good 
time... 
on  your 
money 


What  a shock  it  is  to  learn  that  one’s  trust  has  been  misplaced.  Or 
one’s  patience  abused.  But  it  happens. 

There  are  people  who  finance  good  times  with  interest-free  loans. 
Loans  in  the  form  of  slowing  payments  to  creditors  whose  trust  and 
patience  is  mistaken  for  weakness. 

Leam  how  I.C.  System  can  help 
keep  your  money  coming  in  on 
time.  Fill  out  this  card  and  mail  it 
in  to  find  out  how 


The  System 
Works 


Tell  me  more  about  the  I.C.  System  program. 


I.C.  SYSTEM,  INC. 

ACCOUNTS  RECEIVABLE  CONTROL  SERVICE 

444  East  Highway  96 
P.O.  Box  43639 
St.  Paul,  MN  53164 

Name  (Firm)  

Address  

City State Zip 

Signed 

Title 


Form  No.  3340 
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ibuprofen 
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Before  prescribing  see  complete  prescribing  information  in  SK&F  CO. 
literature  or  PDR  The  following  is  a brief  summary 


WARNING 

This  drug  is  not  indicated  for  initial  therapy  of  edema  or  hyperten- 
sion Edema  or  hypertension  requires  therapy  titrated  to  the  individual. 
II  this  combination  represents  the  dosage  so  determined,  its  use 
may  be  more  convenient  in  patient  management.  Treatment  of  hyper- 
tension and  edema  is  not  static,  but  must  be  reevaluated  as  con- 
ditions in  each  patient  warrant. 


Contraindications:  Concomitant  use  with  other  potassium-sparing  agents 
such  as  spironolactone  or  amiloride  Further  use  in  anuria,  progressive 
renal  or  hepatic  dysfunction,  hyperkalemia.  Pre-existing  elevated  serum 
potassium  Hypersensitivity  to  either  component  or  other  sulfonamide- 
derived  drugs. 

Warnings:  Do  not  use  potassium  supplements,  dietary  or  otherwise, 
unless  hypokalemia  develops  or  dietary  intake  of  potassium  is  markedly 
impaired  If  supplementary  potassium  is  needed,  potassium  tablets 
should  not  be  used  Hyperkalemia  can  occur,  and  has  been  associated 
with  cardiac  irregularities.  It  is  more  likely  in  the  severely  ill,  with  urine 
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A Good  Year  Dodging  Bullets 


When  1986  began,  the  air  was  thick  with  predic- 
tions that  the  irresistible  force  of  alternative 
health  care  systems,  particularly  HMOs,  would  crush 
everything  in  its  path.  Private  fee-for-service  practice 
was  doomed,  we  learned  as  the  year  began. 

In  an  interview  with  MASA  Communications  Di- 
rector Bill  McDonald  in  February,  I told  him  that  the 
public  would,  sooner  or  later,  turn  against  collectivized 
medicine  and  that,  in  any  case,  it  could  never  achieve 
the  objectives  of  high-quality  medicine  at  bargain- 
basement  prices. 

That  was  a leap  of  faith:  everywhere  I turned  in 
early  1986  the  news  front  was  disheartening  for  private 
practice.  Pundits  were  exhorting  us  to  accept  our  fate, 
that  traditional  care  was  doomed,  and  that  most  pa- 
tients and  doctors  would  be  locked  into  some  kind  of 
medical  commune  very  shortly. 

Then  spring  came  and  with  it  some  trickles,  not  yet 
a torrent,  to  suggest  that  the  HMO  ice  cap,  the  one 


that  was  supposed  to  envelop  us  all  in  its  inexorable 
movement,  had  begun  to  melt,  even  sooner  than  1 had 
expected. 

First  there  was  the  IMC  Medicare  HMO  scandal  in 
South  Florida,  where  the  nation's  largest  enroller  of 
Medicare  patients  was  found  to  be  so  diluting  care  that 
a congressional  investigation  labeled  it  a scandal. 

But  if  corporate  collectivism  was  having  its  prob- 
lems herding  folks  together,  some  physician-run  plans 
weren’t  doing  a lot  better.  The  Austin,  Texas,  Inde- 
pendent Practice  Association,  fathered  by  physicians 
in  their  attempt  to  head  off  HMOs  at  the  pass,  reported 
losses  of  $3.1  million  last  year  and  was  running 
$500,000  a month  in  the  red  through  most  of  this  year. 

Even  in  the  acknowledged  birthplace  of  the  modern 
HMO  movement,  the  Twin  Cities  of  Minneapolis-St. 
Paul  (often  called  “HMOville”)  the  jury  was  still  out 
on  HMOs,  14  years  after  they  had  begun  there.  To  be 
sure,  HMO  Guru  Paul  Ellwood.  M.D.,  was  still  bravely 
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predicting  that  90-95%  of  the  population  would  belong 
to  HMOs  of  the  future.  But  negative  comments  from 
employers,  physicians,  and  patients  pretty  well  drowned 
him  out. 

Not  only  were  HMOs  not  saving  money  in  the  Twin 
Cities,  they  were  skimping  on  health  care  — a self- 
fulfilling  prophecy  since  the  beginning.  (Meanwhile, 
far  to  the  South,  Mayo  Clinic  opened  a fee-for-service 
facility  in  Florida,  amid  rave  reviews  and  advance 
appointments  booking  it  solid  for  many  months,  even 
before  it  had  opened  its  doors  or  launched  a marketing 
effort.) 

About  the  time  Humana  was  reporting  its  first  loss 
in  15  years,  and  American  Medical  International  its 
first  loss  ever,  hard-eyed  brokers  began  to  give  bottom- 
line  assessments  like  this  one  from  Bateman  Eichler, 
Hill  Richards,  of  Los  Angeles:  Publically  held  HMOs 
have  “declined  steadily  and  significantly’’  since  No- 
vember 1985;  the  “key  ratio’’  has  dropped  40%. 

Noting  the  demise  of  such  former  high-flyers  as  Bay 
Pacific,  HealthAmerica,  Peak  Health  Care  and  Amer- 
ican Medical  Centers,  the  firm  said  only  Maxicare  and 
US  Health  had  a stable  earning  pattern.  And  nearly 
all  of  their  earnings  came  from  investment  income 
rather  than  operations,  the  firm  continued,  adding: 
“Even  we  have  been  surprised  at  the  recent  rapid  pace 
of  the  consolidation  movement,”  as  chains  collapsed, 
to  be  absorbed  by  others. 

So  what  happened  between  January  and  early  fall? 
The  chickens  came  home  to  roost,  that’s  all.  By  the 
first  cool  weather  of  October  the  pundits  who  had  been 
predicting  last  winter  that  HMOs  would  take  over  the 
world  began  changing  their  tune  again.  Now  the  world 
of  medicine  would  be  consumed  by  PPOs,  they  pre- 
dicted. which  had  suddenly  become  hotter  than  HMOs. 
Stay  tuned. 

In  late  summer  the  Rand  Corporation  reported,  after 
a three-year  study,  that  Americans  liked  fee-for-serv- 
ice medicine  better  than  HMO  medicine-by-the-num- 
bers.  No  surprise  there  either. 

* * * 

So  much  for  the  prophets  of  doom  and  their  cracked 
crystal  balls. 

Your  Association  began  the  year  with  the  major 
unfinished  business  from  1985  being  tort  reform.  When 
Gov.  George  C.  Wallace  addressed  the  regular  session 
of  the  Legislature  on  its  opening  day  Jan.  14,  he  said 
(supporting  our  cause);  “Trial  lawyers  are  getting  fat 
and  everybody  else  is  paying  through  the  nose.” 

Thanks  in  great  measure  to  many  of  you  working 
on  your  legislators,  and  to  the  hundreds  of  others  who 
descended  on  the  House  Ways  & Means  Committee 
March  5,  we  convinced  the  House.  Our  bill,  HB  213, 
passed  the  lower  chamber  three  weeks  later  by  a re- 
sounding vote  of  74-24,  better  than  3 to  1 . 

That  it  died  in  a Senate  committee  when  the  Leg- 
islature adjourned  in  April  was  the  handiwork  of  the 
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Lieutenant  Governor  as  presiding  officer.  Next  year, 

I am  confident,  we  will  make  it  — if  you  rally  round 
the  flag  as  you  did  in  1986. 

Politically,  AlaPAC  and  the  Committee  for  Tort 
Reform  did  all  right  in  setting  the  stage  for  1987:  we 
won  three  out  of  four  of  the  races  we  entered  and 
would  have  won  the  fourth  except  for  an  unprecedented 
dead-ball  foul.  And  even  in  that  we,  along  with  a half- 
million other  Alabamians,  landed  on  our  feet.  Count- 
ing clear  victories  only,  that’s  .750;  plus  a great  many 
local  races  where  we  got  our  candidate  elected  — all 
in  all,  a terrific  performance  by  AlaPAC,  the  CTR, 
our  Governmental  Affairs  Department,  and  all  of  you. 

* * * 

Briefly  noted:  On  Sept.  5,  the  President  of  the  Al- 
abama Bar  Association  wrote  all  members  of  the  state 
bar  to  alert  them  to  the  fact  that  they  were  “caught 
up  in  a real  crisis”  in  the  cost  and  availability  of  legal 
malpractice  insurance.  Welcome. 

* * * 

At  the  regular  monthly  meeting  of  the  Board  of 
Censors  Oct.  15,  the  Association  severed  its  shaky  and 
tenuous  relationship  with  Alabama  Quality  Assurance 
Foundation,  the  state’s  PRO.  The  Board  was  unani- 
mously convinced  that  continued  liaison,  however  lim- 
ited, with  AQAF  was  pointless  in  view  of  HCFA  man- 
dates, including  sanctions,  that  had  left  state  PROs 
with  no  policy-making  autonomy  worthy  of  the  name. 

About  the  same  time,  a Harvard  study  informed  the 
country  that  another  aspect  of  the  cookbook  trend  in 
government  medicine,  DRGs,  really  don't  save  money 
overall.  Non-surprises  came  in  droves  in  1986. 

* * * 

If  the  year  now  ending  has  told  us  anything,  it  may 
be  this:  most  predictions  of  disaster  for  our  profession 
don’t  come  true.  By  and  large,  the  disasters  this  year 
have  come  to  those  who  would  force  the  American 
people  and  the  American  doctor  into  lockstep. 

But  they  are  nothing  if  not  tenacious.  Organized 
medicine  has,  to  be  sure,  taken  its  lumps.  But,  on 
balance,  MASA  came  out  of  the  year  in  far  better  shape 
than  many  of  us  would  have  predicted  12  months  ago. 

I would  be  less  than  honest  if  I said  the  future  looks 
CAVU  (Ceiling  & Visibility  Unlimited).  Doubtless 
1987  will  test  our  mettle  in  many  ways  that  cannot  be 
foreseen.  But,  working  together  in  a cohesive  common 
cause  to  save  our  profession,  we  will  not  only  endure, 
but  prevail. 

Keep  the  faith.  And  best  wishes  for  the  holidays 
and  the  New  Year.  0 
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Do  You  Want  Your  Child 
To  Be  a Doctor? 

Leif  C.  Beck,  J.D.* * 


In  my  constant  discussions  with  privately  practicing 
physicians,  I so  often  hear  a terribly  unsettling 
statement:  “I’ve  enjoyed  medical  practice  until  re- 
cently, but  I certainly  hope  my  son  (or  daughter)  won’t 
go  into  medicine.” 

While  a certain  level  of  frustration  as  to  the  changing 
scene  is  understandable,  I cannot  agree  with  the  thought 
process  behind  that  comment. 

It  puts  directly  before  us  a basic  question  whether 
the  medical  profession  has  really  declined  at  all  and, 
if  so,  whether  the  decline  is  so  severe  that  the  profes- 
sion is  now  undesirable  to  existing  physicians  and  their 
children. 

On  my  broad-based  involvements  with  thousands  of 
doctors  under  a wide  variety  of  personal  and  profes- 
sional concerns,  I do  not  equate  the  changing  scene 
with  decline.  And  if  one  terms  the  changes  (both  al- 
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ready  occurred  and  rapidly  coming  on)  as  “decline,” 
they  still  leave  medicine  as  a highly  desirable  future 
for  bright,  well-motivated  young  people. 

The  “Golden  Era” 

Consider  how  presently  successful  physicians  came 
to  our  present  times.  Practicing  in  the  1960s  and  1970s, 
they  participated  in  the  “golden  era”  of  private  prac- 
tice. There  was  an  explosive  growth  of  new  diagnostic 
capabilities,  curative  therapies  and  dramatic  proce- 
dures which  made  medical  practice  intellectually  de- 
manding but  exhilarating. 

And  an  overwhelming  supply  of  patients  presented 
to  each  good  physician  — as  well  as  too  many  not- 
so-good  doctors.  As  a result,  physicians  succeeded 
both  professionally  and  financially,  often  in  spite  of 
their  own  clinical  or  business  capacities. 

Physicians  truly  acted  as  the  captains  of  health  care. 
They  were  almost  god-like  in  both  the  hospital  and  the 
office;  they  could  bask  in  that  role.  There  was  tre- 
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mendous  ego  satisfaction  from  their  role  and  their 
crowded  waiting  rooms.  The  overwhelming  demands 
on  their  time  and  energy  merely  fed  the  ego  satisfaction 
even  more. 

These  factors  were  naturally  accompanied  by  dis- 
proportionately high  incomes  compared  to  other  vo- 
cations. 

Though  physicians  pointed  to  their  incredibly  long 
hours  of  training  and  work  to  show  that  they  were  paid 
less  than  the  average  plumber,  plumbers  would  have 
been  delighted  at  the  opportunity  for  such  high  total 
earnings. 

The  so-called  “golden  era”  was,  however,  some- 
what unreal  and  not  wholly  desirable.  Patients  had  little 
alternative  but  to  wait  untold  weeks  for  appointments 
and  hours  to  be  seen.  They  had  to  trust  in  the  diagnosis 
and  advice  given  by  a selected  physician  whether  he 
(or  occasionally,  she)  was  highly  regarded  by  his  peers 
or  thought  of  as  a poor  clinician. 

Personally,  that  era’s  physicians  were  so  driven  by 
the  system  and  its  unavoidable  demands  that  their  lives 
were  too  often  totally  one-dimensional.  I considered 
it  routine  to  hear  complaints  of  an  inability  to  partic- 
ipate in  other  worthwhile  activities  or  even  to  have 
any  other  interests  to  occupy  retirement  years. 

Divorces,  stale  marriages  and  lack  of  parental  in- 
volvement were  common  problems.  In  effect,  profes- 
sional practice  activities  became  these  physicians’  en- 
tire lives. 

Time  Moves  On 

Other  parts  of  society  rather  naturally  reacted  to  the 
golden  era’s  circumstances.  Consumerism  developed 
in  all  aspects  of  our  economy  interfering  with  the  pub- 
lic’s respect  for  physicians  as  authority  figures.  Even 
if  one’s  doctor  technically  knew  what  should  be  best 
for  a patient,  that  individual  began  insisting  on  the 
right  to  decide  for  himself  or  herself. 

Malpractice  actions  have,  of  course,  skyrocketed  in 
both  number  and  physician  frustration.  As  over-busy 
doctors  lost  the  time  and  energy  for  one-on-one  in- 
volvement with  patients,  augmented  by  technicologi- 
cal  gadgetry  implying  infallible  results,  the  trend  has 
been  somewhat  understandable. 

Employers,  insurance  companies  and  government 
— the  third  parties  that  paid  most  medical  bills  — 
began  to  rebel  against  the  costs  involved.  Physicians’ 
fees  were  only  a moderate  part  of  the  health  care  cost 
picture,  but  the  total  amounts  either  paid  to  or  directed 
by  doctors  were  growing  out  of  sync  with  society’s 
other  perceived  essentials. 

Other  businesses  saw  the  health  care  industry’s  profit 
potential  and  resolved  to  compete  for  slices  of  it.  When 
hundreds  of  billions  of  dollars  are  involved,  much 
within  the  physicians’  control,  the  inflow  — even  the 
domination  — by  “big  business’’  could  hardly  be 
avoided.  And  while  I do  not  necessarily  espouse  it. 


there  is  nothing  logically  improper  in  a business  cor- 
poration’s directing  a medical  practice  staffed  by  phy- 
sicians doing  what  they  are  trained  to  do  — deliver 
technical  services. 

Despite  these  reactions  within  the  system,  more  and 
more  young  people  clamored  for  medical  careers.  An 
M.D.  degree  had  for  so  long  been  synonymous  with 
success  in  life  — high  income,  intellectual  challenge 
and  human  service  — that  the  increasing  doctor  supply 
is  hardly  surprising. 

The  Turbulent  80s 

In  effect,  the  times  changed  — as  they  always  do. 
Every  other  industry  in  our  society  is  undergoing 
wrenching  change,  some  far  more  traumatic  than  for 
physicians,  so  medicine  cannot  expect  otherwise. 
Medical  practice’s  features  today  are  different  from 
those  of  the  “golden  era,”  which  are  vastly  changed 
from  those  of  the  30s  and  40s,  and  so  on.  “The  more 
things  change,  the  more  they  remain  the  same.” 

So  here  we  are  in  the  “turbulent  80s.”  Medicine, 
just  as  the  other  professions,  is  in  considerable  turmoil 
as  the  various  pincers  of  supply,  demand,  technology 
and  activism  attack  traditional  practice  styles.  These 
factors  will  not  stop;  indeed,  they  are  just  warming 
up.  Our  society  is  too  dynamic  for  any  other  scenario. 

The  New  Generation 

Young  people  enter  this  perspective  from  a different 
view  of  life.  I sympathize  with  medical  students,  res- 
idents and  fellows  who  entered  medicine  in  reliance 
on  the  golden  era,  but  a considerable  segment  of  this 
generation  suggests  another  set  of  priorities.  Their  in- 
terests seem  to  emphasize  completeness  of  life,  com- 
mitment to  quality  and  service,  aversion  to  personal/ 
financial  risk  and  satisfaction  with  only  moderately 
high  incomes. 

A page  one  article  in  the  Wall  Street  Journal  on  Jan. 
13,  1986,  may  have  summarized  some  of  these  features 
by  its  headlines  and  subheadings: 

“More  young  doctors  shun  private  practice  work  as 
employees;  HMOs  and  big  groups  free  them  from  bad 
hours,  hassles  of  small  business;  home  for  dinner  on 
time.” 

Among  the  article’s  major  quotations  were  these: 

“We  want  to  be  good  parents  and  spouses  as  well. 

. . . Workaholics  make  good  doctors,  lousy  fathers.” 

Nothing  in  the  article  suggested  — nor  do  we  detect 
— any  lesser  commitment  to  concern  for  the  patient 
or  compulsion  to  provide  high  quality  service. 

And  who  are  we  to  say  their  sense  of  priorities  is 
wrong?  A vastly  increased  proportion  of  these  young 
physicians  are  women.  They  have  become  a valued 
resource  in  medicine,  but  they  also  possess  natural 
indeed  biologically  and  socially  necessary  — instincts 
for  family. 
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In  tandem  with  the  women’s  movement  and  two- 
income  families,  more  physicians  seem  oriented  to 
moderately  paying  positions  of  intellectual  and/or  hu- 
man service  orientation  than  in  the  past.  I believe  these 
people  are  a real  prediction  of  the  next  generation  of 
doctors. 

The  other  segment  of  the  current  generation,  in- 
cluding doctors  who  have  entered  practice  in  just  the 
last  few  years,  demonstrate  the  golden  era’s  priorities 
in  a shifted  scene.  They  entered  medical  school  in  the 
background  of  high  incomes  and  hearty  self-determi- 
nation. Some  will  hook  on,  or  have  hooked  on,  with 
excellent  practices  likely  to  ride  on  in  the  old  style  for 
quite  a while;  others  of  them  have  not  and  will  not. 

Young  doctors  committed  to  traditional  medical 
practice  style  have  the  greatest  stake  in  maintaining 
those  features  for  the  next  20  and  30  years.  With  so 
many  pressures  going  the  opposite  way,  it  is  not  sur- 
prising that  these  doctors  must  engage  in  such  concerns 
as  entrepreneurialism  and  marketing  to  attempt  to  re- 
tain their  practices’  dominant  roles. 

Your  Children 

But  the  next  generation  — the  children  whose  phy- 
sician-parents say  they'd  not  encourage  going  into 
medicine  — will  start  with  a clean  slate.  They  will 
know  that  medical  practice  will  be  no  financial  gravy- 
train,  but  I believe  they  can  still  expect  comfortable 
incomes. 

In  fact,  I predict  that  physicians’  incomes  will  con- 
tinue rather  indefinitely  to  be  the  highest  among  gen- 
erally compared  professions  and  vocations  even  though 
they  will  be  proportionately  lower  than  in  the  past. 

These  young  people  can  enter  medicine  because  of 
their  commitment  either  to  the  intellectual  challenge 
of  solving  the  human  body’s  riddles  or  to  the  oppor- 
tunity of  serving  other  people’s  needs,  or  both. 


They  should  expect  a greater  likelihood  that  those 
commitments  will  be  accomplished  without  the  dis- 
turbances of  overwhelming  practice  demands  that 
changed  their  doctor-parents’  lives.  And  they  will  hope 
to  do  so  within  more  balanced  lives  in  which  family 
priorities  and  other  valuable  concerns  and  interests 
have  a chance  to  blossom. 

For  those  potential  physicians  who  have  the  char- 
acteristics, I expect  ample  opportunities  to  be  valued 
as  medical  practice  entrepreneurs  and  executives. 
Health  care  will  always  require  good  physician-lead- 
ers, and  leadership  traits  are  becoming  increasingly 
valuable  these  days. 

There  will  be  private  medical  practices  — a great 
many  of  them  — and  they  will  offer  opportunities  for 
clinically  excellent  doctors  and  somewhat  separately 
for  effective  leaders.  Progression  from  one  category 
to  the  other  will  be  not  unlike  an  engineer’s  promotion 
from  his  or  her  peer  ranks  into  a large  commercial 
corporation’s  executive  track. 

That’s  not  a bad  scenario  for  your  children  even 
though  it  is  vastly  different  from  yours.  The  very  spe- 
cial values  of  a medical  career  will  not  change,  and 
they  may  well  be  allowed  to  shine.  Perhaps  the  recent 
words  of  C.  Everett  Koop,  M.D.,  a vastly  respected 
medical  practitioner  throughout  the  “golden  era’’  and 
now  Surgeon  General  of  the  United  States,  state  the 
case  so  well: 

“.  . . I envy  those  starting  a career  in  medicine.  I 
regret  some  things  that  are  going  on  — the  lack  of 
good  doctor-patient  relationships,  the  preoccupation 
with  money  and  power,  the  growth  of  regulation, 
and  so  on.  But  I also  know  that  medicine  still  offers 
the  individual  one  of  the  most  satisfying  ways  to 
make  a life  that  I have  ever  encountered.”*  B 

* From  Pennsylvania  Medicine,  December.  1985.  at  page  31. 


16  / Alabama  Medicine,  The  Journal  of  MAS  A 


WHAT  WILL  WE  HAVE  TO  IMPORT  NEXT.  COLLEGE  GRADUATES? 


Ever  since  World  War  I,  most  of  the  rest  of  the  world 
has  come  to  the  United  States  for  the  latest  technology 
and  for  the  newest  in  business  management. 

Now  were  in  real  danger  that  the  pendulum 
is  swinging  the  other  way.  Our  technological  lead  is 
being  cut.  Were  importing  know-how  in  many  fields 
instead  of  exporting  it. 

Unfortunately  this  situation  will  get  progressively 
worse.  Unless  we  all  make  absolutely  sure  that  our 
colleges  and  universities  continue  to  be  first-class. 

For  our  colleges  and  universities  supply  most  of 
the  basic  research  upon  which  technological  progress 
is  built.  Not  to  mention  the  trained  minds  that  are 


best  able  to  direct  its  uses. 

But  America's  colleges  are  being  hurt  by  inflation. 
Rising  costs  are  eating  away  at  their  operations  to  a 
dangerous  degree. 

So,  please  make  sure  that  your  company  is  giving 
as  much  as  it  can,  as  much  as  it  should,  to  the  colleges 
of  its  choice.  This  year.  Today. 

If  we  keep  the  intellectual  balance  of  trade  in  our 
favor,  the  industrial  balance  is  bound  to  follow. 

Send  for  our  free  booklet,  How  to  Develop  an 
Effective  Program  of  Corporate  Support  for  Higher 
Education!  Write  CFAE,  680  Fifth  Ave.,  New  York, 
N.Y.  10019. 


HELP  PRESERVE  AMERICAN  KNOW-HOW. 

GIVE  TO  THE  COLLEGE  Of  VOUR  CHOICE. 


Team  Management  for  Cleft 
Palate  Children 

Michael  J.  Moran,  Ph.D.* 

David  H.  Savage,  MSCt 


Abstract 

Approximately  one  in  every  750  children  are 
born  with  a cleft  lip  or  palate.  These  children 
may  be  referred  to  one  of  five  cleft  palate  teams 
operated  in  Alabama  by  the  State  Crippled 
Children  Service.  This  article  describes  the 
services  offered  by  these  clinics,  the  referral 
procedure,  and  describes  other  sources  of  in- 
formation regarding  the  treatment  of  cleft  lip 
and  palate  in  Alabama. 


Cleft  lip  and  palate  is  among  the  most  common 
birth  defects.  McWilliams,  Morris,  and  Shelton1 
indicate  that  a conservative  estimate  of  the  incidence 
of  cleft  lip  and  palate  is  about  one  in  every  750  live 
births.  This  estimate  does  not  include  bifid  uvula,  sub- 
mucous clefts,  and  congenital  palatal  insufficiency 


* Michael  J.  Moran.  Ph  D..  Dept  of  Communication  Disorders.  1 199  Haley  Cen- 
ter, Auburn  University.  AL  36849-3501. 

+ Crippled  Children  Service,  Division  of  Rehabilitation  and  Crippled  Children 
Service,  Department  of  Education.  State  of  Alabama. 


which  are  not  always  noted  at  birth.  The  incidence  of 
cleft  lip  and  palate  is  higher  among  Asians,  particularly 
Japanese,  and  lower  among  Blacks.  In  addition  to  the 
obvious  structural  deformity,  cleft  lip  and  palate  is 
associated  with  a variety  of  problems  including  speech, 
hearing,  dentition  and  psychological  adjustment.  Be- 
cause of  the  variety  of  problems  common  to  children 
with  cleft  lip  and  palate,  habilitation  of  these  children 
usually  involves  specialists  from  several  disciplines 
working  with  the  child  at  the  same  time.  Rather  than 
working  individually,  it  is  more  efficient  if  the  various 
specialists  working  with  the  child  with  cleft  lip  and 
palate  organize  as  a team.  Koepp-Baker2  described  the 
need  for  coordinated  treatment  this  way,  “In  as  much 
as  the  specialists  are  dealing  with  a growing,  devel- 
oping, and  changing  organism,  the  proper  ordering, 
sequencing,  and  timing  of  specialist  effort  are  partic- 
ularly imperative”  (p.  53).  The  team  approach  to  the 
treatment  of  cleft  lip  and  palate  has  been  widely  ac- 
cepted and  has  proven  quite  effective. 

In  Alabama,  team  management  of  cleft  palate  chil- 
dren began  in  1951.  In  documenting  the  history  of  The 
Crippled  Children  Service  of  Alabama,  R.B.  Bagley3 
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described  the  organization  of  the  first  cleft  palate  clinic 
in  the  state  as  follows: 

The  Speech  and  Hearing  Clinic  at  the  University  of  Alabama, 
Tuscaloosa,  and  the  School  of  Dentistry  and  the  Medical  Col- 
lege in  Birmingham  were  interested  in  a team  approach  to  the 
problems  of  children  with  cleft  palate.  In  1951,  a meeting  was 
held  at  the  Dental  College  with  representatives  from  Crippled 
Children  Service,  the  Medical  College,  the  Dental  College  and 
the  Speech  and  Hearing  Clinic  at  the  University  of  Alabama. 
A team  was  agreed  upon  which  included  a pedodontist,  an 
orthodontist,  and  a prosthodontist  from  the  Dental  College.  The 
Speech  and  Hearing  Clinic  from  the  University  of  Alabama 
would  furnish  a speech  therapist  and  an  assistant,  as  well  as  a 
hearing  therapist  and  an  assistant.  The  first  demonstration  clinic 
was  held  December  17,  1951  at  the  Dental  College,  and  26 
children  were  seen.  Dr.  Ollie  Backus  and  Jane  Beasley  from 
the  Speech  and  Hearing  Department  of  Alabama  helped  plan 
this  demonstration,  (p.  17). 

The  first  regularly  scheduled  clinic  began  March  6, 
1952.  This  was  the  first  cleft  palate  clinic  in  the  south- 
east. The  clinic  was  served  by  three  plastic  surgeons 
on  a rotating  basis  (Drs.  William  Coleman,  Francis 
Marzoni,  and  Sam  Upchurch).  Today,  Alabama  Crip- 
pled Children  Service  sponsors  five  cleft  palate  clinics 
throughout  the  state.  These  clinics  are  located  in  Bir- 
mingham, Huntsville,  Mobile,  Montgomery,  and  Tus- 
caloosa. According  to  the  American  Cleft  Palate  As- 
sociation, teams  must  include  at  least  three  core 
disciplines;  surgery,  dentistry,  and  speech  pathology. 
In  Alabama,  all  teams  include  these  specialties  as  well 
as  others  such  as  otolaryngology,  pediatrics,  audiol- 
ogy, social  work,  nursing,  genetic  counseling,  and 
prosthodontia.  All  team  physicians  are  board  certified 
in  their  specialty  area.  Table  1 provides  a list  of  the 
specialties  represented  on  each  team  in  the  state  as 
well  as  the  frequency  with  which  each  team  meets. 

Associated  Disorders 

In  addition  to  cleft  lip  and  palate,  other  craniofacial 
disorders  are  also  seen  by  the  cleft  palate  clinics.  The 
following  conditions  are  eligible  diagnoses  for  assist- 
ance through  the  Crippled  Children  Service  cleft  lip- 
palate-craniofacial  program:  short  palate,  alveolar 
notch,  velopharyngeal  incompetence,  craniofacial 
anomalies  such  as  Apert’s  syndrome,  Crouzon’s  syn- 
drome, neurofibromatosis,  etc. 

Services  Available 

After  evaluation  by  team  members  in  cleft  palate/ 
craniofacial  clinic.  Crippled  Children  Service  staff 
members  work  to  insure  that  follow-up  treatment  is 
completed  as  recommended.  Surgery,  medications, 
appliances,  laboratory  services,  hospitalization,  speech 
therapy,  audiological  services  (including  evaluation  and 
hearing  aids),  social  services,  nursing  services  and 
transportation  services  are  provided  as  needed  for  el- 
igible patients  according  to  their  financial  plans  and 
medical  treatment  plans.  All  treatment  services  for  a 
patient  must  be  ordered  by  a clinic  physician.  Con- 


A New  Employee 
For  Only  $300 

You  can  hire  a new  employee 
for  as  little  as  $300  per  month 
that  never  gets  sick,  never  goes 
on  vacation  and  never 
complains. 

This  new  employee  is  an 
expert  in  medical  billing 
procedures  and  will  do  all  these 
things  for  you  . . . 

1.  Keep  up  with  all  of  the 
financial  records  in  your  office. 

2.  Print  your  statements  each 
month. 

3.  File  you  Blue  Cross, 
Medicare  and  independent 
insurance. 

4.  Age  your  accounts. 

5.  Provide  you  with  useful 
management  reports. 

If  you  would  like  to  interview 
this  new  employee,  call  us  at 
205-823-1363.  We  are  . . . 


APPLICATION  SCFTURFE,  INC 

500  CENTURY  PARK  SOUTH 
SUITE  122 

BIRMINGHAM.  ALABAMA  35226 
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TABLE  1 


Services  Offered  by  each  of  the  Cleft  Palate  Clinics  in  Alabama 


Meets 

Birmingham 

Monthly* 

Huntsville 

Quarterly 

Mobile 

Quarterly 

Montgomery 

Quarterly 

Tuscaloosa 

Bi-monthly 

Plastic  Surg 

X 

X 

X 

X 

X 

ENT 

X 

X 

X 

Pediatrics 

X 

X 

X 

X 

X 

Orthodontia 

X 

X 

X 

X 

X 

Pedodontia 

X 

X 

X 

X 

X 

Oral  Surg 

X 

X 

X 

X 

X 

Prosthodontia 

X 

X 

Speech  Path 

X 

X 

X 

X 

X 

Audiology 

X 

X 

X 

X 

X 

Genetic  Coun 

X 

X 

Social  Service 

X 

X 

X 

X 

X 

Nursing  Service 

X 

X 

X 

X 

X 

Psychology 

X 

* Birmingham  also  has  a special  clinic  just  for  infants  which  meets  bi-monthly. 


certed  efforts  are  made  by  Crippled  Children  Service 
staff  to  involve  public  and  private  agencies  (e.g. 
schools,  public  health  department,  etc.)  and  private 
vendors  (e.g.  speech-language  private  practitioners)  as 
needed  in  treatment  follow-up.  Pertinent  medical  in- 
formation related  to  the  disorder  is  shared  on  request 
with  appropriate  agencies  and  service  providers  with 
written  consent  from  parents  or  legal  guardian. 

How  to  Make  a Referral 

Referrals  may  be  made  to  any  of  the  Crippled  Chil- 
dren Service  District  offices  listed  in  Appendix  A. 
Referrals  are  accepted  from  any  source.  Once  a referral 
is  received,  a Crippled  Children  Service  staff  member 
contacts  the  child’s  parents  or  guardian  in  order  to 
process  an  application  for  service.  Eligibility  for  treat- 
ment is  also  determined  and  is  based  on  family  income, 
diagnosis,  size  of  the  family,  as  well  as  other  criteria. 
However,  any  child  who  is  a resident  of  the  State  of 
Alabama  is  eligible  for  team  evaluation  and  consult. 

For  More  Information 

Crippled  Children  Service  is  part  of  the  Division  of 
Rehabilitation  and  Crippled  Children  Service,  Ala- 
bama State  Department  of  Education.  Funding  for  this 
agency  is  derived  from  the  Alabama  State  Legislature, 
federal  grants  and  donations  and  participation  from  the 
general  public.  Crippled  Children  Service  provides 
medical  specialty  clinics  in  fourteen  district  offices 
located  throughout  Alabama  for  eligible  crippling  con- 
ditions affecting  children  and  youth  ages  birth  to  19. 

For  more  information  regarding  the  Cleft  Lip/Palate/ 
Craniofacial  Program  in  Alabama  contact  Mr.  David 
H.  Savage,  M.S.C.,  CCC/SLP,  Speech-Language  Pa- 
thologist, State  Crippled  Children  Service,  2127  E. 
South  Blvd.,  Montgomery,  AL  36199,  (205)  288-0220, 
Ext.  382. 


Other  Sources  of  Information 

Information  regarding  cleft  lip  and  palate  and  its 
treatment  is  available  from  the  American  Cleft  Palate 
Education  Foundation  (ACPEF).  The  ACPEF  pub- 
lishes and  distributes  educational  materials  for  parents, 
teachers,  guidance  counsellors,  etc.  It  also  publishes 
a Newsletter  for  parents.  The  address  of  ACPEF  is: 

331  Salk  Hall 
University  of  Pittsburg 
Pittsburg,  CA  15261 
(412)  681-9620 

The  ACPEF  also  operates  a Cleft  Palate  Hotline  24 
hours  a day.  The  Hotline  number  is: 

800-24-CLEFT 

The  American  Cleft  Palate  Association  publishes  the 
Cleft  Palate  Journal  quarterly.  This  journal  is  directed 
to  a multidisciplinary  audience  of  clinicians  and  sci- 
entists concerned  with  craniofacial  anomalies.  The 
American  Cleft  Palate  Association  also  publishes  an 
annual  directory  with  a geographic  listing  of  specialists 
who  are  association  members  and  teams  which  are 
registered  with  the  association. 

The  National  Association  for  the  Craniofacially 
Handicapped,  P.O.  Box  11082,  Chattanooga,  Ten- 
nessee 37401,  (615)  266-1632,  assists  victims  of  se- 
vere craniofacial  deformities.  This  is  done  by  assisting 
with  costs  incurred  when  traveling  to  comprehensive 
medical  centers  for  reconstructive  facial  surgery.  Cleft 
palate  cases  are  eligible  when  they  are  associated  with 
other,  more  severe,  facial  anomalies.  Transportation, 
lodging,  and  food  are  conditionally  covered.  Contact 
Phyllis  S.  Casavant,  Ed.D.,  Executive  Director  for 
more  information.  0 
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Appendix  A 

Alabama  Crippled  Children  Service  District  Offices 


ANDALUSIA  36420-2130 
807  Eighth  Avenue 
Telephone:  222-5558 

ANNISTON  36201-4799 
1105  Woodstock  Avenue 
Telephone:  235-3000 

BIRMINGHAM  35233-1799 
1616  Sixth  Ave.,  South 
Telephone:  939-5900 

DOTHAN  36303-1627 
805  Ross  Clark  Cir.  E. 
Telephone:  792-0022 

GADSDEN  35999-6501 
1100  Geo.  Wallace  Dr. 
Telephone:  547-8653 

HUNTSVILLE  35801-5125 
407  Governors  Dr.  SW 
Telephone:  536-6621 

JACKSON  36545-1005 
311  E.  Church  Street 
Telephone:  246-4025 


MOBILE  36617-3299 
1870  Pleasant  Avenue 
Telephone:  479-8617 

MONTGOMERY  36199-3801 
2127  E.  South  Blvd. 

Telephone:  288-0220 

MUSCLE  SHOALS  35661-6108 
1450  E.  Avalon  Avenue 
Telephone:  381-1212 

OPELIKA  36801-5499 
510  W.  Thomason  Cir. 
Telephone:  745-7579 

SELMA  36701-1097 
2906  Citizens  Pkwy. 

Telephone:  872-8422 

TALLADEGA  35160-0243 
P.O.  Box  243 
Telephone:  362-9254 

TUSCALOOSA  35403-2817 
1110  Sixth  Avenue,  East 
Telephone:  759-1279 
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Leave  your  mark  on  life 


You  don’t  have  to  move  mountains  to 
make  a difference  on  this  earth.  Or  be  a 
Michelangelo  to  leave  your  mark  on  it. 

Leaving  even  the  smallest  legacy  to  the 
American  Cancer  Society  can  help  change 
the  future  for  generations  to  come.  By 
including  the  American  Cancer  Society  in 
your  will,  you’ll  be  leaving  a loving  and 


lasting  impression  on  life. 

You  see,  cancer  is  beatable.  The  survival 
rate  for  all  cancers  is  already  approaching 
50%  in  the  United  States,  j 

You’ll  be  giving  a gift  AMERICAN 
of  life  to  the  future.  And  ^CANCER 
giving  life  is  the  greatest  K SOGETY® 
way  of  leaving  your  mark  on  it. 


lor  more  information,  i all  your  local  AC  S l nit  or  write  to  the  \mcrican  C ancer  Society,  4 West  ,?Stli  Street,  New  V>rk.  N't  1 0001 . 


from  pain 


Just  one  part  of 
pain  relief  therapy. 

Vicodirr  provides  greater 
patient  acceptance 


Blank  space  Indicates  that  no  such  activity  has  been  reported. 

Table  adapted  from  Facts  and  Comparisons  (Nov ) 1984  and  Catalano  RB  The 

medical  approach  to  management  of  pain  caused  by  cancer  "Semin  Oncol"  1975. 

2;  379-92  and  Reuler  JB,  et  al  The  chronic  pain  syndrome  misconceptions  and 

management.  "Ann  Intern  Med”  1980;  93;  588-96 

♦ Vicodin  offers:  less  nausea,  less  sedation,  less 
constipation. 

...and  longer  lasting  pain  relief- 
up  to  6 hours. 

♦ Vicodin  contains  hydrocodone  not  codeine.  In 
one  study,  10  mg.  of  hydrocodone  alone  was 
shown  to  be  as  effective  as  60  mg.  of  codeine.1 

♦ In  a double-blind  study,  Vicodin  (2  tablets), 
provided  longer  lasting  pain  relief  than  60  mg. 
of  codeine.2 

Plus... 

♦ Vicodin  offers  the  convenience  of  Clll 
prescribing. 

♦ Dosage  flexibility-1  tablet  every  6 hours  or 
2 tablets  every  6 hours  (up  to  8 tablets  in  24 
hours). 


Hydrocodone  b'tartrate  5 mg  (Warning  Way  Be  habit 
forming)  W'th  acetaminophen  500  rng 


The  original  hydrocodone  analgesic. 


COMPARATIVE  PHARMACOLOGY  OF  THREE  ANALGESICS 

CONSTIPATION 

RESPIRATORY 

DEPRESSION 

SEDATION  EMESIS 

PHYSICAL 

DEPENDENCE 

HYDROCODONE 

X 

X 

CODEINE 

X 

X 

X X 

X 

OXYCODONE 

XX 

XX 

XX  XX 

XX 

hydrocodone  bitartrate  5 mg.  (Warning:  May  be  habit 
rL_forming)  with  acetaminophen  500  mg. 


Knoll  Pharmaceuticals 

A Unit  of  BASF  K&F  Corporation 
Whippany,  New  Jersey  07981 


BASF  Group 

c 1986,  BASF  K&F  Corporation  5768  9-86  Printed  in  U.S.A. 


Specify  Dispense  as  written  " for  the  original 

hydrocodone  analgesic. 


INDICATIONS  AND  USAGE:  For  the  relief  of  moderate  to  moderately  severe  pain. 
CONTRAINDICATIONS:  Hypersensitivity  to  acetaminophen  or  hydrocodone 

WARNINGS: 

Drug  Abuse  and  Dependence:  VICODIN®  is  subject  to  the  Federal  Controlled  Substances  Act 
(Schedule  III)  Psychic  dependence,  physical  dependence  and  tolerance  may  develop  upon 
repeated  administration  of  narcotics,  therefore,  VICODIN  should  be  prescribed  and  admin- 
istered with  the  same  caution  appropriate  to  the  use  of  other  oral-narcotic-containing 
medications. 

Respiratory  Depression:  At  high  doses  or  in  sensitive  patients,  hydrocodone  may  produce 
dose-related  respiratory  depression  by  acting  directly  on  brain  stem  respiratory  centers. 
Hydrocodone  also  affects  centers  that  control  respiratory  rhythm,  and  may  produce  irregu- 
lar and  periodic  breathing. 

Head  Injury  and  Increased  Intracranial  Pressure:  The  respiratory  depressant  effects  of 
narcotics  and  their  capacity  to  elevate  cerebrospinal  fluid  pressure  may  be  markedly  exag- 
gerated in  the  presence  of  nead  injury,  other  intracranial  lesions  or  a preexisting  increase  in 
intracranial  pressure  Furthermore,  narcotics  produce  adverse  reactions  which  may  obscure 
the  clinical  course  of  patients  with  head  injuries. 

Acute  Abdominal  Conditions:  The  administration  of  narcotics  may  obscure  the  diagnosis 
or  clinical  course  of  patients  with  acute  abdominal  conditions. 

PRECAUTIONS: 

Special  Risk  Patients:  VICODIN  should  be  used  with  caution  in  elderly  or  debilitated 
patients  and  those  with  severe  impairment  of  hepatic  or  renal  function,  nypothyroidism, 
Addison's  disease,  prostatic  hypertrophy  or  urethral  stricture 

Information  For  Patients:  VICODIN,  like  all  narcotics,  may  impair  the  mental  and/or  physical 
abilities  required  for  the  performance  of  potentially  hazardous  tasks  such  as  driving  a car 
or  operating  machinery,  patients  should  be  cautioned  accordingly. 

Cough  Reflex:  Hydrocodone  suppresses  the  cough  reflex;  caution  should  be  exercised 
when  VICODIN  is  used  postoperatively  and  in  patients  with  pulmonary  disease. 

Drug  Interactions:  The  CNS-depressant  effects  of  VICODIN  may  be  additive  with  that  of 
other  CNS  depressants.  When  combined  therapy  is  contemplated,  the  dose  of  one  or  both 
agents  should  be  reduced.  The  use  of  MAO  inhibitors  or  tricyclic  antidepressants  with 
hydrocodone  preparations  may  increase  the  effect  of  either  the  antidepressant  or 
hydrocodone.  The  concurrent  use  of  anticholinergics  with  hydrocodone  may  produce  para- 
lytic ileus. 

Usage  in  Pregnancy:  Pregnancy  Category  C Hydrocodone  has  been  shown  to  be 
teratogenic  in  hamsters  when  given  in  doses  700  times  the  human  dose  There  are  no 
adequate  and  well-controlled  studies  in  pregnant  women.  VICODIN  should  be  used  during 
pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus 
Nonteratogenic  Effects:  Babies  born  to  mothers  who  have  been  taking  opioids  regularly 
prior  to  delivery  will  be  physically  dependent.  The  intensity  of  the  syndrome  does  not 
always  correlate  with  the  duration  of  maternal  opioid  use  or  dose 

Labor  and  Delivery:  Administration  of  VICODIN  to  the  mother  shortly  before  delivery  may 
result  in  some  degree  of  respiratory  depression  in  the  newborn,  especially  if  higher  doses 
are  used 

Nursing  Mothers:  It  is  not  known  whether  this  drug  is  excreted  in  human  milk;  therefore, 
a decision  should  be  made  whether  to  discontinue  nursing  or  to  discontinue  the  drug, 
taking  into  account  the  importance  of  the  drug  to  the  mother 
Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been  established 

ADVERSE  REACTIONS: 

Central  Nervous  System:  Sedation,  drowsiness,  mental  clouding,  lethargy,  impairment  of 
mental  and  physical  performance,  anxiety,  fear,  dysphoria,  dizziness,  psychic  dependence, 
mood  changes. 

Gastrointestinal  System:  Nausea  and  vomiting  may  occur,  they  are  more  frequent  in 
ambulatory  than  in  recumbent  patients.  Prolonged  administration  of  VICODIN  may  pro- 
duce constipation. 

Genitourinary  System:  Ureteral  spasm,  spasm  of  vesical  sphincters  and  urinary  retention 
have  been  reported. 

Respiratory  Depression:  (See  WARNINGS.) 

DOSAGE  AND  ADMINISTRATION:  Dosage  should  be  adjusted  according  to  the  severity  of 
the  pain  and  the  response  of  the  patient  However,  tolerance  to  hydrocodone  can  develop 
with  continued  use,  and  the  incidence  of  untoward  effects  is  dose  related 
The  usual  dose  is  one  tablet  every  six  hours  as  needed  for  pain.  (If  necessary,  this  dose  may 
be  repeated  at  four-hour  intervals.)  In  cases  of  more  severe  pain,  two  tablets  every  six  hours 
(up  to  eight  tablets  in  24  hours)  may  be  required 

Revised,  April  1982.  5685 
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Cancer  Programs  in  Alabama 

Thomas  A.  Gaskin,  M.D.,  F.A.C.S.* 


John  Peter  Minton,  M.D.,  F.A.C.S.,  Professor  of 
Surgery  at  Ohio  State  University,  had  one  of  his 
patients  ask  if  his  hospital  had  an  “approved  cancer 
program.”  He  was  pleased  that  that  person  had  some 
knowledge  of  “approved  programs”  and  was  even 
more  pleased  to  answer,  “yes!”  That  represents  an 
exception,  because  most  people  (and  many  physicians) 
are  not  aware  that  there  is  a voluntary  approvals  proc- 
ess for  cancer  programs,  or  that  a cancer  program  does 
not  have  to  meet  any  requirements  or  seek  any  approval 
to  call  itself  one. 

The  American  College  of  Surgeons  was  the  parent 
organizing  body  of  the  Commission  on  Cancer  in  1939. 
The  Commission  is  now  composed  of  twenty-two  na- 
tional organizations  involved  in  cancer.  The  approvals 
process  began  in  1931,  and  was  begun  in  order  to 
provide  a national  standard  of  care  for  the  treatment 
of  patients  with  cancer.  One  thousand  one  hundred 
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and  thirty-seven  (1,137)  hospitals  in  the  United  States 
(15%)  have  approved  programs  and  they  treat  two- 
thirds  of  the  nation’s  patients  who  have  cancer.  The 
size  range  of  the  hospitals  is  from  under  forty  beds  to 
over  a thousand  beds. 

Three  year  approval  is  granted  to  hospitals  when  a 
program  has  been  in  operation  for  at  least  one  year, 
and  the  cancer  data  base  is  at  least  two  years  old  with 
one  year  of  successful  follow-up.  The  programs  are 
surveyed  after  an  inspection  of  that  hospital’s  program 
by  a consultant  and  then  a physician  representative 
from  the  American  College  of  Surgeons  Commission 
on  Cancer.  Reevaluation  usually  occurs  at  three  year 
intervals. 

The  requirements  are  related  to  process  rather  than 
outcome.  That  is,  the  results  of  treatment  are  not  cur- 
rently an  item  considered  in  the  approvals  process. 
The  Commission  requires: 

(1)  A functioning  Tumor  Registry  with  at  least  90% 
follow-up.  All  patients  diagnosed  as  having  cancer  are 
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followed  on  a yearly  basis  with  continued  medical 
surveillance  and  meaningful  end  results  reporting. 
Monitoring  activity  is  useful  to  the  patient  because  it 
provides  for  lifelong  follow-up,  and  promotes  accurate 
and  timely  staging.  Accurate  and  timely  staging  is  of 
importance  to  the  patient,  physician,  hospital,  and  clin- 
ical researcher.  The  patient  benefits  because  treatment 
is  more  likely  to  be  appropriate  and  he  has  a better 
knowledge  upon  which  to  base  his  social,  financial, 
family,  and  business  planning.  Staging  enables  the 
physician  to  more  effectively  counsel  his  patients  and 
to  select  the  treatment  most  likely  to  benefit  them.  The 
hospital  has  a built-in  quality  assurance  tool.  The  Tu- 
mor Registry  and  the  staging  information  can  be  used 
for  strategic  planning,  and  to  evaluate  the  quantity  and 
quality  of  its  various  services.  Staging  is  most  accurate 
and  complete  when  it  is  performed  at  the  time  of  initial 
evaluation.  The  value  of  clinical  research  often  hinges 
on  the  accuracy  of  staging. 

(2)  The  leadership  of  a multidisciplinary  cancer 
committee.  The  cancer  committee  is  composed  not 
only  of  physicians  in  different  specialties,  but  also  has 
representatives  from  various  other  disciplines  such  as 
nursing,  dietary,  physical  therapy,  pastoral  care,  and 
the  Registry.  This  committee,  which  should  be  a stand- 
ing committee  of  the  medical  staff,  meets  on  a regular 


basis  (at  least  quarterly)  to  plan,  implement,  and  mon- 
itor cancer  activities  in  the  institution.  In  many  insti- 
tutions, this  may  be  one  of  the  few  committees  in- 
volved with  patient  care  which  crosses  specialty  lines, 
or  which  includes  other  disciplines. 

(3)  Consultative  and  educational  activity  through 
regular  conferences.  There  are  several  educational  for- 
mats which  are  used  by  programs  to  accomplish  hos- 
pital-wide, multidisciplinary  consultative  and  educa- 
tional activities.  Didactic  presentations  are  certainly 
the  most  common.  They  involve  multidisciplinary 
presentation  of  a specific  subject.  Consultative  case 
oriented  presentations  (sometimes  referred  to  as  the 
“Tumor  Board”)  are  recommended  as  an  effective 
way  of  bringing  cases  under  current  consideration  be- 
fore a group  of  physicians  and  other  individuals.  The 
discussions  and  recommendations  may  focus  on  di- 
agnosis, treatment,  or  palliative  care  and  social  prob- 
lems. Illustrative  case  presentations  . . . retrospective 
cases  presented  to  illustrate  a point . . . can  be  an  easy 
way  to  involve  other  specialties  active  in  diagnosis  and 
treatment.  The  educational  opportunity  for  all  those 
involved  in  a multidisciplinary  conference  cannot  be 
overemphasized.  Participants  and  the  patients  benefit 
from  such  an  approach. 

(4)  A regular  system  of  patient  care  evaluation. 
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Approved  cancer  programs  have  cited  specific  studies 
which  assess  the  quality  of  care  given  in  an  institution. 
This  takes  the  form  of  participating  as  sort  of  an  “ami- 
cus curae’  ’ to  the  regular  quality  assurance  mechanism; 
in-depth  site  specific  analysis  of  one  or  more  tumor 
sites  a year;  and  on  occasion,  directed  study  by  the 
committee  on  a specific  hospital  function. 

Approval  of  a hospital  cancer  program  by  the  Com- 
mission on  Cancer  of  the  American  College  of  Sur- 
geons is  a sign  that  the  institution  has  committed  the 
resources,  activities,  and  personnel  necessary  to  pro- 
vide coordinated  comprehensive  care  to  the  patient 
with  cancer.  Recent  studies  have  shown  that  care  given 
in  such  a hospital  has  significant  advantages  over  care 
in  institutions  which  have  not  made  that  commitment. 
It  is  likely  that  patients  can  be  treated  as  successfully 
at  community  hospitals  with  an  approved  program  as 
in  major  centers. 

In  1980,  the  approved  cancer  programs  in  Alabama 
numbered  two.  They  were  the  Veterans  Administration 
Medical  Center  in  Birmingham  and  the  Veterans 
Administration  Medical  Center  in  Tuskegee.  As  of 
May  1986,  eleven  hospitals  are  approved.  They  are: 

Baptist  Medical  Center  Montclair,  Birmingham,  AL 
Baptist  Medical  Center  Princeton,  Birmingham,  AL 
Baptist  Memorial  Hospital,  Gadsden,  AL 
Brookwood  Medical  Center,  Birmingham,  AL 
Carraway  Methodist  Medical  Center,  Birmingham, 
AL 

Mobile  Infirmary,  Mobile,  AL 
Selma  Medical  Center  Hospital,  Selma,  AL 
University  of  Alabama  Hospital,  Birmingham,  AL 
University  of  South  Alabama  Medical  Center,  Mo- 
bile, AL 

Veterans  Administration  Medical  Center,  Birming- 
ham, AL 

Veterans  Administration  Medical  Center,  Tuskegee, 
AL 

A number  of  other  hospitals  have  begun  work  on 
the  approvals  process. 

As  public  and  professional  recognition  of  the  worth 
of  approved  cancer  programs  in  the  treatment  of  pa- 
tients with  malignant  disease  increases,  it  is  expected 
that  more  hospitals  will  commit  themselves  to  seeking 
approval.  In  these  days  of  cost  containment,  it  may 
be  difficult  for  many  administrators  to  see  the  advan- 
tage of  spending  money  on  such  a program.  Those 
hospital  administrators  with  an  active  program,  how- 
ever, have  seen  the  effect  of  the  program  on  utilization, 
marketing,  physician  recruitment,  and  quality  assur- 
ance. 0 


A defense 
against  cancer 
can  be  cooked  up 
in  your  kitchen. 


There  is  evidence 
that  diet  and  cancer 
are  related.  Some 
foods  may  promote 
cancer,  while  others  may_ 
protect  you  from  it. 

Foods  related  to  low- 
ering the  risk  of  cancer 
of  the  larynx  and  esoph- 
agus all  have  high 
amounts  of  carotene,  a 
form  of  Vitamin  A 
which  is  in  canta- 
loupes, peaches,  broc- 
coli, spinach,  all  dark 
green  leafy  vegeta- 
bles, sweet  potatoes, 
carrots,  pumpkin, 
winter  squash,  and 
tomatoes,  citrus  fruits  and 
brussels  sprouts. 

Foods  that  may  help  reduce  the 
risk  of  gastrointestinal  and  respira- 
tory tract  cancer  are  cabbage, 
broccoli,  brussels  sprouts,  kohl- 
rabi, cauliflower. 

Fruits,  vegetables  and  whole- 
grain  cereals  such  as  oat- 
meal, bran  and  wheat 
may  help  lower  the 
risk  of  colorectal 


cancer. 

Foods  high  in  fats, 
salt-  or  nitrite-cured 
foods  such  as  ham , 
and  fish  and  types  of 
sausages  smoked  by  traditional 
methods  should  be  eaten  in 
moderation. 

Be  moderate  in  consumption 
of  alcohol  also. 

A good  rule  of  thumb  is  cut 
down  on  fat  and  don’t  be  fat. 
Weight  reduction 
may  lower  cancer 
risk.  Our  12-year 
study  of  nearly  a 
million  Americans 
uncovered  high 
cancer  risks  partic- 
ularly among  people 
40%  or  more  overweight. 

Now,  more  than  ever,  we 
know  you  can  cook  up  your 
own  defense  against  cancer.  So 
eat  healthy  and  be  healthy. 

No  one  faces 

cancer  alone. 

AMERICAN  CANCER  SOCIETY 
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Introduction 

Patients  with  fractured  hips  requiring  surgical  place- 
ment of  Austin-Moore  prostheses  are  usually  el- 
derly with  generally  limited  potential  for  total  func- 
tional independence.  Unlike  other  hip  prostheses,  the 
Austin-Moore  prosthesis  allows  early  ambulation  with 
minimal  restrictions. 

The  objectives  of  this  study  were:  1)  to  establish  the 
demographic  characteristics  of  the  subject  population; 
2)  to  compare  admission  functional  status,  specifically 
self-care  and  ambulation  performance  to  discharge  lev- 
els following  rehabilitation;  and,  3)  to  determine  the 
costs  and  benefits  of  such  a program. 

Method 

A group  of  fifty  patients  with  recently  implanted 
Austin-Moore  prostheses  admitted  to  a private  reha- 
bilitation hospital  between  January  1982  and  Decem- 
ber 1984  served  as  subjects  for  this  retrospective  study. 
These  patients  were  referred  for  intensive  functional 
training  by  private  orthopaedic  surgeons  from  acute- 
care  facilities  or  from  home. 


'’Professor,  Rehabilitation  Medicine,  School  of  Medicine,  University  of  Alabama 
at  Birmingham.  Birmingham.  Alabama  35233 
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The  patients’  biodata,  injury-related  and  socio-eco- 
nomic information,  duration  of  various  hospitaliza- 
tions, costs  of  care,  results  and  benefits  of  rehabili- 
tation, weight-bearing  and  movement  restrictions,  and 
discharge  disposition  were  documented. 

An  adjusted  Barthel  Index  was  used  to  establish 
admission  and  discharge  self-care  and  ambulation  lev- 
els on  each  patient.  The  functional  subscoring  was 
adjusted  to  suit  the  patients  and  study  objectives. 

The  original  Barthel  Index  was  modified  as  follows: 
in  the  self-care  subscore,  “putting  on  brace  or  artificial 
limb”  and  “controlling  urination  and  bowel  move- 
ment” were  excluded.  “Getting  in  and  out  of  chair, 
on  and  off  toilet,”  and  “in  and  out  of  tub/shower” 
were  more  related  to  and  were  therefore  placed  under 
self-care  and  activities  of  daily  living  rather  than  am- 
bulation. The  mobility  subscore  was  adjusted  to  abil- 
ities directly  related  to  ambulation  only.  After  adjust- 
ment, the  best  score  was  70  and  the  worst  0. 

The  authors  considered  totally  independent  walking 
(i.e.,  no  assistance  and  no  supportive  device)  as  un- 
reachable considering  the  age  of  this  population  and 
the  short  time  after  surgery  the  patients  were  seen. 
Ambulation  with  one  straight  cane  was  seen  as  a more 
ideal  objective.  Walking  with  assistance  was  classified 
according  to  the  amount  of  effort  a patient  exerted  and 
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how  much  assistance  he/she  required.  For  example, 
minimal  assistance  meant  that  the  patient  did  approx- 
imately 75  percent  of  the  effort  and  that  only  approx- 
imately 25  percent  was  provided  by  someone  else. 

Admission  walking  status  rather  than  the  pre-frac- 
ture ability  was  used  for  baseline  since  it  was  from 
this  level  of  performance  that  these  patients  were  re- 
habilitated. 


Results 

The  subject  population  consisted  of  forty-four  fe- 
male and  six  male  patients  whose  average  age  was  82 
(range  of  68  to  93).  Forty-eight  were  white  and  two 
were  black,  and  forty-eight  came  directly  from  acute- 
care  hospitals  and  two  from  home. 

Twenty-three  of  these  patients  received  their  frac- 
tures from  accidental  falls,  one  from  a motor  vehicle 
accident,  one  from  spontaneous  fracture  and  two  from 
degenerative  arthritis.  Thirty-five  fell  at  home,  three 
at  doctors’  offices,  three  at  nursing  homes  and  a few 
fell  in  a public  restaurant,  boarding  house,  church  or 
in  the  street. 

No  serious  complication  following  surgery  or  during 
rehabilitation  was  observed.  The  average  length  of  stay 
in  the  acute-care  facilities  where  surgery  was  per- 
formed was  19  days  with  a range  of  9 to  45. 

The  physiatrists’  prescription  usually  included  base- 
line muscle  and  range  of  motion  testing  of  the  upper 
and  lower  extremities,  active-assistive  and  key  muscle 
strengthening  exercises  with  special  emphasis  on  anti- 
gravity muscles  of  the  upper  and  lower  limbs,  and 
gradual  gait  training  following  specific  restrictions  and 
protocols. 

Using  the  modified  Barthel  Index,  the  average  initial 
and  discharge  self-care  and  activities  of  daily  living 
scores  were  28  and  47  respectively,  a gain  of  19  points 
(Graph  1).  Most  gains  were  acquired  in  upper  and 
lower  limb  dressing,  grooming,  washing/bathing  and 
chair  and  toilet  activities  (Graph  2). 

The  average  initial  and  discharge  mobility  subscores 
were  6.6  and  10.1  respectively,  a gain  of  3.5  points 
(Graph  1). 

On  admission,  no  patient  could  walk  independently 
with  a straight  cane,  two  could  ambulate  with  a quad 
cane  and  seven  with  a stationary  walker.  Twenty-three 
patients  required  minimal  assistance,  nine  moderate 
and  three  maximal  assistance  in  ambulation.  None  could 
climb  stairs  and  six  could  not  walk  at  all. 

On  discharge,  two  could  walk  independently  with 
a straight  cane,  nine  with  a quad  cane  and  thirty  with 
a stationary  walker.  Seven  patients  required  minimal, 
one  moderate  and  one  maximal  assistance  in  ambu- 
lation. Thirty-one  could  climb  stairs  with  minimal  as- 
sistance, one  with  moderate  and  two  with  maximal 
assistance.  Three  patients  could  not  walk  on  discharge 
because  of  severe  debility  and/or  chronic  brain  syn- 
drome (Table  1). 


Graph  1.  Modified  Barthel  Index 
Self-Care/ADL  and  Mobility  Subscores 
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Forty-five  patients  had  no  complications  during  or 
after  the  rehabilitation  program  although  four  had  uri- 
nary tract  infection  and  one  had  wound  hematoma. 
None  of  these  interfered  with  functional  training. 

The  average  length  of  stay  at  the  rehabilitation  center 
was  21  days  with  a range  of  9 to  60. 

The  average  cost  of  rehabilitation  was  $6,000  with 
a range  of  $3,000  to  $11,000.  These  figures  did  not 
include  physician’s  fees,  medication  or  equipment 
charges. 

Forty-one  patients  were  discharged  to  their  homes 
and  families  and  only  nine  were  referred  to  nursing 
homes  or  extended  care  facilities.  All  patients  were 
returned  to  their  referring  physicians. 

Discussion 

The  high  incidence  of  hip  fractures  makes  it  a major 
problem  in  the  United  States.  Nickens2  estimated  this 
as  100  in  100,000  population,  with  hip  fractures  being 
especially  common  among  elderly  white  women.1  Falls 
were  responsible  for  11,600  deaths  in  1982  in  the 
United  States,  70  percent  of  which  were  among  the 
elderly.  Although  hip  fracture  ranks  55th  in  frequency 
of  discharge  diagnoses  from  general  hospitals,  it  ranks 
10th  in  length  of  stay.4  With  the  “graying”  of  Amer- 
ica, fracture  of  the  hip  is  likely  to  increase. 

Environmental  as  well  as  host  factors  have  been 
identified  as  causes  of  frequent  falls  among  the  el- 
derly.2 It  is  generally  believed,  although  undocu- 


Graph  2.  Modified  Barthel  Index 
Specific  Functional  Improvement 
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TABLE  1 

Ambulation  Performance  (N  = 50) 


Admission 

Discharge 

Walking  with  cane 

0 

2 

Walking  with  quad  cane 

2 

9 

Walking  with  walker 

7 

30 

Walking  with  minimal  assistance 

23 

4 

Walking  with  moderate  assistance 

9 

1 

Walking  with  maximal  assistance 

3 

1 

Climbing  stairs  with  minimal 

assistance 

0 

21 

Climbing  stairs  with  moderate 
assistance 

0 

1 

Climbing  stairs  with  maximal 
assistance 

0 

2 

Can't  walk  at  all 

6 

3 

mented.  that  a fall  by  an  elderly  person  at  home  is 
likely  to  be  followed  by  deterioration,  or  that  the  fall 
may  be  a manifestation  of  deteriorating  health3  or  of 
actual  severe  ill  health.6  Those  who  fall  have  a higher 
incidence  of  previous  falls,  limited  mobility,  muscle 
weakness,  foot  disorders,  visual  impairment  and  in- 
continence, and  they  also  take  more  psychotropic  and 
antihypertensive  drugs.7  Women  appear  more  vulner- 
able to  hip  fracture  because  of  osteoporosis,  longer 
life  span  and,  that  they  tend  to  surround  themselves 
with  an  extraordinary  amount  of  furniture  at  home.8 

Whereas  34  of  50  patients  were  walking  with  min- 
imal to  maximal  assistance  and  only  9 were  able  to 
walk  with  a quad  cane  and  a walker  on  admission, 
only  6 required  minimal  to  maximal  assistance  and  41 
of  50  walked  out  of  the  rehabilitation  facility  using  a 
cane  or  walker.  Eighty-two  percent  then  became  in- 
dependent ambulators  requiring  only  assistive  devices. 

Whereas  no  patient  could  climb  stairs  on  admission, 
24  could  do  so  with  minimal  to  maximal  assistance 
on  discharge.  Many  patients  had  stairs  to  negotiate  at 
home. 

The  discharge  disposition  was  noteworthy  in  that  82 
percent  did  not  have  to  utilize  other  facilities  after  they 
left  the  rehabilitation  center.  Improved  patient  place- 
ment after  hospital  discharge  reduces  health  care  costs. 


Conclusion 

The  average  Austin-Moore  prosthesis  recipient  in 
this  study  was  an  82  year-old  retired  white  female  who 
fell  at  home  and  fractured  her  hip.  She  stayed  19  days 
in  an  acute-care  hospital,  had  surgery  with  an  excellent 
post-operative  course,  required  21  days  of  uncompli- 
cated rehabilitation,  returned  to  her  home,  family  and 
referring  physician,  ambulating  with  a stationary 
walker. 

Using  a modified  Barthel  Index,  94  percent  of  these 
patients  improved  in  self-care  and  other  activities  of 
daily  living  and  ambulatory  performance. 

The  average  cost  of  rehabilitation  was  $6,000. 

This  is  clearly  not  a controlled  study,  but  rather  a 
descriptive  outcome  study.  We  cannot  state  for  certain 
whether  or  not  any  of  these  patients  would  have  pre- 
ceded on  their  own  to  the  level  of  ambulation  or  self- 
care  that  patients  in  this  study  reached.  Given  the  av- 
erage age  of  this  population,  however,  and  the  tend- 
ency for  families  to  over-protect  loved  ones  adjusting 
to  a new  physical  limitation,  it  is  doubtful  that  an 
untreated  population  of  elderly  persons  with  hip  frac- 
tures would  fare  as  well  on  their  own.  The  relatively 
low  cost  of  rehabilitation  given  the  high  costs  of  pro- 
longed institutional  care  and  probable  morbidity  in  an 
untreated  population  would  appear  to  be  a socially  and 
economically  justifiable  expense.  0 
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Sometimes 
you  just  can't 
operate 

alone.  _J 


When  it  comes  to  saving  lives,  teamwork 
becomes  not  only  desirable;  it  becomes 
necessary. 

In  an  operating  room,  in  an  emergency  room, 
in  consultation  with  other  physicians,  teamwork 
helps  you  do  your  job  to  the  best  of  your  ability. 

The  American  Medical  Association  and  your 
state  and  county  medical  societies  believe  in  the 
value  of  teamwork  — and  the  necessity  of  it,  in 
the  face  of  an  increasingly  complex  professional 
environment. 

We  also  believe  that  medical  societies  have 
certain  tasks  that  the  individual  physician 
couldn’t  possibly  assume  — and  shouldn't 
have  to. 


For  example,  to  keep  government  regulations 
from  interfering  with  your  practice,  we  effectively 
represent  your  interests  at  local  and  national 
levels. 

To  influence  policies  of  organized  medicine 
with  which  you  disagree,  we  provide  the  means 
to  have  your  views  heard  and  respected. 

And  to  keep  you  up  to  date  on  the  latest  med- 
ical advances,  we  publish  JAMA,  AM  News, 
specialty,  state,  and  county  journals. 

In  fact,  for  all  the  times  you  can't  operate 
alone,  your  medical  societies  will  be  there. 
Working  with  you  to  defend  your  rights  and  pro- 
tect your  freedoms. 


Join  Your 
Medical  Societies 
Today. 


□ Please  send  me  information  on  AMA,  county,  and  state  society  membership. 

□ I am  a member  of  my  county  and  state  societies;  please  send  me  information 
on  joining  the  AMA. 

Name 


For  more  information,  contact  your  street 

county  or  state  medical  societies,  or  call 

the  AMA  collect  at  312/751-6196  Or  city siate 

return  the  coupon  below  to  your  state 

or  county  medical  society.  County 


Zip 


ALABAMA 

MEDICINE 

CLASSIFIED 


Classified  advertising  is  $15.00  for  30  words  or  less,  plus 
20  cents  for  each  additional  word,  payable  in  advance.  Clas- 
sified displays  are  $20.00  per  column  inch.  Ad  box  number 
can  be  substituted  for  formal  addresses  upon  request  at  a cost 
of  $2.  Copy  deadline  is  6 weeks  preceding  date  of  publica- 
tion. Send  copy  to:  Advertising  Manager,  ALABAMA 
MEDICINE,  P.O.  Box  1900-C,  Montgomery,  Alabama 
36197-4201. 


PRIMARY  CARE  PHYSICIANS  desperately  needed  to  locate  in 
West  Central  Alabama  rural  communities,  one  hour  from  Birming- 
ham. Faculty  appointment  with  Family  Practice  Center  at  Universi- 
ty of  Alabama  if  qualified.  Join  established  practice  or  work  indi- 
vidually. Salary  of  $50,000  to  $65,000  guaranteed  until  practice  is 
self-sufficient.  Generous  fringe  benefits  include  life,  disability, 
health,  retirement,  and  malpractice  insurance,  two  weeks  con- 
tinuing education,  and  three  weeks  annual  leave.  All  equipment, 
including  X-ray  and  lab,  furniture,  and  supplies  provided.  Manage- 
ment services  including  personnel,  payroll,  tax  reports,  and  billing 
provided.  If  invited  to  visit,  all  expenses  will  be  paid.  All  moving 
expenses  covered.  Write  Health  Development  Corporation,  P.O. 
Box  1486,  Tuscaloosa,  Alabama  35403,  or  telephone  Frank 
Cochran,  collect  at  758-7545  for  more  information. 


NORTHEASTERN  ALABAMA:  Seeking  Emergency  Department 
Director  and  part-time  physicians  for  low  volume  hospital  in  resort 
area.  Flexible  schedule  and  malpractice  insurance  provided.  Please 
contact  Emergency  Consultants,  Inc.,  2240  South  Airport  Road, 
Room  9,  Traverse  City,  MI  49684;  800/253-1795.  or,  in  Michigan 
800/632-3496. 


INTERNIST  WANTED:  For  association  with  four  internists. 
Southeast  coast  of  Florida.  Board  qualified.  Salary:  $50,000,  plus 
a percentage.  Early  partnership  assured.  Reply:  P.O.  Box  768, 
Lake  Worth,  FL  33460. 


LARGE  MEDICAL  OFFICE  FOR  SALE  in  Fort  Deposit,  Ala- 
bama (Lowndes  Co.)  Would  make  a great  satellite  office.  Very 
reasonable  price.  If  interested  call  376-5630  days,  382-8813  nights. 


DIAGNOSTIC  RADIOLOGIST:  Board  certified  radiologist  for 
acute  medical/surgical  VA  Medical  Center,  located  on  the  Mis- 
sissippi Gulf  Coast.  There  is  sun,  golf,  boating  and  fishing  readily 
available.  The  Mississippi  Gulf  Coast  is  proximal  to  New  Orleans 
and  Gulf  Coast  beaches  in  Florida,  Alabama  and  Mississippi. 
Applicant  should  have  expertise  in  CT  scanning,  interventional 
procedures  and  angiography,  including  DSA,  as  well  as  experience 
in  nuclear  medicine  and  ultrasound.  Call  or  write:  John  L.  Camp- 
bell, II,  M.D.,  Chief,  Radiology  Service.  (520/1 14),  VA  Medical 
Center,  Biloxi,  MS  39531,  (601)  385-4771.  VA  is  an  Equal  Op- 
portunity Employer. 


1987  CME  CRUISE/CONFERENCES  ON  SELECTED  MEDI- 
CAL TOPICS  — Caribbean,  Mexico,  Hawaii,  Alaska,  China/ 
Orient,  Scandinavia/Russia.  7-14  days  year  round.  Approved  for 
20-24  CME  Cat.  1 credits  (AMA/PRA)  and  AAFP  prescribed 
credits.  Distinguished  professors.  FLY  ROUNDTRIP  FREE  ON 
CARIBBEAN?  MEXICAN  & ALASKAN  CRUISES.  Excellent 
group  fares  on  finest  ships.  Registration  limited.  Pre-scheduled  on 
compliance  with  present  IRS  requirements.  Information:  Interna- 
tional Conferences,  189  Lodge  Ave.,  Huntington  Station,  NY 
11746.  (516)  549-0869. 


INTERNIST  — ABIM  PREFERRED,  to  join  practice  in  pleasant 
small  town  on  water.  Subspecialty  interest  useful.  Rhett  P.  Walker, 
M.D.,  505  North  Section  Street,  Fairhope,  AL  36532. 


WANTED  — Family  Practitioners,  Internists  or  Pediatricians  to 
work  in  a public  health  setting.  Full-time  physicians  at  the  county 
level  would  be  involved  in  providing  clinical  services.  If  you  are 
interested  and  willing  to  work  hard  to  develop  a more  viable  public 
health  service  system,  please  apply.  Salaries  are  competitive,  mal- 
practice insurance  provided.  Send  name  and  resume  to  Dr.  Claude 
Earl  Fox,  Alabama  Department  of  Public  Health,  State  Office 
Building,  Montgomery,  AL  36130-1701. 


GENERAL  INTERNIST  to  join  Internal  Medicine  Clinic  in  Lau- 
rel, Mississippi.  Contact  Charles  D.  Cannon,  Jr.,  M.D.,  P.O.  Box 
2756,  Laurel.  MS  39440.  (601)  649-2863 


ONCOLOGIST  to  join  Internal  Medicine  Clinic  in  Laurel,  Mis- 
sissippi. Contact  John  M. Wallace.  M.D.,  P.O.  Box  2756,  Laurel, 
MS  39440  (601)  649-2863 


Physicians 


TIME  TO  REORDER? 


Save  Time,  Save  Money 
with  Wilmer®  Medical 
Management  Forms 


Wilmer  compatible  pegboard  forms  are 
interchangeable  with  the  most  popular 
health  care  systems  offered  by  Control- 
O-Fax,  Safeguard?  NBS,  and  McBee. . . . 

Including  the  popular  multi-part 
insurance  claim  form  called  SuperSlip  " 

Call  us! 

MASA  Services  Corp. 

835  Adams  Avenue 
Montgomery,  Alabama  36104 

834-2013  or  1-800-392-5668 


wilmer  service  line 

FORMS  YOU  CAN  COUNT  ON 


> Wilmer  Service  Line  1904 


* Registered  T rademark  of  Safeguard  Business  Systems.  Inc 
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CONTROL 
ACID  RAIN 

with  once-a-night 
h.s.  therapy  for  active 
duodena!  ulcers 
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Only  one  tablet  at  bedtime 

Controls  nocturnal  acid 
to  relieve  pain  and  heal 
duodena!  ulcers 


Heals  active  duodenal  ulcers  after  4 weeks 
in  most  patients*1 


ZANTAC  300  mg  h.s. 

270/320 

84% 

ZANTAC  150  mg  b.  i.  d. 

292/345 

85% 

In  well-controlled,  double-blind,  multicenter  trials.  ZANTAC  300  mg  h.s.  healed 
active  duodenal  ulcers  in  84%  of  patients  after  4 weeks.  After  8 weeks, 
healing  rates  may  be  higher  with  ZANTAC  150  mg  b.  i.  d.  (92%)  than  with  ZANTAC 
300  mg  h.s.  (87%). 

Relieves  pain  and  other  symptoms  as  effectively 
as  ZANTAC  150  mgb.i.d.1 


ranitidine  HCI/Glaxo  300mgtabiets 

Once-daity  dosing  may  enhance  compliance  in  patients  for 
whom  dosing  convenience  is  important 

Side-effects  profile  comparable  to  ZANTAC  150  mg  b.i.d. 13 

Headache  - sometimes  severe- has  been  reported.  Rare  effects  on  the  CHS.  cardiovas- 
cular. Gl.  hepatic,  and  integumentai  systems  have  been  observed,  as  well  as  rare  cases 
of  hypersensitivity  reactions.  See  ADVERSE  REACTIONS  section  of  Brief  Summary  of 
Product  Information  before  prescribing. 

No  significant  interference  with 
the  hepatic  cytochrome  P-450 
enzyme  system  at  recommended 
doses 

ZANTAC  300  mg  h.  s had  no  significant  drug 
interactions  with  theophylline  or  warfarin.  The 
bioavailability  of  certain  medications  whose 
absorption  is  dependent  on  a tow  gastric  pH 
may  be  altered  when  ZANTAC  or  other  medica- 
tions which  decrease  gastric  acidity  are 
administered 


Glaxo  /<S> 

See  next  page  for  references  and 
Brief  Summary  of  Product  Information 


‘It  is  not  known  exactly  how  much  acid  inhibition 
is  needed  to  heal  ulcers 
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IN  ACTIVE  DUODENAL  ULCERS 

Once-a-night  h.s.  therapy 
controls  acid  rain 


ranitidine  HCI/Glaxo 


References:  1.  Data  available  on  request,  Glaxo  Inc,  2.  Ireland  A, 
Colin  Jones  DG.  Gear  R et  a I Ranitidine  150  mg  twice  daily  vs  300 
mg  nightly  in  treatment  of  duodenal  ulcers.  Lancet  1984,2  274 
275  3.  Colin  Jones  DG,  Ireland  A,  Gear  R et  al  Reducing  overnight 
secretion  of  acid  to  heal  duodenal  ulcers.  Am  J Med  1984;  77 
(suppl  5B)  116  122 

ZANTAC-  150  Tablets  BRIEF  SUMMARY  OF 

(ranitidine  hydrochloride)  PRODUCT  INFORMATION 

ZANTAC  - 300  Tablets 
(ranitidine  hydrochloride) 


Two  effective 
regimens  to  treat  active 
duodena!  ulcers: 


See  complete  product  information  before  prescribing.  The  follow- 
ing is  a brief  summary. 

INDICATIONS  AND  USAGE:  ZANTAC"  is  indicated  in: 

1 Short-term  treatment  of  active  duodenal  ulcer  Most  patients 
heal  within  four  weeks 

2.  Maintenance  therapy  for  duodenal  ulcer  patients  at  reduced  dos- 
age after  healing  of  acute  ulcers. 

3 The  treatment  of  pathological  hypersecretory  conditions  (eg, 
Zollinger-Ellison  syndrome  and  systemic  mastocytosis). 

4 Short-term  treatment  of  active,  benign  gastric  ulcer  Most 
patients  heal  within  six  weeks  and  the  usefulness  of  further  treat- 
ment has  not  been  demonstrated 

5.  Treatment  of  gastroesophageal  reflux  disease  (GERD)  Symptom- 
atic relief  commonly  occurs  within  one  or  two  weeks  after  starting 
therapy.  Therapy  for  longer  than  six  weeks  has  not  been  studied. 

In  active  duodenal  ulcer;  active,  benign  gastric  ulcer;  hyper- 
secretory states;  and  GERD,  concomitant  antacids  should  be 
given  as  needed  for  relief  of  pain. 

CONTRAINDICATIONS:  ZANTAC"  is  contraindicated  for  patients 
known  to  have  hypersensitivity  to  the  drug. 

PRECAUTIONS:  General:  1.  Symptomatic  response  to  ZANTAC" 
therapy  does  not  preclude  the  presence  of  gastric  malignancy.  2. 
Since  ZANTAC  is  excreted  primarily  by  the  kidney,  dosage  should 
be  adjusted  in  patients  with  impaired  renal  function.  Caution 
should  be  observed  in  patients  with  hepatic  dysfunction  since 
ZANTAC  is  metabolized  in  the  liver. 

Laboratory  Tests:  False-positive  tests  for  urine  protein  with 
Multistix"  may  occur  during  ZANTAC  therapy,  and  therefore  test- 
ing with  sulfosalicylic  acid  is  recommended. 

Drug  Interactions:  Although  ZANTAC  has  been  reported  to  bind 
weakly  to  cytochrome  P 450  in  vitro,  recommended  doses  of  the 
drug  do  not  inhibit  the  action  of  the  cytochrome  P-450-lmked  oxy- 
genase enzymes  in  the  liver.  However,  there  have  been  isolated 
reports  of  drug  interactions  which  suggest  that  ZANTAC  may  affect 
the  bioavailability  of  certain  drugs  by  some  mechanism  as  yet  un- 
identified (eg,  a pH-dependent  effect  onabsorption  or  a change  in 
volume  of  distribution). 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility:  There  was  no 
indication  of  tumorigemc  or  carcinogenic  effects  in  lifespan  stud- 
ies in  mice  and  rats  at  doses  up  to  2,000  mg/kg/day. 

Ranitidine  was  not  mutagenic  in  standard  bacterial  tests 
(Salmonella,  E coli)  for  mutagenicity  at  concentrations  up  to  the 
maximum  recommended  for  these  assays. 

In  a dominant  lethal  assay,  a single  oral  dose  of  1,000  mg/kg  to 
male  rats  was  without  effect  on  the  outcome  of  two  matings  per 
week  for  the  next  nine  weeks. 

Pregnancy:  Teratogenic  Effects:  Pregnancy  Category  B:  Reproduc 
tion  studies  have  been  performed  in  rats  and  rabbits  at  doses  up  to 
160  times  the  human  dose  and  have  revealed  no  evidence  of 
impaired  fertility  or  harm  to  the  fetus  due  to  ZANTAC.  There  are, 
however,  no  adequate  and  well-controlled  studies  in  pregnant 
women.  Because  animal  reproduction  studies  are  not  always  pre- 
dictive of  human  response,  this  drug  should  be  used  during  preg- 
nancy only  if  clearly  needed 

Nursing  Mothers:  ZANTAC  is  secreted  in  human  milk  Caution 
should  be  exercised  when  ZANTAC  is  administered  to  a nursing 
mother. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been 
established 

Use  in  Elderly  Patients:  Ulcer  healing  rates  in  elderly  patients  (65  to 
82  years  of  age)  were  no  different  from  those  in  younger  age 
groups  The  incidence  rates  for  adverse  events  and  laboratory 
abnormalities  were  also  not  different  from  those  seen  in  other  age 
groups. 


ADVERSE  REACTIONS:  The  following  have  been  reported  as  events 
in  clinical  trials  or  in  the  routine  management  of  patients  treated 
with  oral  ZANTAC " The  relationship  to  ZANTAC  therapy  has  been 
unclear  in  many  cases.  Headache,  sometimes  severe,  seems  to  be 
related  to  ZANTAC  administration. 

Central  Nervous  System:  Rarely,  malaise,  dizziness,  somnolence, 
insomnia,  and  vertigo.  Rare  cases  of  reversible  mental  confusion, 
agitation,  depression,  and  hallucinations  have  been  reported,  pre- 
dominantly in  severely  ill  elderly  patients. 

Cardiovascular:  Rare  reports  of  tachycardia,  bradycardia,  and  pre- 
mature ventricular  beats. 

Gastrointestinal:  Constipation,  diarrhea,  nausea/vomiting,  and 
abdominal  discomfort/pain . 

Hepatic:  In  normal  volunteers,  SGPT  values  were  increased  to  at 
least  twice  the  pretreatment  levels  in  6 of  12  subjects  receiving 
100  mg  qid  IV  for  seven  days,  and  in  4 of  24  subjects  receiving 
50  mg  qid  IV  for  five  days  With  oral  administration  there  have 
been  occasional  reports  of  reversible  hepatitis,  hepatocellular  or 
hepatocanalicular  or  mixed,  with  or  without  jaundice. 
Musculoskeletal:  Rare  reports  of  arthralgias. 

Hematologic:  Rare  reports  of  reversible  leukopenia,  granulocy- 
topenia, thrombocytopenia,  and  pancytopenia. 

Endocrine:  Controlled  studies  in  animals  and  man  have  shown  no 
stimulation  of  any  pituitary  hormone  by  ZANTAC  and  no  antiandro- 
gemc  activity,  and  cimetidine-induced  gynecomastia  and  impo- 
tence in  hypersecretory  patients  have  resolved  when  ZANTAC  has 
been  substituted  However,  occasional  cases  of  gynecomastia, 
impotence,  and  loss  of  libido  have  been  reported  in  male  patients 
receiving  ZANTAC,  but  the  incidence  did  not  differ  from  that  in  the 
general  population. 

Integumental:  Rash,  including  rare  cases  suggestive  of  mild  ery- 
thema multiforme,  and,  rarely,  alopecia. 

Other:  Rare  cases  of  hypersensitivity  reactions  (eg,  bronchospasm, 
fever,  rash,  eosinophilia)  and  small  increases  in  serum  creatinine. 
DOSAGE  AND  ADMINISTRATION:  Active  Duodenal  Ulcer:  The  current 
recommended  adult  oral  dosage  is  150  mg  twice  daily.  An  alter- 
nate dosage  of  300  mg  once  daily  at  bedtime  can  be  used  for 
patients  in  whom  dosing  convenience  is  important.  The  advan- 
tages of  one  treatment  regimen  compared  to  the  other  in  a particu- 
lar patient  population  have  yet  to  be  demonstrated. 

Maintenance  Therapy:  The  current  recommended  adult  oral  dosage 
is  150  mg  at  bedtime. 

Pathological  Hypersecretory  Conditions  (such  as  Zollinger-Ellison 
Syndrome):  The  current  recommended  adult  oral  dosage  is  150  mg 
twice  a day.  In  some  patients  it  may  be  necessary  to  administer 
ZANTAC*  150-mg  doses  more  frequent  ly  Dosesshould  be  adjusted 
to  individual  patient  needs,  and  should  continue  as  long  as  clini- 
cally indicated.  Doses  up  to  6 g/day  have  been  employed  in 
patients  with  severe  disease. 

Benign  Gastric  Ulcer:  The  current  recommended  adult  oral  dosage 
is  150  mg  twice  a day. 

GERD:  The  current  recommended  adult  oral  dosage  is  150  mg 
twice  a day. 

See  full  prescribing  information  for  dosage  adjustment  for 
patients  with  impaired  renal  function. 

HOW  SUPPLIED:  ZANTAC"  300  Tablets  (ranitidine  hydrochloride 
equivalent  to  300  mg  of  ranitidine)  are  yellow,  capsule-shaped 
tablets  embossed  with  "ZANTAC  300"  on  one  side  and  "Glaxo"  on 
the  other.  They  are  available  in  bottlesof  30  (NDC  0173-0393-40) 
and  unit  dose  packs  of  100  tablets  (NDC  0173-0393-47). 

ZANTAC"  150  Tablets  (ranitidine  hydrochloride  equivalent  to 
150  mg  of  ranitidine)  are  white  tablets  embossed  with  "ZANTAC 
150"  on  one  side  and  "Glaxo"  on  the  other  They  are  available  in 
bottles  of  60  tablets  (NDC  0173-0344-42)  and  unit  dose  packs  of 
100  tablets  (NDC  0173-0344-47). 

Store  between  15'  and  30  C (59  and  86  F)  in  a dry  place.  Protect 
from  light.  Replace  cap  securely  after  each  opening. 

(c;  Copyright  1983,  Glaxo  Inc  All  rights  reserved.  June  1986 
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For  faster  claims  payment, 
count  on  the  card's  computer. 

And  a terminal  in  your  office  that  con- 
nects you  to  Blue  Cross  and  Blue  Shield 
of  Alabama.  Your  claims  are  processed 
faster  and  more  efficiently  for  a better 
cash  flow.  There’s  nothing  to  sort,  sign 
or  mail.  Just  type  your  claims  into  the 
terminal.  Blue  Cross  and  Blue  Shield 
computer  claims  service  is  dependable, 
easy,  and  cost  effective.  Find  out  more 
about  Blue  Cross  and  Blue  Shield  daily 
computer  claims  service.  In  Birmingham, 
call  988-2588.  Or  write  us  at  Provider 
Services,  Blue  Cross  and  Blue  Shield 
of  Alabama,  450  Riverchase  Parkway 
East,  Birmingham,  Alabama  35298. 

CARRY  THE  CARING  CARD: 

Blue  Cross 


and 


Blue  Shield 

of  Alabama 


Registered  Marks  Blue  Cross  and  Blue  Shield  Association 
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‘Wien  I 
'dance, 
llfeel 
1 better 
and 

beautiful.” 

Melissa  Berman  is  nine 
years  old,  deaf  and  a “natural 
dancer,”  She  takes  ballet  at  the 
Joffrey  Ballet  School  where 
Meredith  Baylis  teaches  a 
special  class  for  the  non-hearing. 
The  children  respond  to  the 
vibration  in  the  floor  and  some- 
times get  their  instruction 
through  an  interpreter. 

Dance  seems  to  offer  an 
escape  valve  for  the  remarkable 
energy  that  would  otherwise 
be  bottled  up  in  Melissa  and 
her  classmates.  Melissa’s 
mother  reports  that  when 
“The  Nutcracker”  appeared  on 
television,  Melissa  got  up  and 
joined  in  the  dancing.  Melissa  is 
also  an  accomplished  gymnast 
but  her  great  love  is  dance  which 
she  hopes  to  pursue. 

Here  in  the  dance  studio, 
with  the  pianist  pounding  away, 
Melissa  is  indeed  beautiful! 

President’s  Committee  on 
Employment  of  the  Handicapped 
Washington,  D.C.  20210 

Produced  by  The  School  of  Visual  Arts 
Public  Advertising  System 
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Mrs.  Ronald  R.  DiNella 
A-MASA  President 


The  Impaired  Physician 
and  Medical  Family 


“People  need  other  people  as  a performer 
needs  an  audience. 

People  need  to  know  that  other  people  are 
depending  upon  them,  waiting  for  them, 
pulling  with  them. 

People  need  people  who  believe  in  them,  trust 
them,  and  expect  much  of  them.” 

— Richard  L.  Evans 


It  seems  appropriate  that,  in  keeping  with  prepara- 
tions toward  festivities  for  the  approaching  holi- 
days, we  should  broach  the  subject  of  the  impaired 
medical  family. 

The  American  Medical  Association  Auxiliary  and 
the  Auxiliary  to  the  Medical  Association  of  the  State 
of  Alabama  have  had  programs  related  to  the  impaired 
physician  for  approximately  seven  or  eight  years. 


However,  a couple  of  years  ago  we  realized  that  the 
impairment  not  only  concerned  the  physician,  but  the 
physician’s  family  as  well.  Therefore,  we  have  been 
directing  our  involvement  not  only  toward  the  impaired 
physician,  but  reaching  out  to  the  entire  family  with 
confidential,  emotional,  informative  and  supportive 
programs.  We  want  to  convey  the  message  that  we 
realize  the  problem  exists,  but  we  want  to  remove  the 
stigma  associated  with  the  impaired  physician,  thereby 
opening  the  door  to  treatment  and  recovery  for  the 
entire  family. 

Physicians  work  very  hard  for  their  degrees  in  med- 
icine, and  certification  in  their  chosen  specialties.  They 
and  their  families  sacrifice  a great  deal  during  their 
years  of  preparation  and  early  days  of  practice.  Some- 
time we  see  a colleague  who  succumbs  to  the  abuse 
of  alcohol/drugs  and  we  ask.  “Why,  — How  can  this 
physician  who  spent  years  in  training  to  practice 
medicine,  lose  it  all  by  giving  in  to  a desire  for 
drugs?”  — 
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Perhaps  the  perfectionistic  attitude  that  places  doc- 
tors in  the  practice  of  medicine  in  the  first  place  is 
also  the  force  that  invites  them  to  abuse  alcohol.  The 
stress  of  life  and  death  decisions  weighted  on  their 
shoulders  is  a terrible  burden  to  live  under  day  after 
day.  Then,  as  if  that  alone  isn't  enough,  there  is  the 
added  threat  of  litigation  when  anything  other  than  a 
perfect  result  is  obtained.  This  is  a constant  strain  and 
the  physician  (who  knows  it  is  an  unwise  move)  starts 
drinking  or  taking  some  other  drug  in  order  to  relax 
and  relieve  the  tension. 

Ours  is  not  to  reason  why  — our  desire  is  to  convey 
to  the  impaired  physician  and  the  family  that  there  are 
avenues  open  for  assistance  and  treatment.  The  myth 
that  an  alcoholic  cannot  be  helped  until  he  reaches  the 
“bottom”  and  asks  for  help  himself,  is  just  not  true. 
Alcoholism  is  a treatable  disease  and  is  not  related  to 
morals. 

Most  doctors  who  are  chemically  dependent  have 
difficulty  admitting  the  fact,  even  to  themselves  — to 
say  nothing  of  admitting  it  to  anyone  else.  They  feel 
that  asking  for  help  is  an  admission  of  weakness  and 
an  admission  that  h/she  cannot  handle  the  problem 
alone.  It  is  pretty  common  knowledge  that  physicians 
have  been  overendowed  with  ego  and  pride;  therefore, 
they  are  reluctant  to  seek  help  because  it  is  embar- 
rassing to  them.  There  is  also  a great  deal  of  guilt  and 
shame  associated  with  a chemically  dependent  person. 
The  physician  has  a strong  fear  of  losing  his  license, 
his  practice  and  his  prestige.  The  spouse  and  the  chil- 
dren suffer  the  same  symptoms,  so  they  enter  into  the 
conspiracy  of  silence,  thereby  enabling  the  physician 
to  continue  his  downward  spiral. 

Are  you  aware  that  one  in  every  eight  physicians 
becomes  chemically  dependent?  For  each  physician 
who  is  addicted,  there  are  at  least  seven  or  eight  others 
(loved  ones)  who  are  affected  by  the  addiction  — the 
spouse,  children,  parents,  friends  or  colleagues.  The 
circle  is  far  reaching. 

The  Medical  Association  of  the  State  of  Alabama 
has  a committee  to  assist  the  impaired  physician  and / 
or  his  family.  The  Auxiliary  to  the  Medical  Association 
of  the  State  of  Alabama  is  very  proud  to  have  one  of 
our  members,  Mrs.  George  F.  Scofield,  serve  on  this 
committee  as  our  representative.  The  Committee  for 
the  Impaired  Physician  was  created  to  help  the  medical 
profession  cope  with  the  problems  of  impairment  of 
physicians  in  our  state.  The  objectives  of  this  com- 
mittee are  as  follows: 

1.  To  identify  and  verify  the  disabled  doctor,  pro- 
tecting his  anonymity  and  causing  him  as  little  em- 
barrassment as  possible 


2.  To  motivate  him  to  enter  treatment  voluntarily 

3.  To  assume  an  advocacy  on  his  behalf 

4.  To  aid  him  in  re-entering  professional  activities 
after  adequate  treatment 

5.  To  provide  a means  of  protecting  his  patients,  his 
medical  community,  his  family  and  the  doctor  him- 
self from  the  consequences  of  non-treatment,  in- 
complete treatment  or  failure  of  treatment. 

If  you,  or  your  family,  are  troubled  because  of  this 
crippling  problem,  please  know  that  there  are  people 
who  care  and  will  help  you.  You  are  invited  to  call 
the  HELPLINE  (205)  263-3947  at  the  MASA  office 
for  help.  It  will  be  kept  strictly  confidential  and,  if 
you  prefer,  you  may  remain  anonymous. 

William  J.  Tally,  M.D.,  of  Scotsboro,  Alabama,  is 
Chairman  of  the  Committee  for  the  Impaired  Physician 
and  is  presently  asking  for  fellow  physicians  to  vol- 
unteer to  assist  in  the  program.  It  is  not  necessary  for 
volunteers  to  be  experts  in  the  treatment  of  ad- 
diction. You  will  be  provided  the  necessary  materials 
and  training  to  assist  your  impaired  colleagues.  Dr. 
Tally  may  be  contacted  at  (205)  582-2715. 

All  of  us  should  be  aware  of  the  correlation  between 
stress  and  physician  impairment.  It  is  a problem  which 
affects  the  entire  medical  community  and  we  contrib- 
ute to  it  by  denying  that  the  problem  exists,  or  by 
refusing  to  recognize  the  symptoms.  We  must  put  aside 
old  attitudes  and  prejudices  toward  alcohol/drug  ad- 
diction and  accept  it  as  a disease  and  realize  that  as  a 
disease  it  is  treatable.  If  I allow  a physician  to  lose 
his  practice,  his  family  or  eventually  his  life  because 
he  needed  help  and  I remained  silent,  I would  have  to 
live  with  this  knowledge  weighing  on  my  conscience 
— and  so  would  you.  If  a colleague  of  yours  has  this 
problem,  reach  out  a caring  hand  or,  if  you  prefer, 
you  may  make  a tax  deductable  contribution  to  the 
state  program  by  sending  a check  to  the  Medical  Foun- 
dation of  Alabama  (MFA)  at  MASA  headquarters  in 
Montgomery,  c/o  Dr.  George  Oetting,  Department  of 
Education. 

Thanks  for  caring  and  taking  positive  action  toward 
eradicating  this  problem. 

HAPPY  HOLIDAYS!  B 
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EXCERPTS  FROM  A SYMPOSIUM 
"THE  TREATMENT  OF  SLEEP  DISORDERS”8 

••  . . highly  effective 
for  both  sleep  induction  and 
sleep  maintenance  ft 

Sleep  Laboratory  Investigator 
Pennsylvania 

. . onset  of  action  is 
rapid. . . provides  sleep  with 
no  rebound  effect  to  agitate  the 
patient  the  following  day  0 £ 


Psychiatrist 

California 


r . . appears  to  have 
the  best  safely  record  of  any 
of  the  benzodiazepines  tf 


Psychiatrist 

California 


After  15  years,  the  experts  still  concur  about  the 
continuing  value  of  Dalmane  (flurazepam  HCI/ 
Roche).  It  provides  sleep  that  satisfies  patients. . . 
and  the  wide  margin  of  safety  that  satisfies  you. 

The  recommended  dose  in  elderly  or  debilitated 
patients  is  15  mg.  Contraindicated  in  pregnancy 

DALMANE 


brand  of 


flurazepam  HCI/Roche  <E 

sleep  that  satisfies 


15-mg/30-mg 

capsules 
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DALMANE’ 

brond  of 

flurazepam  HCI/Roche  (jv 

Before  prescribing,  please  consult  complete  product 
information,  o summary  of  which  follows: 

Indications:  Effective  in  all  types  of  insomnia  characterized 
by  difficulty  in  falling  asleep,  frequent  nocturnal  awakenings 
and/or  early  morning  awakening,  in  patients  with  recurring 
insomnia  or  poor  sleeping  habits,  in  acute  or  chronic  medical 
situations  requiring  restful  sleep  Objective  sleep  laboratory 
data  have  shown  effectiveness  for  at  least  28  consecutive 
nights  of  administration  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is  generally  not 
necessary  or  recommended  Repeated  therapy  should  only 
be  undertaken  with  appropriate  patient  evaluation 
Contraindications:  Known  hypersensitivity  to  flurazepam  HCI 
pregnancy  Benzodiazepines  may  cause  fetal  damage  when 
administered  during  pregnancy  Several  studies  suggest  an 
increased  risk  of  congenital  malformations  associated  with 
benzodiazepine  use  during  the  first  trimester  Warn  patients 
of  the  potential  risks  to  the  fetus  should  the  possibility  of  be 
coming  pregnant  exist  while  receiving  flurazepam  Instruct 
patients  to  discontinue  drug  prior  to  becoming  pregnant  Con- 
sider the  possibility  of  pregnancy  prior  to  instituting  therapy 
Warnings:  Caution  patients  about  possible  combined  effects 
with  alcohol  and  other  CNS  depressants  An  additive  effect 
may  occur  if  alcohol  is  consumed  the  day  following  use  for 
nighttime  sedation  This  potential  may  exist  for  several  days 
following  discontinuation  Caution  against  hazardous  occu- 
pations requiring  complete  mental  alertness  (e  g , operating 
machinery,  driving)  Potential  impairment  ol  performance  of 
such  activities  may  occur  the  day  following  ingestion  Not 
recommended  for  use  in  persons  under  15  years  of  age 
Withdrawal  symptoms  rarely  reported,  abrupt  discontinuation 
should  be  avoided  with  gradual  tapering  of  dosage  for  those 
patients  on  medication  for  a prolonged  period  of  time  Use 
caution  in  administering  to  addiction-prone  individuals  or 
those  who  might  increase  dosage 
Precautions:  In  elderly  and  debilitated  patients,  it  is  recom 
mended  that  the  dosage  be  limited  to  15  mg  to  reduce  risk  ot 
oversedation,  dizziness,  contusion  and/or  ataxia  Consider 
potential  additive  effects  with  other  hypnotics  or  CNS  depres 
sants  Employ  usual  precautions  in  severely  depressed 
patients,  or  in  those  with  latent  depression  or  suicidal  lenden 
cies,  or  in  those  with  impaired  renal  or  hepatic  function 
Adverse  Reactions:  Dizziness,  drowsiness,  hghtheadedness, 
staggering,  ataxia  and  tolling  have  occurred  particularly  in 
elderly  or  debilitated  patients  Severe  sedation,  lethargy,  dis 
orientation  and  coma,  probably  indicative  of  drug  intolerance 
or  overdosage,  have  been  reported  Also  reported  headache, 
heartburn,  upset  stomach,  nausea,  vomiting  diarrhea,  con- 
stipation, Gl  pain,  nervousness,  talkativeness,  opprehension 
irritability  weakness,  palpitations,  chest  pains,  body  and  joint 
pains  and  GU  complaints  There  hove  also  been  rare  occur 
rences  of  leukopenia,  granulocytopenia,  sweating,  (lushes, 
difficulty  in  focusing,  blurred  vision,  burning  eyes,  faintness, 
hypotension,  shortness  ot  breath,  pruritus,  skin  rash  dry 
mouth,  bitter  toste,  excessive  solivotion  anorexia  euphoria 
depression,  slurred  speech,  contusion,  restlessness  holluci 
notions,  ond  elevated  SGOT,  SGPT.  total  and  direct  bilirubins, 
and  alkaline  phosphatase,  ond  paradoxical  reoclions  e g 
excitement,  stimulation  and  hyperactivity 
Dosage:  Individualize  tor  maximum  beneficial  effect  Adults 
30  mg  usual  dosage,  1 5 mg  may  suffice  in  some  patients 
Elderly  or  debilitated  patients  1 5 mg  recommended  initially 
until  response  is  determined 

Supplied:  Capsules  containing  15  mg  or  30  mg  flurozepom 
HCI 
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#1  FOR  SLEEP 

/ 

After  more  than  1 5 years  of  use,  if s # 1 for  sleep  that  satisfies. 

Patients  are  satisfied  because  they  fall  asleep  fast  and  stay 
asleep  till  morning. 18  And  you're  satisfied  by  the  exceptionally 
wide  margin  of  safety.7  9 As  always,  caution  patients  about 
driving  or  drinking  alcohol. 

Please  see  adjacent  page  for  references  and  summary  of  product  information. 
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Malpractice: 

I < n*l  Be  A Target... 


Your  office  staff  may  be  working  against 
you  in  avoiding  a malpractice  lawsuit. 

Patients  often  get  an  impression  of  you  as 
a physician  by  the  way  they  are  treated  in 
your  office  — even  before  they  see  you.  Yet 
office  staff  generally  get  little  guidance  in 
this  important  area. 

To  help  the  members  of  your  office  staff, 
Mutual  Assurance  offers  a comprehensive 
loss  prevention  program  for  them. 

Using  audio  tapes  and  detailed  workbooks, 
the  program  delivers  custom  instruction  to 
your  receptionist,  your  office  manager,  your 


billing  clerk  and  your  nurses.  And  unlike  cost- 
ly seminars,  the  program  can  be  reused  time 
and  time  again  for  refresher  courses  and  for 
new  employees. 

The  program  includes  written  examinations 
for  each  member  of  your  staff.  The  examina- 
tion is  graded  by  an  educational  testing  ser- 
vice and  returned  for  your  review  and 
follow-up. 

The  cost  — $85.  To  order  your  set  of  five 
tapes  and  workbooks,  call  1-800-272-6401 
(Toll  Free)  or  933-7280  in  Birmingham. 
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Assurance 


It's  Your  Company  Use  It! 
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A PRESCRIPTION 
FOR  PHYSICIANS 

BOTHERED  BY:  

★ Too  much  paperwork?  ★ The  burden  of  office  overhead? 

★ Malpracfice  insurance  cosfs? 

★ Not  enough  time  for  the  family? 

★ No  time  to  keep  current  with  technology  and  new  methods? 

★ No  time  or  money  for  professional  development? 

JOIN  THE  AIR  FORCE  MEDICAL  TEAM;  

WE’LL  PROVIDE  THE  FOLLOWING: 

★ Competent  and  dedicated  professional  staff. 

★ Time  for  patients  and  for  keeping  professionally  current. 

★ Financial  security,  a generous  retirement  for  those  who  qualify. 

★ If  qualified,  unlimited  professional  development. 

★ Medical  facilities  all  around  the  world. 

★ 30  days  of  vacation  with  pay  each  year. 

★ Complete  medical  and  dental  care. 

★ Low  cost  life  insurance. 

Want  to  find  out  more?  Contact  your  nearest  Air  Force 
recruiter  for  information  at  no  obligation.  Call 


TSgt  Kary  Utley 
(205)  271-2953  collect 
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Information  for  Authors 
Concerning  Manuscripts 


Manuscripts  should  be  typewritten,  double  spaced 
on  white  paper  8l/2xl  1 inches  with  adequate  margins. 
Two  copies  should  be  submitted.  Authority  for  approv- 
al of  all  contributions  rests  with  the  Editor.  Alabama 
Medicine  reserves  the  right  to  edit  any  material  submit- 
ted. The  publishers  accept  no  responsibility  for  opin- 
ions expressed  by  contributors. 

Style:  The  first  page  should  list  title  (please  be  brief), 
the  author  (or  authors),  degrees,  and  any  institutional  or 
other  credits.  Bibliographies  must  contain,  in  the  order 
given:  Name  of  author,  title  of  article,  name  of 
periodicals  with  volume,  page,  month  — day  of  month 
if  weekly  — and  year.  Number  should  be  limited  to 
absolute  minimum.  References  should  be  numbered 
consecutively  in  order  in  which  they  appear  in  the  text. 

The  Sty lebook/ Editorial  Manual,  published  by  the 
AMA,  is  the  general  reference  for  questions  of  style.  It 
is  particularly  useful  in  the  proper  presentation  of  data. 
When  conflicts  occur  between  usage,  etc.,  by  an  author 
and  the  stylebook,  these  will  be  resolved  in  favor  of  the 
author  if  his  method  is  persuasive  and  logical. 

Helpful  to  many  writers  is  The  Elements  of  Style  by 
William  Strunk,  Jr.,  and  E.  B.  White,  which  empha- 
sizes brevity,  vigor  and  clarity. 


Final  authority  on  grammar  is  Webster’s  New  Inter- 
national, Unabridged,  Second  Edition. 

Length  of  Articles:  Articles  should  not  exceed 
3,000  words  (approximately  3-4  printed  pages).  Under 
exceptional  circumstances  only  will  articles  of  more 
than  4,000  words  be  published. 

Illustrations:  Illustrations  should  be  numbered  con- 
secutively and  indicated  in  the  text.  The  number,  in- 
dication of  the  top,  and  the  author's  name  should  be 
attached  to  the  back  of  each  illustration.  Legend  should 
be  typed,  numbered,  and  attached  to  each  illustration. 
Photographs  should  be  clear  and  distinct;  drawings 
should  be  made  in  black  ink  on  white  paper.  For  photo- 
graphs, glossy  prints  are  preferred. 

Reprints:  Reprint  orders  should  be  returned  at  once. 
Prices  for  reprints,  based  on  number  of  pages,  will  be 
furnished  upon  request  by  MASA  Services.  Com- 
munications should  be  addressed  to  Alabama  Medi- 
cine, The  Medical  Association  of  the  State  of  Alabama. 
P.  O.  Box  1900-C.  Montgomery.  Alabama  36197. 
Telephone  (205)  263-6441,  or  (toll-free  in  Alabama) 
1-800-392-5668. 
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HeRpecin- 


herpes  labialis 

“HERPECIN-L  is  my  treatment  of  choice  for 
perioral  herpes.”  GP,  NY 

“HERPECIN-L  appears  to  actually  prevent  the 
blisters  . . . used  soon  enough.”  DDS,  MN 

“HERPECIN-Lf . . . a conservative  approach 
with  low  risk/high  benefits.”  MD,  FL 

“Used  at  prodromal  symptoms  . . . blisters 
never  formed  . . . remarkable.”  DH,  MA 

“(In  clinical  trials) . . . response  was  dramatic. 
HERPECIN-L  . .proven  far  superior.”  DDS,  PA 

“All  patients  claimed  shorter  duration  ...  at 
prodromal  symptoms  . . . HERPECIN-L 
averted  the  attacks.”  MD,  AK 


OTC.  See  P.D.R.  for  information.  For  samples  to  make 
your  own  clinical  evaluation,  write:  Campbell  Laboratories. 
Inc.,  P.O.  BOX  812-MD,  FDR  STATION,  NEW  YORK,  N.Y. 
10150 


In  Alabama  HERPECIN-L  is  available  at  all  Big  B,  Eckerd,  Harco, 
K&B,  Revco,  SupeRx  Drug  Stores  and  other  select  pharmacies. 
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YOU  DON 


lUNLESS  YOU  HAVE 
THE  BEST  COMPUTER  SYSTEM. 
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Pledge  of  Satisfaction. 

Before  we  decided  to  offer  your  practice  a written  guarantee,  we  made 
sure  we  had  the  best  medical  practice  management  system  on  the  market. 
Only  Reynolds  + Reynolds,  a Fortune  500  company  with  over  20  years 
of  computer  experience  as  a single  source  supplier,  offers  you: 

• State-of-the-art  hardware  from  IBM, NCR,  and  Texas  Instruments. 

• The  most  comprehensive  Unix-based  medical  practice 
management  software  in  the  industry. 

• MPMS-PLUS  software  features: 

- appointment  scheduling  - insurance  claims 

- patient  billing  - management  reports. 

-accounts  receivable 

• The  industry’s  most  responsive  after-sale  hardware  and 
software  service  and  support. 

• Competitive  lease  plan  rates. 

• A full  line  of  computer  forms. 

• A unique  written  pledge  of  satisfaction  assuring  you  that  our 
system  will  perform  the  tasks  required  to  help  your  practice 
run  more  profitably  and  efficiently  or  your  full  system  price 
will  be  refunded. 
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Yes,  I'm  interested!  I want  to  know  more  about  the 
Reynolds  + Reynolds®  MPMS-PLUS  system.  To  make 
our  first  discussion  more  efficient,  I’ve  filled  in  the 
information  requested  below. 

I'm  considering  automating  my  practice: 

□ Right  away.  □ In  six  months.  □ In  a year  or  so. 

□ I’d  like  to  know  more  about  your  unique  Pledge  of 
Satisfaction. 


Name: . 


Whether  you’re  a new  buyer  or  a dissatisfied  system  user, 
Reynolds  + Reynolds’  single  source  concept  is  right  for  you. 
Interested?  To  know  more  about  our  MPMS-Plus  System  and  our 
Pledge  of  Satisfaction,  fill  out  the  attached  coupon  or  call  us  toll- 
free  at  1-800-632-4278  (in  Ohio  call  1-800-535-7128.) 

Reynoldsd-  Reynolds® 

Committed  To  Your  Future 


Practice  Name: 

Address: 

City: State: Zip: 

Phone: 

# of  Physicians: Specialty: 


EXECUTIVE 

DIRECTOR 


S.  Lon  Conner 


Executive  Director,  MASA 


Juries  and  the  Paranormal 


January  means  another  year  of  challenge  for  your 
association. 

Uppermost  in  my  expectations  is  that  in  1987  we 
will  pass  the  tort  reform  package,  which  came  within 
an  ace  of  prevailing  in  the  1986  Regular  Session  of 
the  Alabama  Legislature.  (The  ace  that  prevented  that, 
incidentally,  won  a resounding  vote  of  no-confidence 
last  Nov.  4.) 

So  many  millions  of  words  have  been  written  about 
the  litigious  society,  1 am  devoting  my  column  this 
month  to  spotlighting  an  aspect  of  tort  abuse  that  is 
rarely  dwelled  upon,  for  obvious  reasons  — the  irra- 
tional behavior  of  juries.  It  is  not  considered  good  form 
to  impute  to  juries  a mob  mentality,  but  that  may  often 
be  the  case.  Such  behavior  is,  therefore,  part  of  the 
liability  problem. 

Nothing,  to  my  mind,  illustrates  the  point  I hope  to 
make  better  than  the  case  of  Judy  Richardson  Haimes 
vs.  Temple  University  Hospital , which  was  decided  in 
favor  of  the  plaintiff  by  a Philadelphia  jury  last  year. 

Mrs.  Haimes  performed  under  her  maiden  name  of 
Judy  Richardson.  1 say  performed  because  that  was 


her  line  of  work.  She  listed  her  occupation  at  the  hos- 
pital as  “psychic  consultant.”  Like  so  many  of  her 
calling,  she  had  made  a nice  living  predicting  the  fu- 
ture, holding  seances  with  the  spirit  world,  and  the 
usual  poppycock  that  has  always  provided  rich  soil  for 
montebanks,  and  will  continue  to  do  so.  She  had  added 
to  her  public  image  by  claiming  she  had  helped  police 
to  solve  crimes. 

In  the  course  of  studies  at  the  Temple  Hospital,  she 
was  given  a CAT  scan.  All  those  emanations  disrupted 
her  occult  powers,  she  said,  and  gave  her  bad  head- 
aches to  boot. 

Since  the  CAT  scan  had  erased  all  her  psychic  pro- 
grams, she  could  no  longer  earn  a living.  Temple  should 
pay  for  her  loss  of  income,  she  concluded. 

A Philadelphia  jury,  hearing  the  case,  agreed,  grant- 
ing her  almost  $1  million  for  the  loss  of  livelihood. 
You’ve  all  heard  of  this  case  and  shaken  your  head  in 
dismay,  1 know.  But  there  is  more  to  it  than  you  have 
perhaps  heard. 

The  defendant  medical  center.  Temple,  knew  it  might 
have  a problem  on  its  hands  in  debunking  the  psychic’s 
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claim  for  damages.  It  would  have  been  forced  to  throw 
the  full  weight  of  the  university's  intellectual  enlight- 
enment against  a poor,  defenseless  psychic. 

Defense  lawyers  knew  this  would  have  been  self- 
defeating.  Juries  like  to  reject  fancy  professional  talk, 
which  they  usually  don’t  understand  in  any  case.  In 
that  inclination  they  reflect  America’s  underlying  anti- 
intellectualism.  We  may  believe  every  word  the  col- 
lege football  coach  says,  but  let  some  of  those  ivory 
tower  types  on  campus  hold  forth  on  an  ordinary  sub- 
ject that  ordinary  people  know  all  about,  and  the  in- 
tellectual argument  will  lose  every  time. 

That  basic  distrust  of  “too  much  learning’’  is,  of 
course,  part  of  the  antipathy  doctors  experience  when 
they  are  hauled  into  court.  Expert  witnesses  testify 
rationally  in  their  defense.  But  the  jury,  being  wise  to 
the  slick  talk  of  learned  men,  rejects  all  that  and  settles 
on  the  easier  to  understand  emotional  issue:  the  plain- 
tiff has  suffered,  the  wise  guys  may  not  have  caused 
it,  but  they  didn’t  prevent  it.  And  they’re  loaded  with 
cash  anyway,  so  let’s  redistribute  their  wealth  to  the 
plaintiff  and  send  them  a message. 

This  built-in  bias  against  science  and  learning  is  not 
altogether  deplorable.  Some  of  it  comes  from  the 
American  sense  of  fair  play.  When  a lonely  plaintiff 
is  opposed  by  the  full  apparatus  of  intellectual  achieve- 
ment, the  man  in  the  streets  (i.e.,  a juror)  sees  an 
underdog  being  crushed  by  the  Establishment.  That's 
not  fair:  hang  all  that  glib  evidence:  verdict  for  the 
plaintiff. 

Waiting  to  testify  for  the  defense  in  the  Richardson 
case  was  the  ultimate  debunker  on  the  American  scene, 
James  Randi,  the  rationalist  magician  who  has  exposed 
countless  frauds  in  his  capacity  as  a chief  investigator 
for  the  Committee  for  the  Scientific  Investigation  of 
Claims  of  the  Paranormal.  More  about  the  committee 
in  a moment. 

Randi  was  one  of  the  1986  winners  of  the  coveted 
(and  lucrative)  MacArthur  Fellowships  from  the  John 
D.  and  Catherine  T.  MacArthur  Foundation,  which 
hands  out  large  no-strings  grants  to  “outstandingly 
talented’’  people  each  year.  Randi  won  because  of  his 
fearless  and  brilliant  crusades  against  the  charlatans 
who  prey  on  human  gullibility,  psychics,  faith  healers, 
etc. 

Randi  was  prepared  to  testify  that  Ms.  Richardson 
was  just  another  phony  psychic.  Among  other  prep- 
arations, he  had  gone  back  to  her  annual  predictions 
to  compare  these  with  what  actually  eventuated,  and 
could  have  shown  the  jury  that  her  record  of  forecasts 
was  below  what  might  even  have  been  expected  from 
random  hits.  And  that  was  before  the  CAT  scan. 

As  soon  as  the  plaintiff,  her  husband  and  her  lawyers 
saw  Randi  in  the  courtroom,  they  panicked.  Her  law- 
yers demanded  not  only  that  Randi’s  testimony  be 
excluded  by  the  court  but  that  he  be  ejected  from  the 


courtroom.  Ms.  Richardson  claimed  that  Randi  gave 
her  “negative  vibrations.” 

Randi  had  previously  unnerved  the  plaintiff,  when 
she  was  practicing  in  Delaware,  by  demanding  that 
she  submit  to  a simple  test  on  the  simplest  of  her  claims 
— that  when  she  looked  at  any  object  she  could  see 
an  “aura”  surrounding  it.  She  refused.  For  21  years 
as  the  scourge  of  such  phonies,  Randi  has  offered  to 
pay  $10,000  to  anyone  who  can  demonstrate  “psychic 
powers”  that  he  cannot  prove  fake.  He  has  never  paid 
out  a dime. 

The  judge  in  the  CAT  scan  trial  would  not  admit 
his  testimony,  however.  His  honor  did  instruct  the  jury 
to  disregard  Ms.  Richardson’s  psychic  powers.  But 
Randi  is  critical  of  that  decision.  The  judge’s  intentions 
were  good,  Randi  says,  but  the  effect  of  his  ruling  was 
to  leave  Ms.  Richardson’s  claim  of  psychic  powers 
unchallenged  in  the  minds  of  the  jurors. 

Therefore,  the  jury  was  free  to  indulge  its  bias  for 
the  underdog,  threatened  by  the  Great  Randi  and  the 
Great  University.  She  won  almost  a cool  million. 

Judge  Leon  Katz  pondered  the  case  for  months.  On 
Aug.  7,  1986,  he  found  that  the  verdict  did  not  follow 
the  evidence,  and  even  if  it  did,  the  award  was  ex- 
cessive. He  granted  a new  trial.  Randi  is  ready. 

My  point  in  recounting  all  this  is  that  although  here 
was  a case  clearly  beyond  the  pale,  the  jury  still  bought 
it.  Physicians  tell  me  that  much  more  can  be  learned 
from  disease  processes  than  from  a healthy  body  be- 
cause contributing  factors  are  drawn  into  sharper  focus 
by  the  very  fact  of  illness.  By  the  same  token,  it  seems 
to  me,  the  pathology  of  the  Richardson  case  commends 
itself  to  special  study  because  all  the  usual  elements 
were  there  but  somewhat  larger  than  life  — a great 
deal  larger  than  life. 

Randi  is  a Fellow,  as  mentioned,  of  the  world-re- 
nowned Committee  for  the  Study  of  the  Paranormal, 
headquartered  in  Buffalo,  New  York.  It  numbers  among 
its  Fellows  such  illuminati  as:  the  biophysicist  F.H.C. 
Crick;  the  famous  Scientific  American  debunker  Mar- 
tin Gardner;  the  Nobel  laureate  physicist  Murray  Gell- 
Mann;  the  philosopher  Sidney  Hook;  the  aeronautical 
genius  Paul  MacCready;  the  controversial  psychologist 
B.F.  Skinner;  the  astronomer  Carl  Sagan;  the  Harvard 
zoologist  Stephen  Jay  Gould;  and  so  on,  and  on. 

It  continually  investigates  hokum  and  publishes  in 
its  quarterly,  the  Skeptical  Inquirer,  articles  on  psychic 
healing,  chiropractic,  iridology,  homeopathy,  acu- 
puncture, hair  analysis,  diet  cure-alls,  arthritis  cures, 
nutrition  nonsense,  orgone  energy,  cancer  therapies, 
subliminal  self-help  tapes,  polarity  therapy,  past-lives 
regressions,  the  Bermuda  triangle,  naturopathy,  etc., 
etc. 

In  other  words,  this  10-year-old  organization,  which 
prides  itself  in  having  an  unpronounceable  acronym 
(CSICOP),  is  recognized  as  the  major  force  for  ra- 

continued  on  page  8 
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THIRD  ANNUAL 

INVITATIONAL  SCIENTIFIC  SYMPOSIUM 

Saturday,  January  17,  1987 
Wynfrey  Hotel,  Birmingham,  Alabama 


8:30-  9:00  A.M. 

Registration  — Coffee  and  Donuts 

Presiding  — John  M.  Packard,  M.D.,  Chairman,  Council  on  Medical  Education 

9:00-  9:25  A.M. 

Robert  L.  Baldwin,  M.D. 

“Current  Concepts  Regarding  Hearing  Loss  and  Its  Therapy” 

9:25-  9:50  A.M. 

S.  Hutson  Hay,  M.D. 

“Photography  in  the  Detection  of  Eye  Disease  in  Children” 

9:50-10:10  A.M. 

Coffee  Break 

Presiding  — Roland  E.  Murphree,  M.D.,  Council  on  Medical  Education 

10:10-10:35  A.M. 

William  M.  Sanders,  M.D. 

“Psychiatric  Referral  of  the  Difficult  Patient” 

10:35-11:00  A.M. 

David  L.  Rader,  M.D. 

“Lasers  in  Medicine  and  Surgery” 

11:00-12:00  Noon 

Discussion  of  Manuscripts  Focusing  on  Treatment  of  Cancers 

Presiding  — Wilmer  J.  Coggins,  M.D.,  Council  on  Medical  Education 

Discussants 

Charles  W.  Pruet,  M.D. 

“Common  Departures  from  Sound  Management  in  Head  and  Neck  Cancer” 

R.  Jay  Smith,  M.D. 

“The  Spectrum  of  Surgical  Therapy  for  Primary  Carcinoma  of  the  Breast” 

Carl  J.  Sanfelippo,  M.D. 

“Prostate  Cancer  — Current  Concepts  and  Managements” 

Gary  D.  Monheit,  M.D. 

“The  Moh’s  Technique:  Micrographic  Surgery  for  Problem  Skin  Cancer” 

12:00-  1:00  P.M. 

Lunch  and  Special  Talk  on  the  New  Tax  Law 

Law  Offices  of  Sirote,  Permutt,  Friend,  Friedman,  Held  and  Apolinsky 

Presiding  — D.  Leigh  Murphy,  M.D.,  Vice  Chairman  Council  on  Medical  Education 

1:00-  1:25  P.M. 

Richard  D.  Meyer,  M.D. 

“Obstetrical  Palsy,  Current  State  of  the  Art” 

1:25-  1:50  P.M. 

Roger  W.  Boswell,  M.D. 

“Acute  Care  and  Chronic  Medical  Illness” 

1:50-  2:15  P.M. 

Larry  W.  Epperson,  M.D. 

“Treatment  of  Vascular  Headaches” 

2:15-  2:35  P.M. 

Coffee  Break 

Presiding  — J.  J.  Kirschenfeld,  M.D.,  Council  on  Medical  Education 

2:35-  3:00  P.M. 

Thomas  Gaskin,  M.D. 

Bruce  Tucker,  M.D. 

Linda  Zwirlein,  R.N.,  M.S. 

“Home  Parenteral  Therapy” 

3:00-  3:25  P.M. 

John  L.  Mathews,  M.D. 

“Retrospective  Review  of  Permanent  Pacemakers” 

3:25-  3:50  P.M. 

Rudolph  Navari,  M.D.,  Ph.D. 

“Use  of  Biological  Response  Modifiers  in  Treatment  of  Cancer” 

4:00 

Adjourn 

Please  enroll  me  in  the  Third  Annual  Invitational  Scientific  Symposium  on  Saturday,  January  17,  1987  at  the 
Wynfrey  Hotel,  Birmingham,  Alabama.  Enclosed  is  the  registration  fee  of  $40,  which  includes  lunch. 

Name Office  Phone 

Address Home  Phone 

Specialty 

Mail  to:  MASA  Education  Department,  P.  O.  Box  1900-C,  Montgomery,  AL  36197 


tionalism  in  a gullible  world.  I am  hopeful  that  its 
interest  in  fantastic  jury  awards,  stimulated  by  the  pre- 
posterous Richardson  case,  will  lead  it  to  a more  com- 
prehensive study  of  the  thought  processes  of  juries  in 
less  obviously  crazy  cases. 

When  you  reflect  on  the  fact  that  juries  all  over  the 
country  have,  in  recent  years,  seemed  to  compete  in 
handing  out  the  largest  awards  in  the  weakest  cases, 
you  are  forced  to  believe  that  there  is  something  more 
at  work  than  the  various  theories  that  have  been  ad- 
vanced — class  envy,  retributive  justice  against  the 
privileged  groups  that  physicians  represent,  accumu- 
lated grievances,  simple  sympathy,  etc.  There  may  be 
a crowd  psychology  involved  too,  one  that  on  another 
level  would  provide  UFO  sightings. 

It  is  pretty  well  established,  I believe,  that  a frenzied 
mob  is  not  a collection  of  individual  behaviors  but  an 
entirely  different  creature.  Juries,  while  not  quite  a 
mob,  show  similar  traits  of  short-term  collective  psy- 
chosis, while  individual  members  of  that  jury  may  be 
stable,  reflective  people.  They  often  do  in  concert  what 
they  would  never  dare  as  individuals. 

What  happens  when  those  12  good  men  and  women 
are  charged  with  the  responsibility  of  playing  God?  Is 
there  a collective  brain  that  is  less  capable  of  reason 
than  the  sum  of  its  parts? 

I would  be  relieved  to  learn  that  the  Great  Randi 
will  devote  more  of  his  investigation  time  to  this  par- 
anormal problem.  In  the  meantime,  this  is  the  year  to 
pass  MASA's  tort  reform  bill,  which  makes  a modest 
beginning  in  a return  to  sanity  in  our  civil  justice  sys- 
tem. 


A New  Employee 
For  Only  $300 

You  can  hire  a new  employee 
for  as  little  as  $300  per  month 
that  never  gets  sick,  never  goes 
on  vacation  and  never 
complains. 

This  new  employee  is  an 
expert  in  medical  billing 
procedures  and  will  do  all  these 
things  for  you  . . . 

1.  Keep  up  with  all  of  the 
financial  records  in  your  office. 

2.  Print  your  statements  each 
month. 

3.  File  your  Blue  Cross, 
Medicare  and  independent 
insurance. 

4.  Age  your  accounts. 

5.  Provide  you  with  useful 
management  reports. 

If  you  would  like  to  interview 
this  new  employee,  call  us  at 
205-823-1363.  We  are  . . . 
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Standing  By  Each  Other 


‘ ‘Grant  stood  by  me  when  I was  crazy,  and  1 stood  by 
him  when  he  was  drunk,  and  now  we  stand  by  each 
other.” 

That  may  not  be  the  most  delicate  of  texts  for  this 
month’s  sermon,  but  if  it  got  your  attention,  it 
worked.  And,  in  a bizarre  way,  it  really  is  my  subject. 

The  author  of  the  above  is  remembered  for  a more 
familiar  quotation  — “War  is  hell.”  It  was,  of  course, 
William  Tecumseh  Sherman  (cover),  Civil  War  Gen- 
eral, the  man  who  savaged  Atlanta  in  his  march  to  the 
sea.  Sherman,  who  at  times  did  seem  completely 
bonkers,  had  served  during  the  war  under  Ulysses  S. 
Grant,  who  was  often  drunk. 

When  Sherman  spoke  these  words,  five  years  after 
the  war  in  1870,  Grant  was  President.  His  adminis- 
tration was  racked  by  scandal,  including  the  attempt 
of  speculators  within  it  to  corner  gold.  Whatever  else 
he  was.  Grant  was  impeccably  honest  and  Sherman 
knew  it.  Hence,  his  renewed  pledge  of  loyalty.  Quaint 
though  it  was,  it  had  a ring  of  truth  that  made  believers 
of  many  of  Grant’s  detractors. 


Although  neither  elegant  nor  eloquent,  it  rang  true 
because  it  said  friendship  and  loyalty  forged  in  battle 
are  not  the  qualities  of  the  sunshine  patriot  and  the 
summer  soldier. 

A friendship  that  had  survived  America’s  greatest 
domestic  tragedy,  Sherman’s  madness  and  Grant’s 
monumental  drunks  was  not  a thing  to  be  lightly  put 
aside. 

Which  brings  me  to  my  theme.  I am,  have  been, 
and  expect  to  continue  to  be,  unapologetically  loyal 
to  the  American  Medical  Association.  Does  that  mean 
that  1 agree  100%  with  everything  AM  A does;  every 
posture  it  assumes;  every  policy  it  hands  down?  Of 
course  not.  Ask  any  member  of  the  Alabama  Dele- 
gation to  the  AMA,  of  which  I am  proudly  one,  if  my 
loyalty  to  AMA  is  characterized  by  fawning  and  ob- 
sequious acceptance  on  every  issue.  Like  Sherman, 
however,  I am  still  loyal  to  my  friend,  warts  and  all. 

Let  me  give  you  an  example  of  one  of  AMA’s  ac- 
tions that  I think  sounds  crazy,  drunk,  or  both: 

The  AMA  is  currently  involved  in  a major  push  for 
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■'unified  membership."  Unified  membership,  as  AMA 
defines  it.  means  that  a state  association  votes  to  be- 
come a unified  member.  When  it  does,  all  state  mem- 
bers must  belong  to  the  AMA.  Either  join  AMA  or 
get  out  of  the  state  association  as  well. 

That  rubs  me  the  wrong  way.  As  strongly  as  I be- 
lieve that  every  Alabama  doctor  should  belong  to 
MASA  and  AMA,  1 don’t  buy  forcing  them  to.  If 
freedom  means  anything,  it  means  you  have  the  right 
to  choose  those  whom  you  support.  It  also  means  you 
have  the  right  to  be  a deadbeat  if  you  are  so  inclined. 
It  means  you  don't  have  to  pay  your  dues  to  your 
professional  associations;  not  even  one  that  has  brought 
you  all  the  privileges  and  advantages  you  now  enjoy, 
through  well  over  a century  of  fighting  for  the  freedom 
and  independence  of  American  practice;  fighting  for 
excellence  in  medical  education;  against  ignorance  and 
quackery;  for  scientific  advancement  that  has  made 
this  country’s  health  system  the  envy  of  the  world. 

If  you  choose  to  be  a freeloader,  I say  that  is  your 
right  — not  an  honored  right  that  brings  a lump  to  my 
throat,  but  an  elemental  one,  like  conscientious  ob- 
jection in  time  of  national  peril.  I can't  say  I would 
fight  to  the  death  to  defend  that  right.  I simply  accept 
it. 


But  the  AMA  is  wholly,  almost  laughably,  incon- 
sistent in  this  campaign  for  “unification.”  It  says  on 
the  one  hand  that  state  societies  should  be  constituted 
of  100%  AMA  members.  That’s  loyalty  up.  How  about 
loyalty  down?  The  AMA  has,  at  the  same  time,  adopted 
a policy  of  direct  membership,  whereby  it  invites  in- 
dividual physicians  to  join  without  any  requirement 
that  they  first  belong  to  their  local  and  state  societies. 
Or  they  may  join  through  specialty  or  subspecialty 
organizations.  Some  of  those  organizations  don’t  have 
even  half  their  members  in  AMA. 

Is  that  the  spirit  of  unification?  I say  it  is  not.  I say 
it  promotes  disunification.  And  I could  tick  off  a few 
other  current  acts  by  AMA  that  I find  crazy.  Still, 
weighing  these  against  the  enormous  preponderance 
of  worth  that  AMA  has  meant  to  me  and  my  profession 
(and  to  you  and  yours,  whether  you  believe  it  or  not), 
the  faults  I find  not  so  consequential. 

From  a surgeon  I recently  heard  this  parable: 

He  told  a surgeon  friend  of  his  about  a mutual  ac- 
quaintance who  had  withdrawn  his  son  from  school. 
Why?,  the  second  surgeon  asked.  Because,  said  the 
first  surgeon,  the  boy  had  made  a C in  Algebra.  If  the 
son  couldn’t  make  an  A every  time  in  every  course, 
the  father  had  reasoned,  why  stay  in  school? 
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That  of  course  was  idiotic,  and  the  second  surgeon 
said  so.  But  he  had  been  trapped.  The  first  surgeon 
quickly  provided  the  moral  of  the  story:  “That’s  you, 
Joe,  when  you  say  you’ve  had  it  with  organized  med- 
icine because  it  doesn’t  always  make  an  A.” 

Touche.  AMA  has  not  won  every  battle  in  Wash- 
ington recently.  Nobody  has.  No  lobbying  group  earned 
anything  but  goose  eggs  in  the  recent  writing  of  the 
most  complete  overhaul  of  the  tax  bill  in  a lifetime. 
Did  the  bankers  give  up?  Did  the  industrialists?  All 
the  myriad  interests  in  the  land  who  had  the  door  of 
Congress  slammed  in  their  face?  Of  course  not.  Al- 
though their  representatives  hadn’t  even  made  a D in 
the  last  couple  of  years,  none  of  these  groups  pulled 
the  kid  out  of  school  in  disgust. 

I sometimes  think  there  are  physicians  among  us 
who  are  more  fickle  than  the  football  fans  who  lose 
interest  when  their  team  drops  a game.  Unless  they 
can  win  every  game  and  rank  No.  1 , not  only  this  year 
but  every  year,  why  support  them? 

I support  every  level  of  organized  medicine:  county 
societies,  specialty  societies,  hospital  staffs,  state  as- 
sociations, AMA.  And  if  you  think  I do  so  because 
they  are  always  perfect  or  because  I always  agree,  you 
don’t  know  me  very  well. 

The  Association,  its  officers,  staff  and  board  mem- 
bers, have  taken  flak  and  have  benefited  by  it.  The 
Board  of  Censors  has  rarely  a meeting  these  days  when 
the  members  don’t  call  themselves  up  short:  Are  we 
doing  the  right  thing?  Are  we  doing  enough?  Are  we 
making  the  best  use  of  our  time  and  the  Association’s 
assets? 

We  live  in  complex  times  of  interlocking  issues  that 
are  simple  only  to  the  simple-minded.  If  any  physician 
you  know  cites  the  failure  of  organized  medicine  at 
any  level  to  make  straight  A’s  in  these  tough  times, 
let  me  propose  a rejoinder: 

Ask  the  doctor  how  he  feels  when  a patient  presents 
claiming  a bad  back  or  some  vague  disability.  After 
examination  and  appropriate  studies,  you  are  con- 
vinced that  the  patient  really  wants  a couple  of  weeks 
off  work.  Or  some  other  kind  of  unwarranted  com- 
pensation. 

You  know  in  your  heart  he’s  malingering.  He  may 
hurt;  we  all  do  at  times,  part  of  the  price  we  pay  for 


that  alleged  evolutionary  turn  long  ago  into  homo 
e rectus. 

Ask  your  complaining  doctor  associate  how  he  feels 
about  that  patient?  With  an  office  full  of  truly  sick 
folks,  can  he  really  resist  a feeling  of  contempt? 

Well,  that  is  the  feeling  I had  about  doctors  who 
won’t  do  their  share.  They  won’t  pay  their  dues  to 
AMA  (and  dues  in  the  strictest  sense,  because  you  owe 
it);  won’t  contribute  to  their  PACs  or  make  any  other 
sacrifice,  however  token,  to  their  profession. 

They  just  complain.  They  hurt  all  over.  They  are 
malingerers.  Why  should  they  give  of  their  time  or 
treasure  to  “that  bunch’’  (whatever  that  bunch  might 
be  at  any  given  moment  in  their  diatribe)  when  they 
hadn’t  brought  home  an  A last  semester? 

In  an  ideal  world  we  would  win  every  battle;  there 
would  be  no  reversals,  no  ties,  no  grades  less  than 
A + . I’ve  never  found  that  world  and  don’t  expect  to. 
If  I were  grading  AMA  for  1986,  I would  give  it  a 
solid  B.  If  I were  grading  MAS  A,  its  officers  and  its 
Montgomery  staff,  from  Lon  Conner  on  down,  I would 
give  them  a grade  higher,  but  not  an  A + . But  even 
if  they  had  earned  no  more  than  a C,  I wouldn’t  pull 
them  out  of  school. 

There  is  always  next  year,  which  is  here  right  now 
— 1987.  You  may  rest  assured  that  we  plan  to  win 
every  game,  as  AMA  does.  We  are  well  prepared; 
we’ve  worked  hard,  done  our  homework;  carefully 
planned  every  move  we  intend  to  make  this  year.  So 
has  AMA. 

But,  come  next  Dec.  31,  will  organized  medicine’s 
grade  point  average  be  a perfect  4.0  for  the  year?  As 
an  idealist,  I hope  so.  As  a realist,  I know  better. 

But  I know  this:  neither  MASA  nor  AMA  will  be 
guilty  of  malingering,  of  finding  vague  excuses  for 
not  measuring  up. 

Is  that  true  of  every  doctor  you  know?  If  it  were, 
we  wouldn’t  have  to  worry  about  Cs. 
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Health  Officer’s  Letter 


The  Task  Before  Us 

Claude  Earl  Fox,  M.D.,  M.P.H. 


A 42-member  Task  Force  on  Prevention  and  Per- 
inatal Health  whose  purpose  is  to  address  the 
infant  mortality  problem  in  the  state  held  its  first  meet- 
ing recently  in  Montgomery. 

This  task  force  is  composed  of  representatives  of 
business,  government  health  care  providers,  con- 
sumers and  advocacy  groups. 

As  chairman  I see  the  function  of  this  task  force  as 
two-fold  — first  to  seek  the  members’  input  as  to  how 
the  Alabama  Department  of  Public  Health  can  maxi- 
mize its  usefulness  as  a part  of  the  perinatal  system 
and  secondly  to  get  an  overview  of  the  system  and  to 
identify  areas  in  which  we  may  work  together  to  im- 
prove the  system.  For  instance,  the  task  force  may 
choose  to  look  at  the  issue  of  tort  reform,  possibly 
making  recommendations  to  the  legislature. 

A review  of  existing  services  showed  that  as  of  Oct. 
1 there  were  19  counties  in  Alabama  which  had  no 
prenatal  clinics  in  their  county  health  departments,  an 
additional  19  counties  had  nursing  only  prenatal  clinics 
in  county  health  departments  and  the  remaining  31 
counties  have  medical/nursing  clinics  in  county  health 
departments. 

Maternity  clinics  served  18,355  unduplicated  ma- 
ternity patients  statewide,  which  is  approximately  31% 
of  the  state’s  total.  An  average  of  5.4  maternity  visits 
were  made  for  each  patient.  Twenty-two  counties  in 
the  state  had  no  hospital  obstetrical  services  as  of  Oct. 
1,  1986.  Thus,  we  know  many  women  receive  inad- 
equate care. 

In  the  area  of  child  health/family  planning  54,412 
children  were  served  in  our  well  child  clinics.  Of  these 
30,307  were  under  2 years  of  age  and  24,105  were 
over  2.  Our  unduplicated  total  served  for  early  periodic 
screening,  diagnosis  and  treatment  was  27,005,  which 
is  inadequate.  We  provided  family  planning  services 
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to  83,340  persons  or  33%  of  the  target  population, 
which  is  also  inadequate. 

The  task  force  will  make  a thorough  study  of  factors 
associated  with  the  problem,  develop  recommenda- 
tions to  improve  the  perinatal  health  care  system  and 
recommend  initiatives  in  health  care  for  mothers  and 
babies  based  on  prevention  services. 

Ultimately,  the  task  force  will  prepare  a document 
incorporating  approved  recommendations  into  a report 
which  will  be  distributed  to  government  officials, 
agency  personnel,  health  care  providers,  the  media  and 
other  interested  parties.  The  task  force  will  also  im- 
plement any  recommendations  which  may  require  di- 
rect action  by  task  force  members. 

Physician  members  serving  on  the  task  force  include 
Ted  Williams,  M.D.,  F.A.A.P.,  alternate  chairman, 
Alabama  Chapter  of  the  American  Academy  of  Pe- 
diatrics, Dothan;  Larry  D.  Grimes,  M.D.,  F.A.C.O.G., 
president,  Alabama  Association  of  Obstetricians  and 
Gynecologists,  Gadsden;  Carden  Johnston,  M.D., 
chairman,  Alabama  Advisory  Council  on  Maternal  and 
Child  Health,  Birmingham; 

John  DiPlacido,  M.D.,  chairman.  State  Perinatal 
Advisory  Committee,  Huntsville;  Micki  Cabaniss, 
M.D.,  president,  Alabama  Perinatal  Association,  Mo- 
bile; Sandral  Hullett,  M.D.,  Greene  County  Health 
Center;  Ronald  A.  Feinstein,  M.D..  director.  Division 
of  Adolescent  Medicine,  University  of  Alabama  at 
Birmingham,  Birmingham; 

Marilyn  Crumpton,  M.D.,  Houston  County  health 
officer,  Dothan;  and  Jack  Hataway,  M.D.,  associate 
professor,  UAB  School  of  Medicine,  Birmingham. 

Any  improvements  the  task  force  effects  are  des- 
tined to  improve  the  quality  of  life  and,  in  some  in- 
stances assure  life  itself  for  the  mothers  and  babies  of 
the  state  of  Alabama.  0 
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The  New  Tax  Law  and  the 
Deductibility  of  Dues  and 
Educational  Expenses 

©Jack  R.  Bierig* 

John  P.  Simon* 


This  article  will  examine  the  effect  of  the  Tax  Re- 
form Act  of  1986  (the  “Act”)  on  the  deductibility 
of  certain  professional  expenses  of  members  of  med- 
ical associations  exempt  from  the  payment  of  federal 
income  tax  pursuant  to  §50 1(c)(6)  of  the  Internal  Rev- 
enue Code.  Specifically,  it  will  discuss  the  deducti- 
bility of  membership  dues  and  of  expenses  incurred  in 
connection  with  attending  educational  seminars.  In 
general,  these  dues  and  expenses  will  continue  to  be 
deductible  under  the  new  Act. 

However,  the  Act  makes  several  changes  effective 
January  1 , 1987.  It  will  substantially  restrict  the  ability 
of  employed  individuals  to  deduct  dues  and  expenses 
to  the  extent  that  they  are  not  reimbursed  by  the  em- 
ployer. It  will  also  reduce  the  amount  which  all  tax- 
payers can  deduct  for  meal  and  entertainment  ex- 
penses, including  those  incurred  in  connection  with 
attending  a professional  education  seminar.  Finally,  it 
will  eliminate  deductions  for  expenses  incurred  in  at- 
tending investment  or  financial  planning  seminars  un- 
related to  the  individual’s  profession  or  business. 


*Mr.  Bierig  and  Mr.  Simon  are  attorneys  with  the  law  firm  of  Sidley  & Austin  in 
Chicago.  Illinois. 


1.  Current  Law 

Currently,  all  practicing  physicians  may  deduct  the 
dues  they  pay  from  their  own  funds  to  a medical  so- 
ciety. They  may  also  deduct  contributions  to  any  char- 
itable foundation  associated  with  the  society.  How- 
ever, they  may  not  deduct  voluntary  contributions  to 
a medical  society  above  the  dues  level. 

Moreover,  practicing  physicians  may  deduct  their 
expenses  in  attending  a professional  education  seminar 
relating  to  their  profession.  Deductible  expenses  in- 
clude registration  fees,  travel  and  transportation  costs, 
and  meal  and  lodging  costs  — as  long  as  the  expenses 
are  documented  and  the  seminar  is  held  almost  any- 
where in  North  America.  If  dues  or  expenses  are  reim- 
bursed by  the  physician’s  employer  or  by  a partnership 
in  which  the  physician  is  a partner,  the  entity  making 
the  reimbursement  is  entitled  to  the  deduction.  There 
is  no  net  tax  effect  on  the  physician. 

2.  The  New  Act 

The  new  Act  makes  several  changes  in  the  law  be- 
ginning January  1,  1987.  First,  dues  to  a medical  as- 
sociation and  educational  expenses  that  are  paid  by  an 
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employed  physician  but  not  reimbursed  by  the  em- 
ployer will  be  treated  as  "miscellaneous  deductions." 
Such  deductions  must  be  aggregated  with  other  "mis- 
cellaneous deductions,”  including: 

1 . Other  reimbursed  employee  business  expenses; 

2.  Certain  expenses  related  to  producing  investment 
income,  e.g.  investment  advisory  fees;  and 

3.  Tax  preparation  costs. 

The  aggregate  amount  of  all  “miscellaneous  deduc- 
tions" will  be  deductible  only  to  the  extent  that  it 
exceeds  2%  of  the  physician’s  “adjusted  gross  in- 
come." 

As  a result  of  this  change,  employed  physicians  can 
be  expected  to  seek  reimbursement  of  dues  and  ex- 
penses by  their  employers.  Alternatively,  they  will 
attempt  to  have  the  employer  pay  these  dues  and  ex- 
penses directly.  When  paid  by  the  employer,  these 
amounts  are  deductible  by  the  employer. 

Second,  with  the  exception  of  certain  banquets,  the 
amount  which  taxpayers  can  deduct  for  meal  and  en- 
tertainment expenses  related  to  their  trade  or  business 
will  be  limited  to  80%  of  the  amount  expended.  This 
limitation  includes  meal  and  entertainment  expenses 
incurred  in  connection  with  attending  professional  ed- 
ucation seminars.  However,  the  actual  registration  fee, 
transportation  and  lodging  expenses  for  such  seminars 
will  continue  to  be  fully  deductible. 

In  this  connection,  two  further  limitations  should  be 
noted.  Initially,  deductions  for  lavish  or  extravagant 
food  or  beverage  expenses  will  be  disallowed.  In  ad- 
dition, deductions  for  the  expenses  of  attending  a 
professional  education  seminar  will  be  disallowed  if 
the  participants  are  given  videotapes  of  lectures  and  if 
no  other  significant  professional-related  activities  take 
place. 

Third,  deductions  for  costs  relating  to  attendance  at 
seminars  on  personal  financial  planning  or  investments 


will  not  be  permitted.  However,  seminars  on  the  fi- 
nancial aspects  of  medical  practice,  such  as  office  man- 
agement or  contractual  relations,  are  not  covered  by 
this  limitation.  Thus,  expenses  incurred  in  connection 
with  attendance  at  programs  of  this  nature  continue  to 
be  deductible. 

Fourth,  it  should  be  recognized  that  the  maximum 
tax  rates  will  decline  after  1986.  Thus  the  value  of  a 
deduction  to  a taxpayer  currently  in  the  highest  tax 
brackets  will  be  less  under  the  new  Act  than  it  is 
currently.  For  example,  a physician  currently  in  the 
50%  tax  bracket  who  pays  dues  of  $200  will  have  a 
net  after-tax  cost  of  $100  in  1986.  In  1987,  the  highest 
bracket  will  be  38 Vi%.  Thus  the  net  after-tax  cost  of 
the  $200  dues  payment  will  increase  to  $125.00. 

Conclusion 

For  physicians  in  high  tax  brackets,  it  may  make 
sense  to  pay  1987  expenses  in  1986  to  the  extent  le- 
gitimately possible.  For  example,  if  1987  dues  are  paid 
before  January  1,  the  pathologist  may  be  entitled  to 
the  deduction  sooner.  More  importantly,  that  deduc- 
tion is  worth  more  in  1986  than  it  will  be  in  1987. 

Employed  physicians  who  are  not  reimbursed  for 
dues  or  educational  expenses  should  attempt  to  have 
their  employers  change  their  policy.  If  the  employer 
is  unwilling  to  make  this  change,  the  physician  should 
consider  paying  such  dues  and  expenses  in  1986  to  the 
extent  permissible. 

This  article  is  intended  as  a summary  of  the  pro- 
visions of  the  Act  which  bear  on  the  question  of  the 
deductibility  of  professional  association  dues  and  ed- 
ucation seminar  expenses  for  federal  income  tax  pur- 
poses. Many  questions  related  to  the  deductibility  of 
these  expenses  will  turn  on  an  individual  taxpayer’s 
particular  circumstances.  Therefore,  it  is  prudent  to 
consult  a tax  advisor  with  respect  to  issues  discussed 
and  the  effect  on  state  and  local  taxes.  H 
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Introduction 

The  treatment  of  acute  myocardial  infarc- 
tion (MI)  has  evolved  from  a rather  conserv- 
ative approach  aimed  at  treating  the  compli- 
cations of  ischemic  necrosis  (arrhythmias, 
ventricular  dysfunction,  valvular  dysfunc- 
tion), to  a more  aggressive  one,  attempting  to 
salvage  ischemic  myocardium  and  limit  infarct 
size.  This  change  has  been  related  to  the  fact 
that  conventional  therapy  has  not  reduced 
mortality  in  acute  MI,1  and  to  the  pioneering 
work  of  German  cardiologists  who  demon- 
strated that  acute  MI  is  the  result  of  acute 
coronary  thrombosis,  and  that  thrombolytic 
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recanalization  of  the  infarct  coronary  artery  is 
clinically  feasible  and  may  limit  infarct  size.2- 3 

Several  studies  have  confirmed  that  trans- 
mural MI  is  due  to  an  acute  thrombotic  occlu- 
sion of  a coronary  artery,  that  results  from 
ulceration  or  rupture  of  an  atherosclerotic 
plaque  (Figure  1).  The  role  of  coronary  spasm 
remains  speculative.  There  is  now  clear  evi- 
dence that  early  reperfusion  of  the  occluded 
artery  can  limit  infarct  size,  preserve  myocar- 
dial function,  and  reduce  morbidity  and  mor- 
tality. 

Reperfusion  of  ischemic  myocardium  can  be 
accomplished  with  thrombolytic  agents  admin- 
istered either  directly  in  the  infarct  coronary 
artery  or  intravenously,  and  also  with  percu- 
taneous transluminal  coronary  angioplasty 
(PTC A),  or  coronary  bypass  surgery. 

We  will  review  thrombolytic  therapy  and 
PTCA  as  methods  of  reperfusion  therapy,  and 
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present  our  experience  and  current  approach 
to  diagnosis  and  management  of  patients  with 
acute  MI.  The  role  of  coronary  bypass  surgery 
during  evolving  MI  remains  controversial,  and 
will  not  be  addressed. 


Thrombolytic  Therapy  in 
Evolving  Myocardial  Infarction 

The  most  commonly  employed  thrombolytic  agents 
are  streptokinase  and  urokinase.  Streptokinase  is 
a monomer  with  a molecular  weight  of  48,000  that 
indirectly  activates  plasminogen.  It  binds  serum  plas- 
minogen forming  a streptokinase-plasminogen  com- 
plex, that  promotes  the  conversion  of  plasminogen  to 
plasmin  by  cleavage  of  a peptide  bond.  Plasmin  is  a 
potent  fibrinolytic  enzyme,  that  degrades  fibrin  and 
fibrinogen,  and  dissolves  clots.  In  the  blood,  inhibitors 
of  plasminogen  activation  and  fibrinolysis  are  over- 
come by  circulating  plasmin  and  a “lytic  state”  is 
produced.  Streptokinase  is  antigenic  and  can  elicit  an 
antibody  response  that  may  last  up  to  12  months.  When 
antibodies  are  present,  administration  of  the  usual  dos- 
age of  streptokinase  may  have  no  thrombolytic  effect. 

Urokinase  has  a molecular  weight  of  55,000  and 
directly  converts  plasminogen  to  plasmin.  The  prin- 
cipal disadvantage  of  urokinase  is  cost.  It  is  five  to 
six  times  more  expensive  than  streptokinase  for  equiv- 
alent doses. 

Thrombolytic  agents  are  contraindicated  in  patients 
with  major  active  bleeding  sites,  recent  major  surgery, 
intracranial  disorders  (vascular  accidents,  neoplasm), 
major  trauma  and  post  partum  state. 

Several  studies  have  demonstrated  the  feasibility, 
safety  and  benefits  of  early  reperfusion  of  the  infarct 
artery  with  thrombolytic  therapy.  Reperfusion  is  fre- 
quently associated  with  improvement  or  resolution  of 
chest  pain,  electrocardiographic  changes  of  evolving 
myocardial  ischemia,  and  improvement  in  hemody- 
namic parameters. 

In  the  Western  Washington  randomized  trial  (4), 
250  patients  with  evolving  MI  underwent  urgent  car- 
diac catheterization  and  left  ventricular  (LV)  and  cor- 
onary angiography  and  were  randomized  to  therapy 
with  intracoronary  Streptokinase  (250,000  units)  or 
control.  The  30-day  mortality  was  3.7%  in  the  strep- 
tokinase treated  patients,  compared  to  11.2%  in  the 
control  group,  a highly  significant  difference.  The 
greatest  reduction  was  observed  in  anterolateral  MI, 
in  which  Streptokinase  reduced  mortality  from  18.9% 
to  7.9%.  These  investigators  have  subsequently  re- 
ported improved  survival  in  the  streptokinase  treated 
patients  up  to  a year  after  hospital  discharge.5 

Although  reperfusion  with  thrombolytic  therapy  ad- 
ministered directly  in  the  infarct  artery  has  been  shown 


to  reduce  hospital  mortality  and  preserve  LV  function, 
a highly  effective  intravenous  agent  would  be  pref- 
erable, since  it  could  be  administered  to  a much  larger 
patient  population  treated  at  hospitals  without  cardiac 
catheterization  laboratory.  It  has  been  shown  that  a 
relatively  small  dose  (250,000  units)  of  streptokinase 
administered  via  the  intracoronary  route  is  consider- 
ably more  effective  than  a larger  dose  (usually 
1,500,000  units)  administered  intravenously.  Intra- 
coronary streptokinase  is  approximately  60-80%  ef- 
fective in  recanalizing  the  infarct  artery.6- 7 8 Con- 
versely, as  demonstrated  by  the  recent  Thrombolysis 
In  Myocardial  Infarction  (TIMI)  Trial,9  and  a European 
Study,10  intravenous  streptokinase  is  effective  in  only 
31-55%  of  the  patients. 

Despite  its  limited  ability  to  recanalize  recent  throm- 
botic coronary  occlusions,  streptokinase  given  intra- 
venously has  been  shown  to  reduce  mortality  in  acute 
MI.  The  most  recent  and  impressive  study  is  the  GISSI 
report  by  Italian  investigators,"  in  which  11,806  pa- 
tients with  acute  MI  were  randomized  within  12  hours 
from  onset  of  pain  to  streptokinase  (1,500,000  units 
intravenously)  or  conventional  therapy.  The  study  was 
performed  in  176  coronary  care  units,  and  its  primary 
endpoint  was  the  21 -day  hospital  mortality.  Therapy 
with  steptokinase  was  associated  with  an  18%  reduc- 
tion in  mortality,  from  13%  in  patients  treated  con- 
ventionally, to  10.7%  in  those  treated  with  strepto- 
kinase. Patients  that  received  streptokinase  within  one 
hour  from  onset  of  symptoms  had  a 47%  reduction  in 
mortality,  and  those  treated  within  three  hours,  a 23% 
reduction  in  mortality.  Mortality  was  significantly  re- 
duced by  streptokinase  given  up  to  6 hours  from  onset 
of  pain.  This  important  study  has  convincingly  dem- 
onstrated that  streptokinase  given  intravenously  re- 
duces mortality  in  acute  MI,  and  emphasized  the  im- 
portance of  early  thrombolysis.  A more  effective 
thrombolytic  agent  would  probably  result  in  an  even 
greater  reduction  in  mortality. 

Several  studies  have  also  demonstrated  that  coro- 
nary recanalization  is  frequently  associated  with  pres- 
ervation of  LV  function.  Mathey1  found  that  LV  ejec- 
tion fraction  increased  from  0.37  ± 0.05  to  0.47  ± 0.04 
in  1 1 patients  after  successful  recanalization.  In  4 pa- 
tients not  recanalized,  LV  ejection  fraction  decreased. 
Similarly,  Smalling  found  that  successful  reperfusion 
in  136  patients  up  to  18  hours  from  onset  of  symptoms 
was  associated  with  an  increase  in  LV  ejection  fraction 
from  0.39  ±0. 13  on  admission,  to  0.46  ±0. 12  at  dis- 
charge. In  52  patients  not  receiving  thrombolytic  ther- 
apy, LV  ejection  fraction  remained  unchanged.  Sal- 
vage of  ischemic  myocardium  has  also  been 
demonstrated  by  other  techniques,  including  electro- 
cardiography and  Thallium  201  scintigraphy.12 

In  summary,  there  is  today  ample  evidence  that  early 
recanalization  of  the  infarct  artery  and  reestablishment 
of  coronary  blood  flow  can  limit  infarct  size,  preserve 
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LV  function,  and  reduce  mortality  in  acute  MI. 

After  thrombolysis,  a severe  atherosclerotic  stenosis 
usually  remains  at  the  site  of  initial  occlusion  in  the 
infarct  artery,  and  may  lead  to  rethrombosis  and  rein- 
farction (Figure  1).  Reocclusion  has  been  reported  in 
5%-32%  of  patients  undergoing  angiography  7 days 
to  10  months  after  thrombolysis  (13-15)  and  is  related 
to  the  severity  of  the  residual  stenosis.  The  TIMI  in- 
vestigators found  a 28%  reocclusion  rate  at  the  time 
of  hospital  discharge  in  coronary  lesions  with  a max- 
imal narrowing  of  < 0.6mm  ninety  minutes  after 
thrombolysis,  compared  to  only  a 3%  reocclusion  rate 
in  lesions  with  a maximal  narrowing  > 0.6mm.  Thus, 
many  patients  are  at  high  risk  for  reocclusion  and  rein- 
farction following  thrombolytic  therapy.  In  patients 
with  severe  residual  coronary  stenoses,  and  in  those 
in  whom  thrombolytic  therapy  has  failed  to  recanalize 
the  artery,  PTC  A may  improve  or  reestablish  coronary 
blood  flow,  and  reduce  the  risk  of  reocclusion  by  dil- 
atation and  disruption  of  the  atherosclerotic  stenosis. 


Figure  1 : A.  Right  coronary  angiogram  in  a patient  obtained 
three  hours  after  the  onset  of  symptoms  of  acute  transmural  inferior 
myocardial  infarction.  The  right  coronary  artery  is  totally  oc- 
cluded in  the  proximal  segment  (arrow).  B.  After  20  minutes  of 
infusion  of  Streptokinase  in  the  right  coronary  artery,  the  vessel 
was  recanalized,  with  adequate  visualization  of  the  distal  segment. 
A very  irregular  stenosis,  characteristic  of  acute  myocardial  in- 
farction, remains  at  the  site  of  initial  occlusion  (large  arrow),  in 
addition  to  several  residual  thrombi  (small  arrows),  in  the  mid 
segment  of  the  vessel.  C.  After  more  complete  thrombolysis,  the 
residual  stenosis  in  the  proximal  segment  appears  more  regular 
and  the  lumen  of  the  vessel  is  larger.  In  addition,  the  residual 
thrombi  in  the  mid  segment  have  disappeared. 


Next:  Part  II,  “PTCA  In  Evolving 
Myocardial  Infarction.” 
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Introduction 

There  is  a pronounced  trend  nationwide  toward  the 
delivery  of  sophisticated  medical  care  in  an  out- 
patient setting.  Modem  technology  coupled  with  the 
recognition  of  the  possible  cost  savings  by  third-party 
payers  have  enabled  intravenous  therapy  to  be  deliv- 
ered in  a setting  other  than  the  hospital,  including  the 
home. 

The  commitment  of  equipment,  personnel,  and  ex- 
pertise necessary  for  the  delivery  of  outpatient  intra- 
venous therapy  requires  a volume  of  cases  which  would 
not  likely  be  supplied  by  a single  institution.  In  rec- 
ognition of  this,  a group  of  physicians  from  five  Bir- 
mingham area  hospitals  collaborated  to  form  Alabama 
Home  Therapeutics,  Inc.  for  the  purpose  of  delivering 
high-quality  home  intravenous  therapy  at  a reasonable 
cost  and  with  tight  professional  control. 

Indications 

The  indications  for  home  intravenous  therapy  are 
many  and  cross  specialty  lines,  including  surgery,  in- 
fectious disease,  oncology,  nephrology,  gastroenter- 
ology, and  others. 

22  / Alabama  Medicine,  The  Journal  of  MASA 


Total  Parenteral  Nutrition 

Total  parenteral  nutrition  may  be  delivered  in  the 
home  setting  (or  nursing  home  setting)  when  the  pa- 
tient’s requirements  and  metabolic  response  have  been 
stabilized  in  the  hospital.  Often  the  required  caloric 
intake  can  be  infused  during  a portion  of  the  day, 
usually  at  night,  enabling  the  patient  to  be  free  of  the 
infusion  pump  and  infusions  for  much  of  the  day. 
Laboratory  monitoring  can  be  obtained  with  the  same 
frequency  that  it  usually  is  from  a stabilized  hospital 
patient  and  adjustments  in  the  formula  made  in  the 
same  way. 

Patients  and  their  caretakers  are  taught  how  to  care 
for  the  venous  access  device,  monitor  health  data  such 
as  weights,  temperature,  urine  testing  for  sugar/ke- 
tones, and  intake/output,  plus  manage  the  TPN  admin- 
istration including  the  use  of  a volumetric  infusion 
pump. 

Antimicrobial  Therapy: 

Intravenous  administration  of  antimicrobial  agents 
in  the  home  setting  has  proven  to  be  safe  and  cost 
effective.  For  patients  requiring  prolonged  therapy 


(several  weeks),  central  venous  access  is  provided  by 
a right  atrial  catheter.  Those  patients  needing  only 
several  days  of  post-hospitalization  antimicrobial  ther- 
apy can  be  managed  with  simple  peripheral  venous 
access. 

From  April,  1985  through  May,  1986,  eighty-one 
(81)  patients  received  intravenous  antimicrobial  ther- 
apy. The  duration  of  therapy  ranged  from  3 days  to 
14  weeks.  The  diagnoses  are  detailed  in  Table  I.  This 
experience  is  similar  to  other  reports  where  the  ma- 
jority of  patients  receiving  home  therapy  have  osteo- 
myelitis. However,  problems  ranging  from  infective 
endocarditis,  mucormycosis  of  the  paranasal  sinuses, 
and  cryptococcal  lung  disease  have  also  been  suc- 
cessfully treated. 

TABLE  I 


Diagnoses  of  81  Patients  Receiving  Home  Intravenous 
Antimicrobial  Therapy  Between  April  1985  and  May  1986 


Diagnosis 

Number  of  Patients 

Osteomyelitis 

35 

Bacteremia  (a*) 

15 

Abscesses  (b*) 

8 

Prosthetic  Joint  Infection 

3 

Others  (c*) 

20 

a*  Includes  infective  endocarditis 
b*  Primarily  intra-abdominal  or  pelvic 

c*  Includes  cervical  actinomycosis,  cryptococcal  pneumonia, 
mediastinitis,  pyelonephritis,  pneumonia,  and  mucormy- 
cosis of  paranasal  sinuses. 

Vascular  Access 

For  patients  receiving  hyperalimentation,  antibiotics 
or  chemotherapy,  vascular  access  has  been  provided 
by  nontunneled  central  venous  catheters,  tunneled  right 
atrial  catheters  such  as  the  Hickman®  or  Groshong® 
and  implanted  reservoirs  with  right  atrial  catheters  (Port- 
A-Caths®).  Totally  implanted  infusion  pumps  for  ep- 
idural administration  of  morphine  have  also  been  main- 
tained in  the  home. 

Utilization  and  Results 

From  April  17,  1985  to  May  9,  1986,  AHT  has 
treated  169  patients.  Eighty-one  patients  were  treated 
with  antibiotics  for  3 days  to  14  weeks  using,  most 
commonly,  a central  line  (either  tunneled  or  nontun- 
neled), a peripheral  line  or  — for  one  patient  — a 
totally  implantable  venous  access  device. 

Forty-nine  patients  were  treated  with  hyperalimen- 
tation (which  usually  included  lipids)  using  a tunneled 


catheter  (Groshong®  or  Hickman®),  a nontunneled 
central  line  or,  with  four  patients,  a totally  implanted 
venous  access  device  (Port-A-Cath®).  The  length  of 
time  on  hyperalimentation  ranged  from  5 days  to  384 
days.  (As  of  May  9,  1986,  our  first  patient  on  hyper- 
alimentation still  receiving  it.)  Six  of  our  hyperali- 
mentation patients  were  in  nursing  homes  which  did 
not  have  a pharmacy  that  was  able  to  provide  hyper- 
alimentation fluids. 

Sixteen  patients  have  been  treated  with  tube  feed- 
ings, most  often  using  a pump  to  deliver  the  feedings 
either  continuously  or  during  their  sleeping  hours. 

Thirteen  patients  received  chemotherapeutic  agents 
such  as  bleomycin,  cisplatin,  cyclophosphamide,  cy- 
tosine arabinoside,  etoposide,  5-fluorouracil,  or  stil- 
phostrol  with  or  without  antiemetics  and  hydration 
fluids  depending  on  the  chemotherapy  administered. 

There  have  been  four  patients  with  Infusaid  pumps 
that  we  refill  with  morphine  at  two  week  intervals. 

Finally,  there  has  been  a small  group  of  six  patients 
whom  we  have  treated  with  hydration  fluids  or  con- 
tinuous morphine  drips  via  an  external  infusion  pump. 
These  were  usually  terminally  ill  patients. 

Complications  for  hyperalimentation  patients  in- 
cluded those  commonly  noted  in  the  literature.  Five 
patients  experienced  either  an  exit  site  infection  or 
sepsis  that  required  removal  of  the  tunneled  right  atrial 
catheter.  Two  patients  had  tunneled  catheters  that 
spontaneously  “fell  out.’’  One  patient  developed  su- 
perior vena  caval  thrombosis  that  was  treated  by  re- 
moval of  the  tunneled  right  atrial  catheter.  Finally, 
hyperalimentation  was  discontinued  on  one  patient  be- 
cause neither  he  nor  his  family  was  able  to  learn  safe 
administration  techniques. 

Summary 

Home  intravenous  therapy  provides  a safe  and  ef- 
fective alternative  to  hospitalization  in  many  instances. 
The  beneficial  effects  extend  beyond  direct  costs  be- 
cause often  home  care  enables  other  family  members 
to  return  to  work  or  to  their  usual  duties.  Patients 
receive  intangible  but  significant  psychosocial  benefits 
from  home  treatment.  They  have  more  control  over 
their  activities  and  participate  to  a greater  extent  in 
their  treatment.  They  are  no  longer  isolated  from  their 
families  and  are  able  to  be  relatively  unencumbered  in 
a familiar  and  friendly  environment.  Home  parenteral 
therapy  has  been  exceptionally  well  received  by  the 
patients  receiving  it,  the  physicians  ordering  it,  and 
by  imaginative  third  party  payers.  M 
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Youth  Fitness,  Exercise  and 
Health  Behavior:  A Brief  Review 

Michael  Culpepper,  Ed.D.* 

Teresa  Morrison,  O.T.R.f 


The  human  body  is  built  for  action,  not  rest.  His- 
torically, the  struggle  for  survival  necessitated  good 
physical  condition. 

However,  in  today’s  modern  society,  machines  have 
taken  an  ever  increasing  share  of  work  elements  that 
previously  were  accomplished  with  muscular  effort 
alone.  Therefore,  the  natural  and  vital  stimulation  that 
our  bodies  receive  through  physical  work  has  largely 
disappeared. 

An  analysis  of  U.S.  health  care  costs  shows  that 
more  than  half  of  the  $623  billion  annual  health  care 
cost  is  spent  on  treating  preventable  conditions  and 
that  at  least  one-fourth  of  the  costs  reflect  an  adverse 
personal  lifestyle,  particularly  the  abuse  of  alcohol  and 
cigarettes.1 

Circulatory  disorders  account  for  18%  of  all  costs 
of  illness,  while  sick  days  in  the  U.S.  will  cost  industry 
1.2  billion.1-2  The  increasing  costs  associated  with 
health  care  has  stimulated  public  policy  concerning 
such  measures  as  physical  fitness  to  enhance  health. 

Private  and  public  sectors  are  spending  an  estimated 
$5  billion  annually  on  employee  fitness  programs  be- 
cause management  is  convinced  that  prevention  and 
maintenance  are  the  best  hopes  for  reduction  of  health 
care  costs.2 
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There  has  been  a shift  of  emphasis  from  expensive 
high-tech  treatments  to  a greater  concern  for  wellness 
and  disease  prevention.  Money  that  is  invested  in  ac- 
tive recreation  and  physical  training  may  provide  a 10- 
fold  dividend  in  money  saved  on  medical  service  costs.3 
More  specifically,  attention  has  been  focused  on  the 
possible  role  of  physical  inactivity  in  the  genesis  of 
disease. 

Coronary  heart  disease  (CHD)  has  been  cited  as  the 
major  cause  of  death  and  disability  in  North  America.3 
More  than  half  of  adult  deaths  in  the  U.S.  can  be  linked 
to  CHD.4  Epidemiological  studies  have  identified  sev- 
eral risk  factors  associated  with  CHD.  These  include 
smoking,  high  blood  pressure,  elevated  serum  choles- 
terol and  triglycerides,  family  history  of  CHD,  obesity, 
and  inactivity. 

The  prevalence  of  CHD  risk  factors  in  children  ap- 
pears to  be  quite  high.  Coronary  heart  disease,  which 
results  in  arterial  damage  long  before  the  first  symp- 
toms appear,  has  been  shown  to  be  of  pediatric  origin. 
Deposition  of  fat  in  the  lining  of  major  arteries  begins 
during  infancy  and  can  be  quite  advanced  in  young 
adults.  Autopsies  performed  on  American  Korean  and 
Vietnam  war  casualties  (average  age  22)  revealed  that 
77%  and  55%  respectively  showed  signs  of  coronary 
heart  disease. 

Autopsies  performed  on  children  12-years-old  and 
less  killed  in  accidents  revealed  that  cholesterol  for- 
mation had  already  begun  on  the  arterial  walls.5 

A study  conducted  among  Iowa  public  school  chil- 
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dren  aged  6-18  indicated  that  70%  exhibited  some  risk 
factors  of  CHD,  7%  had  elevated  serum  cholesterol 
and  12%  were  at  least  20%  overweight.6 

A similar  study  conducted  among  Michigan  children 
aged  7-12  revealed  that  98%  had  one  or  more  of  the 
leading  risk  factors  and  13%  had  five  or  more.  In 
addition,  41%  had  high  cholesterol  levels  and  28% 
had  high  blood  pressure.7 

Of  the  approximately  2,000  high  school  football 
preseason  physical  exams  performed  annually  by  the 
Department  of  Adolescent  Medicine  and  the  Kerner- 
Quarterback  Institute  at  the  University  of  Alabama  at 
Birmingham,  a considerable  portion  of  these  “ath- 
letes” have  high  blood  pressure. 

Obesity  is  the  most  common  nutritional  disorder  in 
developed  nations.8  Juvenile  obesity  has  been  recog- 
nized as  a predictor  of  adult  obesity.  It  has  been  es- 
timated that  one-third  of  all  people  in  the  U.S.  under 
18  are  overweight.9  However,  only  recently  has  the 
management  of  childhood  obesity  received  attention. 

Additionally,  a recent  study  found  that  physicians’ 
perception  of  the  role  of  physical  education  in  the 
management  of  childhood  obesity  was  quite  low.10  Re- 
search has  indicated  that  inactivity  is  apparently  the 
leading  causative  factor  in  determining  the  health  sta- 
tus of  an  individual,  including  obesity.  As  a result,  a 
variety  of  recommendations  regarding  diet,  exercise 
and  lifestyle  have  been  reported. 

Physical  fitness  has  been  shown  to  be  inversely  re- 
lated to  the  incidence  of  CHD."  Studies  have  shown 
that  inactive  individuals  run  a risk  of  death  from  CHD 
which  is  2-3  times  higher  than  that  run  by  active  in- 
dividuals.12 

Regular  physical  activity  will  favorably  influence 
serum  levels  of  cholesterol  and  triglycerides,  partic- 
ularly in  individuals  with  elevated  blood  lipid  levels.3 
Exercise  can  be  a valuable  tool  in  therapeutic  regimes 
for  control  and  rehabilitation  of  other  health  related 
problems  as  well.  In  non-insulin  dependent  diabetic 
individuals,  glucose  tolerance  is  improved  with  regular 
exercise. 

In  those  individuals  with  diabetes  who  are  insulin 
dependent,  blood  glucose  levels  are  stabilized  and  in- 
sulin requirements  are  diminished. 13  An  increase  in 
physical  activity  has  been  shown  to  benefit  certain 
chronic  disorders  of  the  central  nervous  system  and 
can  induce  considerable  gains  in  the  physical  capacities 
of  mentally  retarded  children.14  Regular  exercise  has 
been  shown  to  raise  the  seizure  threshold  of  an  epi- 
leptic individual.15 

Studies  have  supported  the  positive  contribution  an 
exercise  program  can  have  on  intellectual  performance 
and  academic  achievements  as  well  as  improving  self- 
confidence,  decreasing  behavior  problems,  and  reduc- 
ing symptoms  of  stress.16 

In  a study  conducted  among  French  youth,  relative 
to  controls,  physically  active  children  received  higher 


marks  in  French  Language,  math,  English  and  sci- 
ence.15 Children  who  participate  in  physical  activities 
tend  to  have  greater  peer  acceptance  and  overall  seem 
to  be  well  adjusted.  Table  1 summarizes  physiological 
and  psychological  benefits  of  exercise. 

In  light  of  existing  information,  the  ability  to  delay 
or  prevent  the  onset  of  health  conditions,  with  partic- 
ular reference  to  physical  activity,  should  be  of  major 
public  health  importance.  Since  leading  CHD  risk  fac- 
tors and  other  health  related  conditions  have  been  iden- 
tified in  childhood,  assessment  of  the  children’s  cur- 
rent physical  fitness,  exercise  and  health  behavior  would 
seem  desirable. 

Maximal  oxygen  uptake  (VO:  max)  has  been  estab- 
lished as  a measure  of  physical  fitness.  This  measure 
represents  the  maximum  rate  of  oxygen  transport  to 
exercising  muscles  and  is  influenced  by  ventilation, 
cardiac  output,  vascularization,  and  oxygen  utilization 
by  the  muscle. 

Any  muscular  activity  requiring  an  increase  in  ox- 
ygen uptake  will  improve  physical  condition.  Training 
the  cardiovascular-respiratory  system  can  increase  ox- 
ygen uptake  by  20%  or  more.12  However,  testing  pro- 
cedures to  determine  V02  max  have  made  the  inclusion 
of  physical  fitness  measures  difficult  in  epidemiol- 
ogical studies. 

The  direct  testing  of  V02  max  requires  an  extensive 

TABLE  1 


Physiological  and  psychological  benefits  of  exercise 


Physiological  Benefits  of  Exercise 

Increases 

Decreases 

Agglutination  titre  and 
phagocytic  activity 

Basal  metabolic  rate 
Capillary  blood  flow 

Cardiac  output 

High  density  lipoproteins 
Insulin  sensitivity 

Maximum  oxygen  uptake 
Oxidation  of  fats 

Total  blood  volume 
Ventilatory  efficiency 

Blood  pressure 

EKG  abnormalities 

Low  density  lipoproteins 
Muscle,  tendon,  bone  and 
ligamentous  atrophy 
Muscular  fatigue 

Osteoporosis 

Residual  lung  volume 

Resting  heart  rate 

Total  cholesterol  and 
triglycerides 

Total  body  fat 

Psychological  Benefits  of  Exercise 

Increases 

Decreases 

Academic  performance 
Confidence 

Independence 

Intellectual  functioning 
Memory 

Mood 

Positive  body  image 

Self  control 

Well  being 

Work  efficiency 

Alcohol  and  other  drug  use 
Anger 

Anxiety 

Depression 

Hostility 

Job  absenteeism 

Psychotic  behavior 

Stress  response 

Tension 

Type  A behavior 

continued  on  pane  27 
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STATE-OF-THE-ART 
DIAGNOSTIC  IMAGING. 


MRI,  exceptional  imaging  for  the  most 
demanding  applications. 

Low  back  pain  has  long  been  a common  and  frequently 
challenging  problem  for  the  clinician.  Multiple  etiologies  may 
contribute  to  the  low  back  syndrome.  In  routine  screening  of 
nonspecific  back  pain,  evaluation  of  radiculopathy  and  in 
examination  of  complicated  postoperative  back  problems,  MRI 
is  proving  to  be  the  least  invasive,  most  expedient  means  of 
evaluation  of  lumbar  disorders.  With  unprecendented  visualization 
of  the  intervertebral  disc,  the  T2  weighted  sagittal  image  provides 
information  regarding  not  only  the  anatomic  configuration  of  the 
disc  but  also  reveals  its  hydration  status.  Loss  of  hydration  indicates 
disc  degeneration.  This  is  the  most  sensitive  means  of  detecting 
early  disc  degeneration. 

Highlands  Diagnostic  Center  offers  you  the 
finest  technical  and  professional  support. 

Only  Highlands  Diagnostic  Center  combines  state-of-the-art 
diagnostic  imaging  eguipment  with  a superb  outpatient  facility  and 
the  highest  caliber  professional  consulting  staff.  As  a result,  you  can 
rely  on  Highlands  Diagnostic  Center  not  only  for  the  leading  tech- 
nology but  for  prompt,  expert  assistance  in  your  selection  of  the 
optimal  patient  studies— so  important  in  today's  cost-conscious 
medical  environment. 

To  further  assist  your  formulation  of  accurate,  efficient  diagnoses. 
Highlands  Diagnostic  Center's  staff  follows  through  with  the 
ultimate  in  service.  We  guarantee  that  every  exam  can  be 
scheduled  within  24  hours  from  the  time  it's  ordered,  with  results 
returned  to  you  the  same  day  the  exam  is  conducted.  Yet  no  one 
feels  rushed  through  our  pleasant  facilities.  Every  patient  is  handled 
with  care. 

Services  available  at  Highlands  Diagnostic  Center  include 
magnetic  resonance  imaging,  CT  scanning,  computer-aided 
nuclear  medicine,  ultrasound,  mammography,  radiography  and 
fluoroscopy.  State-of-the-art  equipment  available  includes  the  GE 
9800,  Acuson,  and  Seimann's  Mammomat-B. 

To  inquire  about  any  exam  or  service,  call  Highlands  Diagnostic 
Center.  Highlands  Diagnostic  Center,  your  state-of-the-art  diagnotic 
resource. 


This  T2  weighted  mid  sagittal  image  of  the  lumbar 
spine  reveals  a degenerated  disc  at  L2-3  with 
associated  posterior  protrusion  of  disc  material.  The 
"myelogram  effect"  of  T2  weighting  is  obtained 
without  the  need  for  lumbar  puncture  or  use  of 
intrathecal  contrast. 


THE  GE  SIGNA  utilizes  the  latest  in  Magnetic  Resonance 
Imaging  Technology  operating  at  1 .5  Tesla. 


CT  Scanning/Magnetic  Resonance  Imaging/Mammography/Nuclear  Medicine/Radiography/Fluoroscopy/Ultrasound 


Highlands 

Diagnostic 

Center 


2 1 73  Highland  Avenue 
Birmingham,  AL  35205  205/933-TECH 


Youth  Fitness  continued  from  page  25 

laboratory,  is  expensive,  time  consuming  and  is  ad- 
versive  even  among  the  adult  population.  Therefore, 
alternative  testing  methods  have  been  developed. 

Attempts  have  been  made  to  construct  timed  or  dis- 
tance running  tests  as  predictors  of  V02  max  in  chil- 
dren. A 12-minute  run  test  and  a 1 . 5-mile  run  test  have 
shown  to  be  a valid  test  of  V02  max,  especially  for 
children  over  age  12.4  However,  run  tests  under  1 mile 
(approximately  9 minutes)  show  low  correlations  with 
laboratory  determined  V02  max.17 

Although  run  tests  generally  require  preliminary 
training  or  experience  and  are  difficult  to  perform  on 
children  who  are  not  highly  motivated,  studies  on  young 
children  suggest  that  reliable  measurements  are  pos- 
sible.18 

The  American  Alliance  for  Health,  Physical  Edu- 
cation, Recreation  and  Dance  has  deveoloped  a health 
related  fitness  test  which  consists  of:  1)  assessment  of 
aerobic  capacity  by  distance  running,  2)  body  fatness 
by  skinfold  measurements,  3)  musculoskeletal  func- 
tion by  sit-ups  and  sit-and-reach  test.19 

A survey  of  Arizona,  Illinois  and  Oregon  physical 
education  teachers  revealed  that  81%  do  not  use  this 
test  in  assessing  the  fitness  of  their  children.20  Of  those 
that  use  the  test,  less  than  half  thought  parents  felt  that 
health  related  fitness  should  be  a part  of  physical  ed- 
ucation. However,  in  recent  decades,  several  fitness 
and  health  assessment  methodologies  have  been  per- 
formed on  children  and  youth. 

In  1954,  a study  showed  that  U.S.  children  were 
inferior  in  strength  and  flexibility  when  compared  to 
children  of  Switzerland,  Austria  and  Italy.21  In  1957, 
U.S.  children  performed  more  poorly  than  British, 
Danish,  South  African  and  Japanese  youth  in  a battery 
of  performance  tests.15 

These  findings  led  to  the  creation  of  the  President’s 
Youth  Fitness  Council  and  emphasis  on  improving 
fitness  and  performance  scores.  As  a result,  when  the 
performance  tests  were  applied  to  youth  in  1963  and 
1964,  the  scores  showed  substantial  improvements. 
However,  no  further  gains  were  found  when  the  tests 
were  applied  again  in  1975. 15 

A study  conducted  by  the  Nabisco  Brands,  Inc.  and 
the  Amateur  Athletic  Association  (AAU)  between  1979 
and  1981  revealed  that  the  fitness  level  of  boys  de- 
creased after  age  14  while  for  girls  a leveling  off  oc- 
curred at  age  12.22  Other  studies  have  shown  that  chil- 
dren are  not  as  active  as  they  may  appear,  with  girls 
being  less  active  than  boys.23-24 

More  recently,  a National  Children  and  Youth  Fit- 
ness Study  revealed  that  approximately  half  of  all 
American  children  and  youth  in  grades  5-12  do  not 
perform  minimum  weekly  requirements  of  vigorous 
physical  activity  needed  to  improve  or  maintain  ade- 
quate functioning  of  the  cardiovascular  system.24 


It  is  important  to  get  young  people  interested  in 
regular  physical  activity  at  an  early  age.  Children  and 
youth  must  acquire  an  understanding  and  motivation 
during  the  school  years  that  is  necessary  for  the  for- 
mulation of  good  health  habits.  More  than  80%  of  a 
child’s  physical  activity  occurs  outside  the  school.24 

Enrollment  in  physical  education  plays  a role  in 
determining  fitness  and  attitudes,  but  the  content  of 
the  programs,  variety  and  amount  of  activity  time  has 
a great  deal  of  influence  on  fitness  and  health  behavior. 
It  has  been  shown  that  students  exposed  to  a wide 
variety  of  activities  perform  better  on  fitness  assess- 
ments than  students  with  a more  restricted  exposure.24 

However,  over  the  past  few  years,  school  curricula 
have  tended  to  reduce  the  time  available  for  exercise 
and  recreation.  In  addition,  there  seems  to  be  a need 
to  expand  physical  education  programs  beyond  com- 
petitive interscholastic  sports  activities.24 

Competitive  sports  plays  a large  role  in  the  physical 
activities  of  youth.  Many  youth  regard  exercise  largely 
as  a means  to  improve  athletic  skills  or  to  facilitate 
academic  performance. 

Over  3,000  patient  visits  were  made  last  year  at  the 
Kerner-Quarterback  Sports  Medicine  Institute  for 
sports-related  injuries.  The  role  of  fitness  as  a direct 
or  indirect  cause  of  many  of  these  injuries  is  an  in- 
teresting topic  of  discussion  and  an  area  of  needed 
research.  There  are  no  fitness  assessment  requirements 
for  high  school  sports  participation  in  Alabama. 

Nationwide,  5.5  million  youth  compete  in  inter- 
scholastic competition  in  a broad  program  including 
26  sports.25  Approximately  1.5  million  boys  compete 
in  high  school  football  alone.26  However,  less  than 
1,500  will  go  on  to  play  professionally,  and  even  this 
time  is  limited. 

On  the  other  hand,  30  million  American  adults  and 
youth  play  softball  as  a lifetime  physical  activity.27 
Activities  that  can  readily  be  carried  into  adulthood 
are  important.  The  average  5th  and  6th  grade  boy 
spends  51%  of  his  activity  time  on  lifetime  physical 
activity.  For  girls  the  same  age,  65.5%  of  their  activity 
time  is  spent  on  lifetime  physical  activities.24 

The  quality  of  this  time  is  dependent  upon  the  be- 
havioral attitudes  of  the  youth  which  have  been  de- 
veloped in  the  formative  years  of  the  individual. 

Certainly,  childhood  perceptions  concerning  phys- 
ical activities  influence  adult  health  behavior.  How- 
ever, it  has  been  shown  that  children  neither  learn  nor 
act  upon  health  information  any  more  readily  than 
adults.28  Although  78%  of  U.S.  children  recognize  that 
cigarette  smoking  is  associated  with  lung  cancer  and 
CHD,  there  is  little  decline  in  the  number  of  pre- 
adolescents who  begin  to  smoke.15 

More  than  75%  of  adult  smokers  started  smoking 
as  a teenager  and  there  are  approximately  4 million 
teenage  smokers  in  this  country.29  Advertising  cam- 
paigns promoting  “smokeless  tobacco’’  and  alcohol 
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help  to  shape  the  health  behavioral  patterns  of  our 
youth.  Appetite,  which  at  one  time  may  have  been  a 
reliable  guide  to  a correctly  balanced  diet,  is  now  sim- 
ply one  aspect  of  a behavioral  pattern  which  can  be 
manipulated  by  food  manufacturers  and  the  social  en- 
vironment. 

There  are  too  few  studies  that  have  followed  children 
for  a sufficient  length  of  time  to  properly  evaluate  these 
factors.  The  impact  of  competitive  sports,  required 
exercise  programs,  adult  health  behavior  and  other 
factors  affecting  youth  health  and  health  behavior  need 
further  investigation. 

The  potential  benefits  of  regular  exercise  has  re- 
cently received  attention.  Exercise  has  been  shown  to 
provide  the  needed  stimulus  for  the  maintenance  of 
structural  and  functional  integrity  of  the  cardiovas- 
cular, musculoskeletal  and  autonomic  nervous  sys- 
tems. 

The  time  seems  ripe  for  the  clinician  to  direct  greater 
attention  to  positive  health  with  particular  reference  to 
the  role  of  exercise  in  optimizing  the  well-being  of  the 
developing  child. 

Physicians,  along  with  physical  and  health  educa- 
tors, should  establish  avenues  of  communication  with 
respect  to  research  and  education  in  the  field  of  fitness 
and  health  behavior. 

The  current  fitness  and  health  behavior  of  Alabama 
youth  is  not  well  defined.  The  longterm  health  benefits 
depend  upon  a continuation  of  promoting  appropriate 
physical  activity,  and  conducting  research  in  the  as- 
sessment of  physical  fitness  and  health  behavior  of 
youth.  0 
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National  Life  of  Vermont’s  Disability  Income 
Insurance  offers  physicians  maximum  benefits 
with  a difference  — The  Dividend  Difference.  By 
applying  yearly  dividends  to  premium  payments, 
physicians  who  purchased  a policy  in  1970  have 
seen  a 30%  reduction  in  their  net  annual  premiums. 
Policyholders  paying  $395.90  per  $1,000  in  monthly 
income  in  1970  paid  only  $277.10  in  1984  for  the 
same  coverage. 

National  Life  of  Vermont  makes 
The  Dividend  Difference. 


$ 


$ 


& 


1 c*  For  further  information  call:  qq  qq 

National  Financial  Resources 


$ 10.80 


& 10.80 


John  W.  Minor  or  Henry  W.  Strong 
(205)  933-6935. 


00.00 


1 18.80 


National  Life 

of  Vermont 


$ 376.10 
& 376.10 
$ 376.10 
$ 356.30 
$ 336.50 
& 316.70 
& 296.90 
$ 296.90 
$ 296.90 
# 296.90 
& 296.90 
$ 296.90 
$ 296.90 
$ 877.10 


"These  are  actual  historical  dividend  payments.  Dividends  are  neither  guaranteed  nor  are  they  an  estimate  of  future  performance. 

©1986  National  Financial  Resources 


FAMILY  PRACTICE. 

A REWARDING  EXPERIENCE  IN 
ARMY  MEDICINE. 


THE  ARMY  RESERVE  IN  THE 
SOUTHEAST  NEEDS  PHYSICIANS  WHO 
SPECIALIZE  IN  FAMILY  PRACTICE,  TO 
JOIN  AN  EXCEPTIONAL  TEAM. 

WE  UNDERSTAND  THE  DEMANDS 
ON  A BUSY  PRACTITIONER.  SO  WE’RE 
FLEXIBLE  ABOUT  TIME,  PARTICULAR- 
LY WHEN  IT’S  TIME  YOU  WANT  TO 
SHARE  WITH  YOUR  COUNTRY. 

IN  THE  ARMY  RESERVE,  YOU’LL 
FIND  OPPORTUNITIES  THAT  ARE 
CHALLENGING  AND  VARIED.  OPPOR- 
TUNITIES TO  PARTICIPATE  IN  EX- 
CITING TRAINING  PROGRAMS  AND 
WORK  WITH  OUTSTANDING  PHYSI- 
CIANS FROM  EVERY  AREA  OF  THE 
COUNTRY  AND  TO  EXTEND  ASPECTS 
OF  YOUR  SPECIALITY.  WE  THINK  A 
FIRST  PHONE  CALL  COULD  PROVE  TO 
BE  REWARDING. 


THE  ACTIVE  ARMY  HAS  MORE 
SOLDIERS  WITH  FAMILIES  THAN  EVER 
BEFORE.  SO  WHEN  YOU  JOIN  THE  ARMY 
MEDICAL  TEAM  AS  A FAMILY  PRACTI- 
TIONER, EXPECT  TO  SPEND  MOST  OF  YOUR 
TIME  SERVING  NOT  ONLY  SOLDIERS,  BUT 
THEIR  SPOUSES  AND  CHILDREN,  TOO. 
WHAT’S  MORE,  YOU  WON’T  HAVE  TO 
WORRY  ABOUT  THE  PAPERWORK, 
MALPRACTICE  INSURANCE  PREMIUMS,  OR 
THE  COSTS  INCURRED  IN  RUNNING  A 
PRIVATE  PRACTICE. 

WORKING  WITH  A TEAM  OF  HIGHLY 
TRAINED  PROFESSIONALS,  YOU  CAN 
RECEIVE  ASSIGNMENTS  ALMOST 
ANYWHERE  IN  THE  U.S.  AS  WELL  AS 
OVERSEAS.  PLUS  UP  TO  30  DAYS  OF  PAID 
VACATION  AND  REASONABLE  WORK 
HOURS. 

ALL  IN  ALL,  YOUR  ARMY  FAMILY 
PRACTICE  WILL  BE  A REWARDING 
EXPERIENCE. 


TALK  TO  YOUR  LOCAL  U.S.  ARMY  OR  ARMY  RESERVE  MEDICAL  DEPARTMENT 
COUNSELOR  FOR  MORE  INFORMATION  ON  FAMILY  PRACTICE  IN  THE  ARMY. 


ARMY  MEDICINE 
MID-MEMPHIS  TOWER  BLD. 
SUITE  702 
1407  UNION  AVE. 
MEMPHIS,  TN  38104 
CALL  COLLECT:  (901)  521-2855 


ARMY  RESERVE  MEDICINE 
255  WEST  OXMOOR  RD. 

ROOM  R-105 
BIRMINGHAM,  AL  35209 
CALL  COLLECT:  (205)942-6570 


ARMY.  ARMY  RESERVE.  BE  ALLYOU  CAN  BE 


from  pain 


Just  one  part  of 
pain  relief  therapy. 

Vicodin"  provides  greater 
patient  acceptance 


Blank  space  indicates  that  no  such  activity  has  been  reported. 

Table  adapted  from  facts  and  Comparisons  (Nov ) 1984  and  Catalano  RB  The 
medical  approach  to  management  of  pain  caused  by  cancer  "Semin  Oncol"  1975, 
2;  379  92  and  Reuler  JB,  et  al  The  chronic  pain  syndrome:  misconceptions  and 
management  "Ann  Intern  Med"  1980,  93,  588  96 

♦ Vicodin  offers:  less  nausea,  less  sedation,  less 
constipation. 

...and  longer  lasting  pain  relief— 
up  to  6 hours. 

♦ Vicodin  contains  hydrocodone  not  codeine.  In 
one  study,  10  mg.  of  hydrocodone  alone  was 
shown  to  be  as  effective  as  60  mg . of  codei  ne.1 

♦ In  a double-blind  study,  Vicodin  (2  tablets), 
provided  longer  lasting  pain  relief  than  60  mg. 
of  codeine.2 

Plus... 

♦ Vicodin  offers  the  convenience  of  Clll 
prescribing. 

♦ Dosage  flexibility-1  tablet  every  6 hours  or 
2 tablets  every  6 hours  (up  to  8 tablets  in  24 
hours). 


hydrocodone  bitartrate  5 mg  (Warning  May  be  habit 
forming)  with  acetaminophen  S00  mg 


The  original  hydrocodone  analgesic. 


COMPARATIVE  PHARMACOLOGY  OF  THREE  ANALGESICS 

CONSTIPATION 

RESPIRATORY 

DEPRESSION 

SEDATION  EMESIS 

PHYSICAL 

DEPENDENCE 

HYDROCODONE 

X 

X 

CODEINE 

X 

X 

X X 

X 

OXYCODONE 

XX 

XX 

XX  XX 

XX 

hydrocodone  bitartrate  5 mg.  (Warning:  May  be  habit 
;__forming)  with  acetaminophen  500mg. 


Specify  Dispense  as  written  for  the  original 

hydrocodone  analgesic. 


INDICATIONS  AND  USAGE:  For  the  relief  of  moderate  to  moderately  severe  pain. 
CONTRAINDICATIONS:  Hypersensitivity  to  acetaminophen  or  hydrocodone 

WARNINGS: 

Drug  Abuse  and  Dependence:  VICODIN  “ is  subject  to  the  Federal  Controlled  Substances  Act 
(Schedule  III).  Psychic  dependence,  physical  dependence  and  tolerance  may  develop  upon 
repeated  administration  of  narcotics,  therefore,  VICODIN  should  be  prescribed  and  admin- 
istered with  the  same  caution  appropriate  to  the  use  of  other  oral-narcotic-containing 
medications. 

Respiratory  Depression:  At  high  doses  or  in  sensitive  patients,  hydrocodone  may  produce 
dose-related  respiratory  depression  by  acting  directly  on  brain  stem  respiratory  centers. 
Hydrocodone  also  affects  centers  that  control  respiratory  rhythm,  and  may  produce  irregu- 
lar and  periodic  breathing 

Head  Injury  and  Increased  Intracranial  Pressure:  The  respiratory  depressant  effects  of 
narcotics  and  their  capacity  to  elevate  cerebrospinal  fluid  pressure  may  be  markedly  exag- 
gerated in  the  presence  of  nead  injury,  other  intracranial  lesions  or  a preexisting  increase  in 
intracranial  pressure  Furthermore,  narcotics  produce  adverse  reactions  which  may  obscure 
the  clinical  course  of  patients  with  head  injuries 

Acute  Abdominal  Conditions:  The  administration  of  narcotics  may  obscure  the  diagnosis 
or  clinical  course  of  patients  with  acute  abdominal  conditions. 

PRECAUTIONS: 

Special  Risk  Patients:  VICODIN  should  be  used  with  caution  in  elderly  or  debilitated 
patients  and  those  with  severe  impairment  of  hepatic  or  renal  function,  nypothyroidism, 
Addison's  disease,  prostatic  hypertrophy  or  urethral  stricture. 

Information  For  Patients:  VICODIN,  like  all  narcotics,  may  impair  the  mental  and/or  physical 
abilities  required  for  the  performance  of  potentially  hazardous  tasks  such  as  driving  a car 
or  operating  machinery,  patients  should  be  cautioned  accordingly. 

Cough  Reflex:  Hydrocodone  suppresses  the  cough  reflex;  caution  should  be  exercised 
when  VICODIN  is  used  postoperatively  and  in  patients  with  pulmonary  disease. 

Drug  Interactions:  The  CNS-depressant  effects  of  VICODIN  may  be  additive  with  that  of 
other  CNS  depressants.  When  combined  therapy  is  contemplated,  the  dose  of  one  or  both 
agents  should  be  reduced  The  use  of  MAO  inhibitors  or  tricyclic  antidepressants  with 
hydrocodone  preparations  may  increase  the  effect  of  either  the  antidepressant  or 
hydrocodone  The  concurrent  use  of  anticholinergics  with  hydrocodone  may  produce  para- 
lytic ileus 

Usage  in  Pregnancy:  Pregnancy  Category  C Hydrocodone  has  been  shown  to  be 
teratogenic  in  hamsters  when  given  in  doses  700  times  the  human  dose  There  are  no 
adequate  and  well-controlled  studies  in  pregnant  women  VICODIN  should  be  used  during 
pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus 
Nonteratogenic  Effects:  Babies  born  to  mothers  who  have  been  taking  opioids  regularly 
prior  to  delivery  will  be  physically  dependent.  The  intensity  of  the  syndrome  does  not 
always  correlate  with  the  duration  of  maternal  opioid  use  or  dose. 

Labor  and  Delivery:  Administration  of  VICODIN  to  the  mother  shortly  before  delivery  may 
result  in  some  degree  of  respiratory  depression  in  the  newborn,  especially  if  higher  doses 
are  used 

Nursing  Mothers:  It  is  not  known  whether  this  drug  is  excreted  in  human  milk;  therefore, 
a decision  should  be  made  whether  to  discontinue  nursing  or  to  discontinue  the  drug, 
taking  into  account  the  importance  of  the  drug  to  the  mother. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been  established 

ADVERSE  REACTIONS: 

Central  Nervous  System:  Sedation,  drowsiness,  mental  clouding,  lethargy,  impairment  of 
mental  and  physical  performance,  anxiety,  fear,  dysphoria,  dizziness,  psychic  dependence, 
mood  changes. 

Gastrointestinal  System:  Nausea  and  vomiting  may  occur;  they  are  more  frequent  in 
ambulatory  than  in  recumbent  patients.  Prolonged  administration  of  VICODIN  may  pro- 
duce constipation 

Genitourinary  System:  Ureteral  spasm,  spasm  of  vesical  sphincters  and  urinary  retention 
have  been  reported. 

Respiratory  Depression:  (See  WARNINGS.) 

DOSAGE  AND  ADMINISTRATION:  Dosage  should  be  adjusted  according  to  the  severity  of 
the  pain  and  the  response  of  the  patient  However,  tolerance  to  hydrocodone  can  develop 
with  continued  use,  and  the  incidence  of  untoward  effects  is  dose  related 
The  usual  dose  is  one  tablet  every  six  hours  as  needed  for  pain  (If  necessary,  this  dose  may 
be  repeated  at  four-hour  intervals.)  In  cases  of  more  severe  pain,  two  tablets  every  six  hours 
(up  to  eight  tablets  in  24  hours)  may  be  required 


Revised,  April  1982 

1.  Hopkinson  JH  III:  Curr  Ther  Res  24:  503-516,  1978 
2 Beaver,  WT  Arch  Intern  Med,  141:293-300,  1981 


Knoll  Pharmaceuticals 

A Unit  of  BASF  K&F  Corporation 
Whippany,  New  Jersey  07981 
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ALABAMA 

MEDICINE 

CLASSIFIED 


Classified  advertising  is  $15.00  for  30  words  or  less,  plus 
20  cents  for  each  additional  word,  payable  in  advance.  Clas- 
sified displays  are  $20.00  per  column  inch.  Ad  box  number 
can  be  substituted  for  formal  addresses  upon  request  at  a cost 
of  $2.  Copy  deadline  is  6 weeks  preceding  date  of  publica- 
tion. Send  copy  to:  Advertising  Manager,  ALABAMA 
MEDICINE,  P.O.  Box  1900-C,  Montgomery,  Alabama 
36197-4201. 


GENERAL  INTERNIST  to  join  Internal  Medicine  Clinic  in  Lau- 
rel, Mississippi.  Contact  Charles  D.  Cannon,  Jr.,  M.D.,  P.O.  Box 
2756,  Laurel,  MS  39440.  (601)  649-2863 


ONCOLOGIST  to  join  Internal  Medicine  Clinic  in  Laurel,  Mis- 
sissippi. Contact  John  M.  Wallace,  M.D.,  P.O.  Box  2756,  Laurel, 
MS  39440  (601)  649-2863 


50%  OFF  PREVIOUSLY  OWNED  MEDICAL,  LABORATORY, 
office,  x-ray,  ultrasound  equipment  in  excellent  condition.  We 
buy,  sell,  broker  and  repair.  Office  appraisals  available  by  certified 
surg-consultants.  Call  Medical  Equipment  Resale  and  Repair,  Inc. 
anytime.  (313)477-6880. 


EXPANDING  E.D.  GROUP  (50,000+  VISITS)  seeks  additional 
full  or  part-time  physicians.  Competitive  compensation.  BC/BE 
in  primary  care  specialty  or  equivalent  experience.  Reply  Box  861 . 
Huntsville,  AL  35804. 


PRIMARY  CARE  PHYSICIANS  desperately  needed  to  locate  in 
West  Central  Alabama  rural  communities,  one  hour  from  Birming- 
ham. Faculty  appointment  with  Family  Practice  Center  at  Universi- 
ty of  Alabama  if  qualified.  Join  established  practice  or  work  indi- 
vidually. Salary  of  $50,000  to  $65,000  guaranteed  until  practice  is 
self-sufficient.  Generous  fringe  benefits  include  life,  disability, 
health,  retirement,  and  malpractice  insurance,  two  weeks  con- 
tinuing education,  and  three  weeks  annual  leave.  All  equipment, 
including  X-ray  and  lab,  furniture,  and  supplies  provided.  Manage- 
ment services  including  personnel,  payroll,  tax  reports,  and  billing 
provided.  If  invited  to  visit,  all  expenses  will  be  paid.  All  moving 
expenses  covered.  Write  Health  Development  Corporation,  P.O. 
Box  1486,  Tuscaloosa,  Alabama  35403,  or  telephone  Frank 
Cochran,  collect  at  758-7545  for  more  information. 


NORTHEASTERN  ALABAMA:  Seeking  Emergency  Department 
Director  and  part-time  physicians  for  low  volume  hospital  in  resort 
area.  Flexible  schedule  and  malpractice  insurance  provided.  Please 
contact  Emergency  Consultants,  Inc.,  2240  South  Airport  Road, 
Room  9,  Traverse  City,  MI  49684;  800/253-1795,  or,  in  Michigan 
800/632-3496. 


COMPLETE  BURDICK  exercise  stress  testing  system.  Excellent 
condition.  Sacrifice.  P.  Davis.  M.D.  205-739-3500  ext  508. 


LARGE  MEDICAL  OFFICE  FOR  SALE  in  Fort  Deposit,  Ala- 
bama (Lowndes  Co.)  Would  make  a great  satellite  office.  Very 
reasonable  price.  If  interested  call  376-5630  days,  382-8813  nights. 


DIAGNOSTIC  RADIOLOGIST:  Board  certified  radiologist  for 
acute  medical/surgical  VA  Medical  Center,  located  on  the  Mis- 
sissippi Gulf  Coast.  There  is  sun,  golf,  boating  and  fishing  readily 
available.  The  Mississippi  Gulf  Coast  is  proximal  to  New  Orleans 
and  Gulf  Coast  beaches  in  Florida,  Alabama  and  Mississippi. 
Applicant  should  have  expertise  in  CT  scanning,  interventional 
procedures  and  angiography,  including  DSA,  as  well  as  experience 
in  nuclear  medicine  and  ultrasound.  Call  or  write:  John  L.  Camp- 
bell, II,  M.D..  Chief,  Radiology  Service.  (520/1 14),  VA  Medical 
Center.  Biloxi,  MS  39531,  (601)  385-4771.  VA  is  an  Equal  Op- 
portunity Employer. 


Physicians 


TIME  TD  REORDER? 


Save  Time,  Save  Money 
with  Wilmer®  Medical 
Management  Forms 


Wilmer  compatible  pegboard  forms  are 
interchangeable  with  the  most  popular 
health  care  systems  offered  by  Control- 
O-Fax,  Safeguard*  NBS,  and  McBee. . . . 

Including  the  popular  multi-part 
insurance  claim  form  called  SuperSlip” 

Call  us! 

MASA  Services  Corp. 

835  Adams  Avenue 
Montgomery,  Alabama  36104 

834-2013  or  1-800-392-5668 


wilmer  service  line 

TORMS  YOU  CAN  COUNT  ON 


C Wilmer  Service  Line  <984 

* Registered  T rademar*  of  Safeguard  Butmett  Systems  Inc 
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Sometimes 
you  just  can’t 


When  it  comes  to  saving  lives,  teamwork 
becomes  not  only  desirable;  it  becomes 
necessary. 

In  an  operating  room,  in  an  emergency  room, 
in  consultation  with  other  physicians,  teamwork 
helps  you  do  your  job  to  the  best  of  your  ability. 

The  American  Medical  Association  and  your 
state  and  county  medical  societies  believe  in  the 
value  of  teamwork  — and  the  necessity  of  it,  in 
the  face  of  an  increasingly  complex  professional 
environment. 

We  also  believe  that  medical  societies  have 
certain  tasks  that  the  individual  physician 
couldn’t  possibly  assume  — and  shouldn’t 
have  to. 


For  example,  to  keep  government  regulations 
from  interfering  with  your  practice,  we  effectively 
represent  your  interests  at  local  and  national 
levels. 

To  influence  policies  of  organized  medicine 
with  which  you  disagree,  we  provide  the  means 
to  have  your  views  heard  and  respected. 

And  to  keep  you  up  to  date  on  the  latest  med- 
ical advances,  we  publish  JAMA,  AM  News, 
specialty,  state,  and  county  journals. 

In  fact,  for  all  the  times  you  can’t  operate 
alone,  your  medical  societies  will  be  there. 
Working  with  you  to  defend  your  rights  and  pro- 
tect your  freedoms. 


i j 

□ Please  send  me  Information  on  AMA,  county,  and  state  society  membership.  | 

□ I am  a member  of  my  county  and  state  societies;  please  send  me  information  | 

on  joining  the  AMA.  ■ 

Today.  Name ! 

For  more  information,  contact  your  street ! 

county  or  state  medical  societies,  or  call 

the  AMA  collect  at  312/751-6196.  Or  city State Zip ! 

return  the  coupon  below  to  your  state  I 

or  county  medical  society.  county ! 


Join  Your 
Medical  Societies 


AUXILIARY 


Mrs.  Ronald  R.  DiNella 
A-MASA  President 


A New  Year  - 
A New  You 


As  the  new  year  begins,  I feel  that  it  is  an  appro- 
priate time  to  evaluate  past  accomplishments  and 
make  plans  for  the  months  to  come.  Most  of  us  make, 
or  have  made,  resolutions  for  the  New  Year.  Since  the 
medical  profession  is  a health  care  career,  most  of  our 
programs  center  around  providing  health  care  and 
treating  various  health  related  problems. 

It  occurred  to  me  that  if  each  of  us  would  make  a 
resolution  to  take  care  of  our  body  by  practicing  good 
health  habits,  the  battle  with  illness  would  be  cut  drast- 
ically. It  is  much  easier  to  maintain  good  health  than 
it  is  to  regain  it  after  it  has  been  lost. 

Most  of  us  are  bom  with  reasonably  healthy  bodies. 
It  is  our  own  neglect  and  abuse  that  takes  its  toll  on 
them  as  we  get  older.  Saint  Paul  taught  that  our  bodies 
are  the  temples  of  God  and  that  we  should  treat  them 
with  the  same  respect  we  give  to  a temple.  However, 
not  many  of  us  do  this  — even  though  we  agree  that 
it  is  good  advice. 


We  have  heard  all  the  “don’ts”  many  times.  Don’t 
drink.  Don’t  smoke.  Don't  overeat.  Don’t  skip  meals. 
Most  of  us  rebel  at  negative  messages,  so  we  tend  to 
ignore  the  “don’ts.”  And  why  not?  We  have  ignored 
them  for  years  and  we're  not  dead  yet  — not  even 
sick,  so  why  all  the  concern?  Because  it  is  up  to  us 
to  create  our  own  good  health  habits.  We  owe  it  to 
ourselves  and  our  families  to  enjoy  good  health  for  as 
many  years  as  possible.  We  will  feel  better  and  have 
more  energy  for  our  family,  friends  and  other  interests. 
If  we  can  stay  healthy  by  practicing  good  health  habits, 
it  just  makes  good  sense  that  this  is  the  wise  thing  to 
do,  doesn’t  it? 

If  all  unhealthy  habits  could  be  eliminated,  just  think 
what  effect  this  would  bring  about!  Lung  disease  would 
practically  disappear.  Deaths  from  cancer  would  de- 
crease at  least  by  25%.  Cirrhosis  of  the  liver  would 
be  a rare  disease.  Ulcers,  gastritis,  pancreatitis  and 
upper  G.I.  hemorrhage  would  be  unusual  occurrences. 
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Atherosclerosis,  hypertension,  diabetes  and  obesity 
would  be  infrequent.  Just  imagine  what  a wonderful 
effect  all  this  would  have  on  the  general  health  and 
well-being  of  the  public! 

Industry  would  profit  immensely  by  a decrease  in 
absenteeism  and  lost  man-hours.  Physicians  cannot 
bring  about  these  changes  — only  the  person  involved 
can  do  it.  Healthful  living  is  the  responsibility  of  each 
individual.  Whether  we  are  young,  old,  or  somewhere 
in  between,  it  is  never  too  soon  or  too  late  to  practice 
good  health  habits.  Let’s  make  our  New  Year’s  res- 
olution to  make  good  health  a habit  and  to  start  now. 

It  takes  a lot  of  self-discipline  and  determination  to 
create  and  follow  good  health  habits.  A few  years  ago 
the  American  Medical  Association  Auxiliary  set  forth 
some  simple  general  rules  in  an  effort  to  help  the  public 
remain  healthier.  I list  below  these  basic  rules,  with 
a few  of  my  personal  suggestions  and  comments,  in 
the  hope  that  they  will  be  of  help  to  you  in  establishing 
better  health  habits  than  you  may  be  practicing  at  the 
present  time. 

1 . Eat  three  meals  a day  at  regular  times.  No  snacking 
and  no  skipping  — this  may  only  result  in  your 
overeating  at  the  next  meal. 

2.  Get  moderate  exercise  two  or  three  times  each  week. 
(Dr.  Kenneth  Cooper,  founder  of  the  Aerobics  In- 
stitute in  Dallas,  Texas,  recommends  doubling  the 
heart  rate  for  thirty  minutes  at  least  three  times  per 
week.) 

3.  Get  adequate  sleep.  This  is  usually  6 to  8 hours  a 
night  for  most  people. 

4.  Maintain  moderate  weight  — usually  what  you 
weighed  in  young  adulthood. 

5.  Learn  to  manage  stress.  (Go  with  the  flow!) 

6.  Use  alcohol  only  in  moderation  — no  more  than 
two  drinks  per  day. 

7.  Don’t  smoke.  It  is  best  never  to  start,  but  if  you 
do  give  it  up,  your  good  health  is  worth  the  effort! 

Each  of  us  must  decide  which  of  these  habits  we 
need  to  establish  and  incorporate  them  into  our  daily 
routines.  I am  confident  that  we  will  be  healthier,  feel 
better  and  live  longer  more  enjoyable  productive  lives. 

RESOLUTION  NUMBER  ONE  — MAKE  GOOD 
HEALTH  A HABIT!  0 


What  Every 
Physician’s  Spouse 
Should  Know 


A series  of  booklets  on  topics  of 
special  interest  to  medical  families 
published  by  the  American 
Medical  Association  Auxiliary 


Professional  Liability 

■ Scope  of  problem  ■ Legal  process 

■ Coping 

Impairment 

■ Causes  ■ Impact  on  family 

■ Getting  help 

Survival  Tips  for  Resident  Physician/ 
Medical  Student  Spouses 

■ Marriage  in  the  training  years 

■ Stress  ■ Finances 

Marriage 

■ Who  players  are  ■ Special 
concerns  ■ Stages  of  medical  career 

Retirement  and  Estate  Planning 

■ Making  retirement  years  fulfilling 

■ Providing  for  the  family's  future 


MAILORDER  FORM  TO: 

American  Medical  Association  Auxiliary,  Inc. 
535  N.  Dearborn  St.,  Chicago,  IL  60610 

Please  send  me  the  following  publications  in 
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Significantly  improves  hemodynamics 


Bumex 

bumetanide/Roche 

0.5-mg,  I -mg  and  2-mg  scored  tablets, 

2-ml  ampuls  (0.25  mg/ml)  and  2-ml,  4-ml 
and  10-ml  vials  (0.25  mg/ml) 


REDUCES 
FLUID  OVERLOAD 
and  eases  the  burden 
on  the  failing  heart 


Ten  patients  witti  CHF  showed  marked  hemodynamic  improvement  after  seven  days  of 
BUMEX® (bumetanide/Roche)  (mean  values  ± SE)  Adapted  from  Olesen,  etal ' 
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BUMEX* 

bumetanide/Roche 

0.5-mg.  1-mg  and  2-mg  scored  tablets, 

2-ml  ampuls.  2-ml.  4-ml  and 
10-ml  viols  (0.25  mg/ml) 

BUMEX'  (bumetanide/Roche) 

Before  prescribing,  pleose  consult  complete  product  information,  a summary  of  which  follows: 


WARNING:  Bumex  (bumetanide/Roche)  is  a potent  diuretic  which,  it  given  in  excessive 
amounts,  can  lead  to  o profound  diuresis  with  water  and  electrolyte  depletion  Therefore, 
careful  medicol  supervision  is  required,  and  dose  ond  dosage  schedule  have  to  be 
adjusted  to  the  individual  patient's  needs  (See  under  DOSAGE  AND  ADMINISTRATION  in 
complete  product  information.) 


INDICATIONS  AND  USAGE:  Edema  associated  with  congestive  heart  failure,  hepatic  and  renal 
disease,  including  the  nephrotic  syndrome 

Almost  equal  diuretic  response  occurs  otter  oral  and  parenteral  administration  ot  Bumex  If 
impaired  gastrointestinal  absorption  is  suspected  or  oral  administration  is  not  practical.  Bumex 
should  be  given  by  the  intramuscular  or  intravenous  route 

Successful  treatment  with  Bumex  tollowmg  instances  ot  allergic  reactions  to  furosemide  suggests 
o lock  of  cross-sensitivity 

CONTRAINDICATIONS:  Anuria  Hypersensitivity  and  in  patients  in  hepatic  coma  or  in  states  ot 
severe  electrolyte  depletion  Although  Bumex  can  be  used  to  induce  diuresis  in  renal  insufficiency, 
any  marked  increase  in  blood  urea  nitrogen  or  creatinine,  or  the  development  ot  oliguria  during 
therapy  ot  patients  with  progressive  renal  disease,  is  an  indication  (or  discontinuation  of  treatment 
WARNINGS:  Dose  should  be  adjusted  to  patient's  needs  Excessive  doses  or  loo  frequent 
administration  con  leod  to  profound  water  loss,  electrolyte  depletion,  dehydration,  reduction  in 
blood  volume  and  circulatory  collapse  with  the  possibility  ot  vascular  thrombosis  and  embolism, 
particularly  in  elderly  patients 

Prevention  ot  hypokalemia  requires  particular  attention  in  patients  receiving  digitalis  and  diuretics 
lor  congestive  heart  failure,  hepatic  cirrhosis  and  ascites,  states  ot  aldosterone  excess  with 
normal  renal  function,  potassium-losing  nephropathy,  certain  diarrheal  states,  or  other  slates 
where  hypokalemio  is  thought  to  represent  particular  added  risks  to  the  potients 
in  patients  with  hepatic  cirrhosis  and  ascites,  sudden  alterations  ot  electrolyte  bolonce  moy 
precipitate  hepatic  encephalopathy  ond  coma  Treatment  in  such  patients  is  best  initiated  in  the 
hospital  with  small  doses  ond  careful  monitoring  ot  the  patient's  clinical  status  and  electrolyte  bal- 
ance Supplemental  potassium  and/or  spironolactone  moy  prevent  hypokalemia  ond  metabolic 
alkalosis  in  these  patients 

In  cats,  dogs  ond  guinea  pigs,  Bumex  hos  been  shown  to  produce  ototoxicity  Since  Bumex  is 
obout  40  to  60  times  os  potent  as  furosemide.  it  is  anticipated  that  blood  levels  necessary  to  pro- 
duce ototoxicity  will  rarely  be  achieved  The  potential  lor  ototoxicity  increases  with  intravenous 
therapy  especially  at  high  doses 

Patients  allergic  to  sulfonomides  may  show  hypersensitivity  to  Bumex 
PRECAUTIONS:  Measure  serum  potassium  periodically  ond  add  potassium  supplements  or 
potassium-sparing  diuretics,  it  necessory  Periodic  determinations  ot  other  electrolytes  are  odvised 
in  patients  treated  with  high  doses  or  tor  prolonged  periods,  particularly  in  those  on  low  salt  diets 
Hyperuricemia  moy  occur  Reversible  elevations  ot  the  BUN  ond  creatinine  may  occur,  especially 
with  dehydration  and  in  patients  with  renol  insufficiency  Bumex  may  increase  urinary  calcium 
excretion 

Possibility  ot  effect  on  glucose  metobolism  exists  Periodic  determinations  of  blood  sugar  should 
be  done,  particularly  in  patients  with  diabetes  or  suspected  latent  diabetes 


Patients  should  be  observed  regularly  tor  possible  occurrence  ot  blood  dyscrasias,  liver  damage 
or  idiosyncratic  reactions 

Especially  in  presence  ot  impaired  renal  (unction,  use  of  porenterally  administered  Bumex  should 
be  avoided  in  patients  to  whom  aminoglycoside  antibiotics  are  also  being  given,  except  in 
life-threatening  conditions 

Drugs  with  nephrotoxic  potential  and  bumetamde  should  not  be  administered  simultaneously 
Since  lithium  reduces  renal  clearance  ond  odds  a high  risk  ot  lithium  toxicity,  it  should  not  be  given 
with  diuretics 

Probenecid  should  not  be  administered  concurrently  with  Bumex 
Concurrent  therapy  with  indomethacm  not  recommended 

Bumex  may  potentiate  the  effects  of  ontihypertensive  drugs,  necessitating  reduction  in  dosage 
Interaction  studies  in  humans  hove  shown  no  effect  on  digoxm  blood  levels 
Interaction  studies  in  humons  hove  shown  Bumex  to  hove  no  effect  on  warfarin  metabolism  or  on 
plasma  prothrombin  activity 

Pregnancy  Bumex  should  be  given  to  a pregnant  woman  only  it  the  potential  benefit  justifies  the 

potential  risk  to  the  fetus 

Bumetamde  may  be  excreted  in  breast  milk 

Pediatric  Use  Safety  and  eftectiveness  below  age  18  not  established 

ADVERSE  REACTIONS:  Muscle  cromps,  dizziness,  hypotension,  heodache  and  nousea.  and 

encephalopathy  (in  patients  with  preexisting  liver  disease) 

Less  frequent  clinical  adverse  reactions  are  weakness,  impaired  hearing,  rash,  pruritus,  hives, 
electrocardiogram  changes,  abdominal  pain,  arthritic  pain,  musculoskeletal  pain  and  vomiting 
Other  clinical  adverse  reactions  are  vertigo,  chest  pain,  ear  discomfort,  fatigue,  dehydration, 
sweating,  hyperventilation,  dry  mouth,  upset  stomach,  renal  failure,  asterixis.  itching,  nipple  ten- 
derness. diarrhea,  premature  ejaculation  and  difficulty  maintaining  on  erection 
Laboratory  abnormalities  reported  are  hyperuricemia,  azotemio.  hyperglycemia,  increased  serum 
creatinine,  hypochloremic,  hypokalemia,  hyponatremia,  and  variations  in  C02  content, 
bicarbonate,  phosphorus  ond  calcium  Although  manifestations  ot  the  pharmacologic  action  ot 
Bumex.  these  conditions  may  become  more  pronounced  by  intensive  therapy 
Diuresis  induced  by  Bumex  moy  also  rarely  be  accompanied  by  changes  in  LDH.  total  serum 
bilirubin,  serum  proteins,  SGOT.  SGPT.  alkaline  phosphatase,  cholesterol  creotinme  clearance, 
deviations  in  hemoglobin,  prothrombin  time,  hematocrit,  platelet  counts  and  differential  counts 
Increases  in  urinary  glucose  ond  urinary  protein  have  also  been  seen 
DOSAGE  AND  ADMINISTRATION 

Oral  Administration  The  usual  lotol  daily  dosage  is  0 5 to  2 0 mg  ond  in  most  patients  is  given 
as  a single  dose 

Parenteral  Administration  Administer  to  patients  (IV  or  IM)  with  Gl  absorption  problem  or  who 
cannot  take  oral  The  usual  initial  dose  is  0 5 to  1 mg  given  over  1 to  2 minutes  If  insufficient 
response,  a second  ot  third  dose  moy  be  given  at  2 to  3 hour  intervals  up  to  a maximum  ol 
10  mg  a day 

HOW  SUPPLIED:  Tablets.  0 5 mg  (light  green),  t mg  (yellow)  ond  2 mg  (peoch),  bottles  of  100 

and  500.  Prescription  Poks  ot  30.  Tel  E Dose*  cartons  of  100  Imprint  on  tablets  0 5 mg- 

ROCHE  BUMEX 0 5.  1 mg  ROCHE  BUMEX  I.  2 mg  ROCHE  BUMEX  2 

Ampuls.  2 ml.  0 25  mg/ml  boxes  of  ten 

Vials.  2 ml,  4 ml  ond  10  ml.  0 25  mg/ml,  boxes  of  ten 


ROCHE  LABORATORIES 
Division  of  Hoffmann  Lo  Roche  Inc 
Nutley  New  Jersey  071 10 


OVERLOAD 

Reduce  fluid  volume  and  titrate.3  And  Bumex  completes  high-volume 

Improve  hemodynamics  in  CHF  diuresis  fast— within  four  hours  at  usual 

Edema  due  to  congestive  heart  failure  often  doses.4  5 Your  patients  spend  le^s  time  in 

demands  highly  effective  diuresis  to  reduce  the  diuresis,  more  time  in  normal  activities, 

fluid  load  on  the  failing  heart.  Bumex®  (bumet-  Bumex  has  a good  safety  profile;  however, 
anide/Roche)  is  the  next  generation  in  loop  as  with  all  loop  diuretics,  Burtiex,  if  given  in 

diuretic  therapy  for  three  powerful  reasons.  It  excessive  amounts,  can  lead  to  profound 

moves  out  an  unsurpassed  volume  of  fluid  and  diuresis  with  water  and  electrolyte  depletion, 
sodium,  resulting  in  significant  reductions  in  including  hypokalemia.  Serum  electrolytes 
edema  and  right  atriaf  and  pulmonary  artery  should  be  monitored  periodically,  especially  in 
wedge  pressures. u It's  almost  completely  patients  on  low  salt  diets  or  those  treated  for 
absorbed  through  the  Gl  tract,  so  it's  easy  to  prolonged  periods  or  on  high  doses. 


fiumex*  « 

bumetanide/Roche 


0.5-mg,  1-mg  and  2-mg  scored  tablets.  2-ml  ampuls  (0.25  mg/ml) 
and  2-ml,  4-ml  and  10-ml  vials  (0.25  mg/ml) 

First  line 

loop  diuretic  therapy 
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Please  see  references  and  summary  of  product  information  on  preceding  page. 
Copyright  ©1986  by  Hoffmonn-La  Roche  Inc.  All  rights  reservec^gpitll*®*’ 


d \ A Y jr 

id  a x r j 


For  the  Young 
of  All  Ages 

Page  10 


Malpractice: 

I < n*l  Be  A Target... 


Your  office  staff  may  be  working  against 
you  in  avoiding  a malpractice  lawsuit. 

Patients  often  get  an  impression  of  you  as 
a physician  by  the  way  they  are  treated  in 
your  office  — even  before  they  see  you.  Yet 
office  staff  generally  get  little  guidance  in 
this  important  area. 

To  help  the  members  of  your  office  staff, 
Mutual  Assurance  offers  a comprehensive 
loss  prevention  program  for  them. 

Using  audio  tapes  and  detailed  workbooks, 
the  program  delivers  custom  instruction  to 
your  receptionist,  your  office  manager,  your 


billing  clerk  and  your  nurses.  And  unlike  cost- 
ly seminars,  the  program  can  be  reused  time 
and  time  again  for  refresher  courses  and  for 
new  employees. 

The  program  includes  written  examinations 
for  each  member  of  your  staff.  The  examina- 
tion is  graded  by  an  educational  testing  ser- 
vice and  returned  for  your  review  and 
follow-up. 

The  cost  — $85.  To  order  your  set  of  five 
tapes  and  workbooks,  call  1-800-272-6401 
(Toll  Free)  or  933-7280  in  Birmingham. 
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.Mutual 

Assurance 


It's  Your  Company  Use  It! 
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class  postage  paid  at  Montgomery,  Alabama  and  at  additional  mailing  offices.  Published  monthly  by  The  Medical  Association  of  The  State  of  Alabama  at  19  South  Jackson  Street. 
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Our  Simplified 
Employee  Pension 
Plan  Is  Simply  Better 
Than  KEOGH. 


First  Alabama’s  Simplified  Employee 
Pension  (SEP)  is  simply  a better  way  for 
you  to  provide  retirement  benefits  and 
shelter  income  at  the  same  time— 
whether  you  are  self-employed  or  your 
business  is  a sole  proprietorship,  a part- 
nership, or  a corporation,  our  SEP  plan 


a big  tax  advantage.  All  SEP  contribu- 
tions to  your  own  account  and  to  your 
employees  are  fully  deductible  with  tax 
deferred  earnings. 

No  IRS  Reporting. 

Our  SEP  plan  requires  no  IRS  reports,  min- 


combines  the  tax  advantages  of  a Keogh  imum  documentation,  and  it  s easy  to  ad- 


with  the  simplicity  of  an  IRA. 

Employers  and 
employees  benefit. 

Our  SEP  plan  allows  you  to 
build  a generous  retirement 
fund  for  yourself  and  your 
employees.  You  can  con- 
tribute up  to  15%  of  each 
employee’s  earnings  with 
a maximum  of  $30,000 
for  each  employee 
through  a SEP  plan. 

In  addition,  you  and 
your  employees  can 
contribute  an  addi- 
tional $2,000  each 
to  an  IRA. 

Business  tax 
advantage. 

Our  SEP  plan  gives  you  more 
than  retirement  benefits.  It  gives 
a self-employed  person  or  your  business 


minister.  You  have  until  April  15  to  set  up 
a SEP  plan.  But  don’t  wait  that  long.  Our 
SEP  plan  can  start  making  your  retirement 
plans  simpler  and  better  right  now. 


Information  for  Authors 
Concerning  Manuscripts 


Manuscripts  should  be  typewritten,  double  spaced 
on  white  paper  8'/2xl  1 inches  with  adequate  margins. 
Two  copies  should  be  submitted.  Authority  for  approv- 
al of  all  contributions  rests  with  the  Editor.  Alabama 
Medicine  reserves  the  right  to  edit  any  material  submit- 
ted. The  publishers  accept  no  responsibility  for  opin- 
ions expressed  by  contributors. 

Style:  The  first  page  should  list  title  (please  be  brief), 
the  author  (or  authors),  degrees,  and  any  institutional  or 
other  credits.  Bibliographies  must  contain,  in  the  order 
given:  Name  of  author,  title  of  article,  name  of 
periodicals  with  volume,  page,  month  — day  of  month 
if  weekly  — and  year.  Number  should  be  limited  to 
absolute  minimum.  References  should  be  numbered 
consecutively  in  order  in  which  they  appear  in  the  text. 

The  Stylebook!  Editorial  Manual,  published  by  the 
AM  A,  is  the  general  reference  for  questions  of  style.  It 
is  particularly  useful  in  the  proper  presentation  of  data. 
When  conflicts  occur  between  usage,  etc. , by  an  author 
and  the  stylebook,  these  will  be  resolved  in  favor  of  the 
author  if  his  method  is  persuasive  and  logical. 

Helpful  to  many  writers  is  The  Elements  of  Style  by 
William  Strunk,  Jr.,  and  E.  B.  White,  which  empha- 
sizes brevity,  vigor  and  clarity. 


Final  authority  on  grammar  is  Webster’s  New  Inter- 
national, Unabridged,  Second  Edition. 

Length  of  Articles:  Articles  should  not  exceed 
3,000  words  (approximately  3-4  printed  pages).  Under 
exceptional  circumstances  only  will  articles  of  more 
than  4,000  words  be  published. 

Illustrations:  Illustrations  should  be  numbered  con- 
secutively and  indicated  in  the  text.  The  number,  in- 
dication of  the  top,  and  the  author's  name  should  be 
attached  to  the  back  of  each  illustration.  Legend  should 
be  typed,  numbered,  and  attached  to  each  illustration. 
Photographs  should  be  clear  and  distinct;  drawings 
should  be  made  in  black  ink  on  white  paper.  For  photo- 
graphs, glossy  prints  are  preferred. 

Reprints:  Reprint  orders  should  be  returned  at  once. 
Prices  for  reprints,  based  on  number  of  pages,  will  be 
furnished  upon  request  by  MASA  Services.  Com- 
munications should  be  addressed  to  Alabama  Medi- 
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Conscience  Is  A Fragile  Thing 


Early  in  World  War  II,  President  Franklin  D.  Roo- 
sevelt summoned  a Republican  Congressman  into 
his  office  for  a private  talk. 

The  Congressman  was  one  of  FDR’s  severest  critics. 
But  he  was  a leader  respected  by  both  parties  because 
he  was  known  as  a man  of  probity  and  honor.  His 
word  was  his  bond.  The  President  began  talking,  in 
words  somewhat  like  these: 

“Congressman,  there  is  in  my  budget  a large  item 
that  is  not  explained  and  cannot  be.  Since  you  will 
have  much  to  do  with  the  approval  or  disapproval  of 
this  item,  I am  asking  for  your  support. 

“I  cannot  tell  you  what  it  is,  but  I give  you  my 
solemn  word  as  a gentleman  that  it  is  in  the  absolute 
interest  of  your  country  and  mine.  What  I want  you 
to  do  is  to  return  to  Congress  and  give  your  word  to 
members  of  both  parties  that  this  item  must  be  passed 
and  that  they  must  accept  your  word  that  it  is  in  the 
national  interest.” 


The  Congressman,  later  Senator,  was  Everett 
McKinley  Dirksen.  He  looked  the  President  in  the  eye, 
knew  that  it  had  to  be  very  important  and  that  the 
President  was  absolutely  on  the  level.  “I’ll  do  it,  Mr. 
President,”  Dirksen  said.  They  shook  hands  and  parted. 
The  item  was  approved.  Only  years  later  was  it  re- 
vealed that  it  was  the  Manhattan  Project,  the  research 
and  development  program  for  the  A-bomb.  Not  even 
former  Senator  Harry  Truman,  when  he  succeeded 
Roosevelt  as  President  in  1945.  had  known  of  the  new 
weapon  until  the  responsibility  for  its  use  devolved  on 
him. 

This  story  is  often  recounted  nowadays  to  illustrate 
the  decline  in  ethics  and  honor,  not  only  in  government 
but  in  the  private  sector.  There  really  was  a time  when 
honor  was  transcendent.  The  above  covenant  could 
not  have  taken  place  in  1987. 

The  disclosures  in  1986  about  the  corruptions  or 

continued  on  page  7 
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power  in  positions  of  high  trust  startled  and  sickened 
the  nation.  General  Electric  was  found  to  be  busily 
and  systematically  faking  time  sheets  to  overcharge 
the  government  — you  and  me  — on  defense  con- 
tracts. 

E.  F.  Hutton  was  found  guilty  of  an  incredible  check- 
kiting scheme.  The  Bank  of  Boston  was  caught  in  a 
money-laundering  scam.  Investment  Banker  Dennis 
Levine  was  found  to  have  raked  off  almost  $13  million 
from  crooked  insider  trading  profits  and  looked  like  a 
big  catch  until  he  fingered  Ivan  Boesky,  who  himself 
began  singing  to  save  some  of  his  hide.  That  Wall 
Street  scandal  is  certain  to  turn  up  more  examples  of 
dishonorable  and  illegal  acts  by  those  abusing  their 
fiduciary  relationship  with  our  financial  system. 

Arthur  Taylor,  who  is  a private  investor  as  well  as 
Business  School  dean  at  Fordham.  says  flatly: 

“I  can't  do  transactions  on  the  telephone  any  more 
because  people  do  not  keep  their  word.” 

A towering  figure  on  Wall  Street  says: 

“I  used  to  think  that  I could  tell  the  good  guys  from 
bad  guys,  and  wouldn’t  deal  with  people  I thought 
dishonest  or  unethical.  But  I’ve  learned  I can’t  tell  the 
difference.  They  look  alike.” 

With  so  much  of  American  high  finance  and  big 
deals  taking  control  of  the  health  care  industry,  can 
either  the  public  or  doctors  really  believe  the  high- 
rollers  when  they  say  their  paramount  interest  is  quality 
care?  No  one  seriously  proposes  that  they  should  fore- 
go a decent  profit,  but  is  a decent  profit  what  they 
expect  — or  a killing,  perhaps  through  ruthless  ac- 
quisitions, mergers  and  the  rest  of  the  current  game? 

In  a major  essay  just  before  Christmas,  the  premier 
magazine  ofU.S.  business,  Fortune,  devoted  a lengthy 
and  startling  essay  to  “The  Decline  & Fall  of  Business 
Ethics.”  Fortune  found  that  “a  profit-at-any-price  ma- 
laise” is  spreading  well  beyond  investment  bankers, 
into  other  industries  as  well.  There  are  many  elements 
to  the  dark  picture  revealed  by  Fortune.  The  dismal 
scene  is  depressing  in  large  ways  and  small.  One  fin- 
ancier told  Fortune: 

“A  major  disquieting  factor  is  the  loss  of  confiden- 
tiality. . . . Important  clients  can  find  out  anything 
about  other  important  clients.” 

Many  businessmen  now  trust  no  one,  not  even  those 
whose  profession  once  depended  on  total  confiden- 
tiality. They  know  they  will  be  sold  out  if  someone 
sees  a chance  to  make  a quick  million  or  two  by  pros- 
tituting their  position  of  trust.  Honor  is  out;  greed  is 
in.  Many  suspect  that  much  of  the  erosion  began  with 
the  younger  go-getters  in  business  and  finance. 

A Wall  Street  Journal  article  recalled  that  in  1985 
a speaker  was  applauded  and  cheered  when  he  told 
young  executives-to-be  at  the  University  of  California 
School  of  Business:  “Greed  is  all  right.  . . . Greed  is 


healthy.  . . . You  can  be  greedy  and  still  feel  good 
about  yourself.” 

That  speaker  was  Ivan  Boesky,  hero  of  the  younger 
generation  before  and  probably  after  his  fall. 

Even  business  school  professors  and  deans  have  no 
confidence  at  all  in  the  people  whom  they  have  no 
choice  but  to  trust. 

“Here  I am  being  asked  to  put  my  life  in  the  hands 
of  these  [investment  bankers],”  says  Professor  Joseph 
McCann  of  Emory  business  school.  “And  for  all  I 
know  the  guy  on  the  other  end  of  the  line  is  Dennis 
Levine.” 

Almost  no  one  in  high  finance  now  trusts  anyone 
else,  Fortune  says.  Men  and  women  in  the  world  of 
business  are  becoming  similarly  suspicious  of  each 
other.  For  one  thing.  Fortune  notes,  few  managers 
stay  around  for  more  than  two  or  three  years,  until 
they  establish  some  negotiable  track  record.  Then  it’s 
off  to  greener  pastures.  As  a result,  they  develop  few 
loyalties. 

Even  partners,  who  would  once  have  gone  to  the 
ends  of  the  earth  for  each  other  when  the  old  ethics 
held  sway,  no  longer  feel  such  bonding.  Fortune  says, 
quoting  Abraham  Zaleznik,  M.D.,  a psychoanalyst 
and  Harvard  Business  School  professor: 

“Conscience  is  a fragile  thing.  It  needs  support  from 
institutions,  and  that  support  is  weakening.” 

There  is  an  overriding  selfishness  that  is  beginning 
to  worry  the  most  hardened  of  moguls.  Increasingly, 
managers  don’t  care  whom  they  hurt  so  long  as  they 
get  theirs.  This  is  particularly  true  of  the  younger  whiz 
kids,  but  is  no  longer  limited  to  them.  They  have  no 
sense  of  social  or  professional  responsibility  for  the 
consequences  of  their  actions.  Dog-eat-dog  is  good. 
The  deal  is  everything. 

The  current  culture  of  business  and  finance  excuses 
this,  even  applauds  it.  Twenty  years  ago,  investment 
bankers  started  in  what  was  acknowledged  to  be  a 
rather  dull  career  that  had  its  rewards  in  prestige  and 
total  trust  rather  than  in  money.  In  the  1960s,  a young 
investment  banker  was  chosen  on  the  basis  of  his  ap- 
titude, of  course,  but  more  importantly,  on  his  sense 
of  family  and  duty.  The  starting  salary  was  about  $9,000 
a year. 

Nowadays  their  successors  begin  work  at  $100,000 
a year  and  expect  to  be  multi-millionaires  before  they’re 
30.  Many  have.  They  work  hard  and  long  and  believe 
they’re  entitled  to  the  fantastic  fees.  Since  there  is  no 
way  the  world  can  repay  them  for  the  time  they  give 
up  to  a deal.  Dr.  Zaleznik  says,  “this  leads  to  a sense 
of  entitlement  that  weakens  the  conscience.” 

Part  of  the  rationale  of  anything-goes  can  be  found 
in  prevailing  business  school  philosophy,  which  For- 
tune finds  to  have  its  foundation  in  the  free  market 
theory  of  a self-correcting  mechanism.  Many  people 
have  adopted  this  as  a personal  moral  code.  Fortune 
explains: 
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"The  rising  generation  says,  the  mechanism  of  the 
market  insures  that  each  individual,  pursuing  his  own 
interest  in  his  own  way,  will  augment  the  wealth  of 
the  nation,  thereby  advancing  the  public  interest  by 
self-interest.  That  means  that  whatever  I do  in  my  race 
for  wealth  — spill  this  company's  secrets  or  put  that 
one  into  play,  or  lie  to  a third  — is  fine.  It  is  only 
mistaken  sentimentality  to  say  that  these  things  are 
wrong.” 

Fortune’s  thesis  is  that  this  attitude,  which  goes  far 
beyond  the  Yuppies  on  Wall  Street,  is  spreading 
throughout  business  and  industry.  If  true,  might  not 
we  have  reason  to  worry  that  the  medical-industrial 
complex,  which  is  so  intimately  a part  of  that  world, 
feels  the  same  way  about  patient  care  and  quality  med- 
icine in  its  far-flung  medical  holdings?  Are  patients 
viewed  as  mere  income  producers,  like  coffee  futures 
or  September  wheat? 

It’s  called  moral  relativism.  Some  major  interests 
have  even  found  a few  certified  moralists  to  give  their 
blessing  to  it.  A leading  U.S.  consulting  firm  hired  a 
retired  minister  to  solve  ethical  dilemmas  for  clients. 
That  minister  is  quoted  by  Fortune  as  excusing  almost 
everything  in  palaver  such  as  this: 

"Ethical  behavior  is  always  a function  of  context. 
It  is  relative  to  a culture,  an  era,  to  the  pressure  exerted 
in  a given  job.”  And  there  are  really  no  fixed  stand- 
ards, he  says:  “In  a society  like  ours  who's  going  to 
decide  what’s  right  or  wrong?” 

Fortune’s  rejoinder  to  this  "ethicist”  gets  my  amen. 
"One  looks  in  vain,”  Fortune  commented,  "in  this 
kind  of  talk  for  anything  that  would  prevent  a person 
from  pulling  the  lever  at  Auschwitz.” 

And  one  also  looks  in  vain  for  anything  in  this  that 
will  reassure  us  that  the  high  finance  takeover  of  the 
American-health  care  industry  bodes  well  for  patients. 
As  Dr.  Zaleznik  said: 

"Conscience  is  a fragile  thing.  It  needs  support  from 
institutions,  and  that  support  is  weakening.”  H 
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Each  capsule  contains  5 mg  chlordiazepoxide  HCI  and  2.5  mg 
clidinium  bromide 


Please  consult  complete  prescribing  information,  a summary  of  which 
follows: 


Indications:  Based  on  a review  of  this  drug  by  the  National  Acad- 
emy of  Sciences— National  Research  Council  and/or  other  informa- 
tion, FDA  has  classified  the  indications  as  follows: 

“Possibly”  effective:  as  adjunctive  therapy  in  the  treatment  of  peptic 
ulcer  and  in  the  treatment  of  the  irritable  bowel  syndrome  (irritable 
colon,  spastic  colon,  mucous  colitis)  and  acute  enterocolitis. 

Final  classification  of  the  less-than-effective  indications  requires  fur- 
ther investigation. 


Contraindications:  Glaucoma;  prostatic  hypertrophy,  benign  bladder 
neck  obstruction;  hypersensitivity  to  chlordiazepoxide  HCI  and/or 
clidinium  Br. 

Warnings:  Caution  patients  about  possible  combined  effects  with  alco- 
hol and  other  CNS  depressants,  and  against  hazardous  occupations 
requiring  complete  mental  alertness  (e.g.,  operating  machinery,  driving). 
Physical  and  psychological  dependence  rarely  reported  on  recommended 
doses,  but  use  caution  in  administering  Librium®  (chlordiazepoxide  HCI/ 
Roche)  to  known  addiction-prone  individuals  or  those  who  might 
increase  dosage;  withdrawal  symptoms  (including  convulsions)  reported 
following  discontinuation  of  tbe  drug. 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  first 
trimester  should  almost  always  be  avoided  because  of  increased 
risk  of  congenital  malformations  as  suggested  in  several  studies. 
Consider  possibility  of  pregnancy  when  instituting  therapy. 

Advise  patients  to  discuss  therapy  if  they  intend  to  or  do 
become  pregnant. 

As  with  all  anticholinergics,  inhibition  of  lactation  may  occur. 

Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest  effective 
amount  to  preclude  ataxia,  oversedation,  confusion  (no  more  than 
2 capsules/day  initially;  increase  gradually  as  needed  and  tolerated). 
Though  generally  not  recommended,  if  combination  therapy  with  other 
psychotropics  seems  indicated,  carefully  consider  pharmacology  of 
agents,  particularly  potentiating  drugs  such  as  MAO  inhibitors,  pheno- 
thiazines.  Observe  usual  precautions  in  presence  of  impaired  renal  or 
hepatic  function.  Paradoxical  reactions  reported  in  psychiatric  patients. 
Employ  usual  precautions  in  treating  anxiety  states  with  evidence  of 
impending  depression;  suicidal  tendencies  may  be  present  and  protective 
measures  necessary.  Variable  effects  on  blood  coagulation  reported  very 
rarely  in  patients  receiving  the  drug  and  oral  anticoagulants;  causal  rela- 
tionship not  established. 

Adverse  Reactions:  No  side  effects  or  manifestations  not  seen  with 
either  compound  alone  reported  with  Librax.  When  chlordiazepoxide  HCI 
is  used  alone,  drowsiness,  ataxia,  confusion  may  occur,  especially 
in  elderly  and  debilitated;  avoidable  in  most  cases  by  proper  dosage 
adjustment,  but  also  occasionally  observed  at  lower  dosage  ranges.  Syn- 
cope reported  in  a few  instances.  Also  encountered:  isolated  instances  of 
skin  eruptions,  edema,  minor  menstrual  irregularities,  nausea  and  con- 
stipation, extrapyramidal  symptoms,  increased  and  decreased  libido — 
all  infrequent,  generally  controlled  with  dosage  reduction;  changes  in 
EEC  patterns  may  appear  during  and  after  treatment;  blood  dyscrasias 
(including  agranulocytosis),  jaundice,  hepatic  dysfunction  reported 
occasionally  with  chlordiazepoxide  HCI,  making  periodic  blood  counts 
and  liver  function  tests  advisable  during  protracted  therapy.  Adverse 
effects  reported  with  Librax  typical  of  anticholinergic  agents,  i.e.,  dry- 
ness of  mouth,  blurring  of  vision,  urinary  hesitancy,  constipation.  Con- 
stipation has  occurred  most  often  when  Librax  therapy  is  combined 
with  other  spasmolytics  and/or  low  residue  diets. 
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FLARE-UP 


SPASM  AND  PAIN  CAN  SIGNAL 
FUNCTIONAL  GI  DISORDERS51 

Patients  experiencing  symptoms  of  irritable 
bowel  syndrome*  or  duodenal  ulcer*  can 
often  have  emotional  stress  operating  in  the 
background.  When  you  prescribe  Librax  for 
these  patients,  they  receive  treatment  for  both 
the  emotional  and  the  somatic  elements  to  help 
relieve  the  anxiety/pain  cycle. 

Librax  provides  the  well-known  antianx- 
iety action  of  Librium®  (chlordiazepoxide  HC1/ 
Roche),  a benzodiazepine  with  an  established 
record  of  safety  after  use  in  thousands  of 
patients  worldwide.  Also  included  are  the 
proven  antispasmodic  and  antisecretory 
actions  of  Quarzan®  (clidinium  bromide/ 
Roche),  the  component  which  helps  to  reduce 
colonic  spasm  and  hypersecretion  and  helps 
also  to  alleviate  the  pain  they  cause. 


SPECIFY  ADJUNCTIVE 

I TOP  A 


LIBRAX:  FOR  THE  DUAL  PROBLEMS 
OF  FUNCTIONAL  GI  DISORDERS. 


Each  capsule  contains  5 mg  chlordiazepoxide  HCI  and 
2.5  mg  clidinium  bromide. 


ANTIANXIETY 

ANTISECRETORY 

ANTISPASMODIC 


l ibrax  has  been  evaluated  as  possibly  effective  as  adjunctive  therapy 
in  the  treatment  of  duodenal  ulcer  and  the  irritable  bowel  syndrome. 

Copyright  <5  198  I by  Roche  Products  Inc.  All  rights  reserved. 

Please  see  reverse  side  for  complete  product  information. 
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Kenneth  C.  Yohn,  M.D. 
President,  MASA 


For  the  Young  of  All  Ages 


Caucus  time  for  MASA  begins  this  month.  I urge 
all  county  societies  to  send  instructed  delegations  — 
Counsellors,  Delegates,  Alternate  Delegates  and  duly 
qualified  officers  — to  the  caucus  in  their  congres- 
sional district. 

Only  the  above  may  vote  on  matters  before  the  cau- 
cus, but  all  member  physicians  are  invited  and  may 
present  oral  or  written  testimony  to  the  caucus  on  any 
matter. 

The  amended  constitution  and  bylaws  provide  that 
caucuses  must  be  held  not  more  than  60  days  nor  less 
than  30  before  the  beginning  of  annual  session.  In  a 
very  real  way,  the  caucuses  are  the  off-Broadway 
opening  of  annual  session.  It  is  in  this  30-day  window 
of  opportunity  that  issues  to  be  voted  on  by  the  ref- 
erence committees  and  the  annual  business  session  are 
given  preliminary  shape  and  momentum. 

Just  as  important,  the  caucuses  provide  a relaxed 


down-home  atmosphere  for  physicians  to  exchange 
views  on  issues  of  the  year.  The  forum  serves  as  an 
educational  experience  for  you  and  your  chosen  offi- 
cers alike.  It  is  here  initiatives  are  often  bom  and 
consensuses  begin  to  emerge. 

All  voting  representatives  should  attend  to  honor 
their  commitment.  And  other  physicians  will  find  dis- 
cussions stimulating  and  challenging. 

Watch  for  your  caucus  date  in  The  Alabama  M.D. 

And  that  leads  me  to  annual  session  in  Birmingham 
April  23-25. 

This  year  we  have  put  together  a mix  that  will,  I 
believe,  appeal  to  the  broadest  possible  segment  of  the 
membership,  from  bedrock  science  to  a soft  rock  mus- 
ical group  under  the  stars  Thursday  night.  (Not  to 
worry:  the  Chevy  Six  group  is  more  the  Beach  Boys 
type  than  heavy  metal.) 

continued  on  page  14 
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Living  in  the  city 
is  lonely  enough... 
with  herpes  it’s  like 
solitary  confinement: 


ZOVIRAX 
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(acyclovir) 


CAPSULES 


Prevent  genital  herpes 
recurrences 
month  after  month  with 
daily  therapy. 

(In  controlled  studies,  recurrences  were 
totally  prevented  for  4 to  6 months  in  up  to 
75%  of  patients.) 


Plea se  nee  last  page  of  thus  advertisement  for 
brief  summary  of  prescribing  information. 


ZOVIRAX 

(acyclovir) 

CAPSULES 

Help  free  your 
patients  from 
recurrences. 


Daily  therapy 

Coping  with  genital  herpes  is 
rarely  easy.  For  some,  the 
worst  part  is  the  pain  and 
discomfort  of  frequent  attacks 
— month  after  month,  year' 
after  year.  For  others,  the 
emotional  burden  presents  a 
more  difficult  problem,  leading 
to  social  isolation,  anxiety,  and 
diminished  self-esteem. 

Prevent  or  reduce 
recurrences 

Although  your  patients  have 
to  live  with  herpes,  they 
shouldn’t  have  to  suffer.  Daily 
therapy  with  ZOVIRAX 
CAPSULES  can  help  free 
them  from  the  cycle  of 
recurrent  genital  herpes.  For 
many,  one  capsule  three  times 
a day  can  suppress  recurrences 
completely  while  on  therapy. 


Generally 
well  tolerated 

Daily  therapy  with  ZOVIRAX 
CAPSULES  is  generally  well 
tolerated.  The  most  frequent 
adverse  reactions  reported 
during  clinical  trials  were 
headache,  diarrhea,  nausea/ 
vomiting,  vertigo,  and 
arthralgia. 

The  physical  and  emotional 
difficulties  posed  by  genital 
herpes  are  unique  for  each 
patient.  The  frequency  and 
severity  of  recurrent  episodes, 
as  well  as  the  emotional 
impact  of  the  disease,  should 
be  considered  when  selecting 
daily  therapy  with  ZOVIRAX 
CAPSULES. 

Please  see  brief  summary  of 
prescribing  information  on  next  page. 


Prevent  recurrences 
month  after  month’ 

ZOVIRAX 

(acyclovir) 

CAPSULES 

Brief  Summary 

INDICATIONS  AND  USAGE:  Zovirax  Cap- 
sules are  indicated  for  the  treatment  of  initial 
episodes  and  the  management  of  recurrent  epi- 
sodes of  genital  herpes  in  certain  patients. 

The  severity  of  disease  is  variable  depending 
upon  the  immune  status  of  the  patient,  the  fre- 
quency and  duration  of  episodes,  and  the  degree 
of  cutaneous  or  systemic  involvement.  These 
factors  should  determine  patient  management, 
which  may  include  symptomatic  support  and 
counseling  only,  or  the  institution  of  specific 
therapy.  The  physical,  emotional  and  psycho- 
social difficulties  posed  by  herpes  infections  as 
well  as  the  degree  of  debilitation,  particularly  in 
immunocompromised  patients,  are  unique  for 
each  patient,  and  the  physician  should  deter- 
mine therapeutic  alternatives  based  on  his  or 
her  understanding  of  the  individual  patient’s 
needs.  Thus  Zovirax  Capsules  are  not  appropri- 
ate in  treating  all  genital  herpes  infections.  The 
following  guidelines  may  be  useful  in  weighing 
the  benefit/risk  considerations  in  specific  disease 
categories: 

First  Episodes  ( primary  and  nonprimary  infec- 
tions — commonly  known  as  initial  genital 
herpes): 

Double-blind,  placebo-controlled  studies  have 
demonstrated  that  orally  administered  Zovirax 
significantly  reduced  the  duration  of  acute  infec- 
tion (detection  of  virus  in  lesions  by  tissue  cul- 
ture) and  lesion  healing.  The  duration  of  pain 
and  new  lesion  formation  was  decreased  in 
some  patient  groups.  The  promptness  of 
initiation  of  therapy  and/or  the  patient’s  prior 
exposure  to  Herpes  simplex  virus  may  influence 
the  degree  of  benefit  from  therapy.  Patients  with 
mild  disease  may  derive  less  benefit  than  those 
with  more  severe  episodes.  In  patients  with  ex- 
tremely severe  episodes,  in  which  prostration, 
central  nervous  system  involvement,  urinary 
retention  or  inability  to  take  oral  medication  re- 
quire hospitalization  and  more  aggressive  man- 
agement, therapy  may  be  best  initiated  with 
intravenous  Zovirax. 

Recurrent  Episodes: 

Double-blind,  placebo-controlled  studies  in 
patients  with  frequent  recurrences  (6  or  more 
episodes  per  year)  have  shown  that  Zovirax 
Capsules  given  for  4 to  6 months  prevented  or 
reduced  the  frequency  and/or  severity  of  recur- 
rences in  greater  than  95%  of  patients.  Clinical 
recurrences  were  prevented  in  40  to  75%  of  pa- 
tients. Some  patients  experienced  increased 
severity  of  the  first  episode  following  cessation 
of  therapy;  the  seventy  of  subsequent  episodes 
and  the  effect  on  the  natural  history  of  the 
disease  are  still  under  studv. 

The  safety  and  efficacy  of  orally  administered 
acyclovir  in  the  suppression  of  frequent  episodes 
of  genital  herpes  have  been  established  only  for 
up  to  6 months.  Chronic  suppressive  therapy  is 
most  appropriate  when,  in  the  judgement  of  the 
physician,  the  benefits  of  such  a regimen  out- 
weigh known  or  potential  adverse  effects.  In 
general,  Zovirax  Capsules  should  not  be  used  for 
the  suppression  of  recurrent  disease  in  mildly 
affected  patients.  Unanswered  questions  con- 
cerning the  human  relevance  of  in  vitro  muta- 
genicity studies  and  reproductive  toxicity 
studies  in  animals  given  vety  high  doses  of  acy- 
clovir for  short  periods  (see  Carcinogenesis, 
Mutagenesis,  Impairment  of  Fertility)  should  be 
borne  in  mind  when  designing  long-term  man- 
agement for  individual  patients.  Discussion  of 
these  issues  with  patients  will  provide  them  the 
opportunity  to  weigh  the  potential  for  toxicity 
against  the  severity  of  their  disease.  Thus,  this 
regimen  should  be  considered  only  for  appropri- 
ate patients  and  only  for  six  months  until  the 
results  of  ongoing  studies  allow  a more  precise 
evaluation  of  the  benefit/risk  assessment  of 
prolonged  therapy 

Limited  studies  have  shown  that  there  are  cer- 
tain patients  for  whom  intermittent  short-term 
treatment  of  recurrent  episodes  is  effective.  This 


approach  may  be  more  appropriate  than  a sup- 
pressive regimen  in  patients  with  infrequent 
recurrences. 

Immunocompromised  patients  with  recurrent 
herpes  infections  can  be  treated  with  either 
intermittent  or  chronic  suppressive  therapy. 
Clinically  significant  resistance,  although  rare, 
is  more  likely  to  be  seen  with  prolonged  or  re- 
peated therapy  in  severely  immunocompromised 
patients  with  active  lesions. 
CONTRAINDICATIONS:  Zovirax  Capsules 
sire  contraindicated  for  patients  who  develop 
hypersensitivity  or  intolerance  to  the  compo 
nents  of  the  formulation. 

WARNINGS:  Zovirax  Capsules  are  intended  for 
oral  ingestion  only. 

PRECAUTIONS:  General:  Zovirax  has  caused 
decreased  spermatogenesis  at  high  doses  in  some 
animals  and  mutagenesis  in  some  acute  studies 
at  high  concentrations  of  drug  (see  PRECAU- 
TIONS — Carcinogenesis,  Mutagenesis, 
Impairment  of  Fertility).  The  recommended  dos- 
age and  length  of  treatment  should  not  be  ex- 
ceeded (see  DOSAGE  AND  ADMINISTRATION). 

Exposure  of  Herpes  simplex  isolates  to  acy- 
clovir in  vitro  can  lead  to  tne  emergence  of  less 
sensitive  viruses.  The  possibility  of  the  appear- 
ance of  less  sensitive  viruses  in  man  must  be 
borne  in  mind  when  treating  patients.  The  rela- 
tionship between  the  in  vitro  sensitivity  of 
Herpes  simplex  virus  to  acyclovir  and  clinical 
response  to  therapy  has  yet  to  be  established. 

Because  of  the  possibility  that  less  sensitive 
virus  may  be  selected  in  patients  who  are  receiv- 
ing acyclovir,  all  patients  should  be  advised  to 
take  particular  care  to  avoid  potential  transmis- 
sion of  virus  if  active  lesions  are  present  while 
they  are  on  therapy.  In  severely  immunocompro- 
mised patients,  the  physician  should  be  aware 
that  prolonged  or  repeated  courses  of  acyclovir 
may  result  in  selection  of  resistant  viruses 
which  may  not  fully  respond  to  continued  acy- 
clovir therapy. 

Drug  Interactions:  Co-administration  of  pro- 
benecid with  intravenous  acyclovir  has  been 
shown  to  increase  the  mean  half-life  and  the 
area  under  the  concentration-time  curve. 
Urinary  excretion  and  renal  clearance  were 
correspondingly  reduced. 

Carcinogenesis,  Mutagenesis,  Impairment 
of  Fertility:  Acyclovir  was  tested  in  lifetime 
bioassays  in  rats  and  mice  at  single  daily  doses 
of  50, 150  and  450  mg/kg  given  by  gavage.  There 
was  no  statistically  significant  difference  in  the 
incidence  of  tumors  between  treated  and  control 
animals,  nor  did  acyclovir  shorten  the  latency  of 
tumors.  In  2 in  vitro  cell  transformation  assays, 
used  to  provide  preliminary  assessment  of  poten- 
tial oncogenicity  in  advance  of  these  more  defini- 
tive life-time  bioassays  in  rodents,  conflicting 
results  were  obtained.  Acyclovir  was  positive 
at  the  highest  dose  used  in  one  system  and  the 
resulting  morphologically  transformed  cells 
formed  tumors  when  inoculated  into  immuno- 
suppressed,  syngeneic,  weanling  mice.  Acyclovir 
was  negative  in  another  transformation  system 
considered  less  sensitive. 

In  acute  studies,  there  was  an  increase,  not 
statistically  significant,  in  the  incidence  of 
chromosomal  damage  at  maximum  tolerated 

arenteral  doses  of  100  mg/kg  acyclovir  in  rats 

ut  not  Chinese  hamsters;  higher  doses  of  500 
and  1000  mg/kg  were  clastogenic  in  Chinese 
hamsters.  In  addition,  no  activity  was  found 
after  5 days  dosing  in  a dominant  lethal  study  in 
mice.  In  6 of  11  microbial  and  mammalian  cell 
assays,  no  evidence  of  mutagenicity  was  ob- 
served. At  3 loci  in  a Chinese  hamster  ovary  cell 
line,  the  results  were  inconclusive.  In  2 mam- 
malian cell  assays  (human  lymphocytes  and 
L5178Y  mouse  lymphoma  cells  in  vitro),  positive 
responses  for  mutagenicity  and  chromosomal 
damage  occurred,  but  only  at  concentrations  at 
least  400  times  the  acyclovir  plasma  levels 
achieved  in  man. 

Acyclovir  has  not  been  shown  to  impair  fertil- 
ity or  reproduction  in  mice  (450  mg/kg/day,  p.o.) 
or  in  rats  (25  mg/kg/day,  s.c.).  At  50  mg/kg/day 
s.c.  in  the  rat,  there  was  a statistically  sig- 
nificant increase  in  post-implantation  loss,  but 
no  concomitant  decrease  in  litter  size.  In  female 
rabbits  treated  subcutaneously  with  acyclovir 
subsequent  to  mating,  there  was  a statistically 
significant  decrease  in  implantation  efficiency 
but  no  concomitant  decrease  in  litter  size  at  a 
dose  of  50  mg/kg/day  No  effect  upon  implanta- 
tion efficiency  was  observed  when  the  same  dose 
was  administered  intravenously  In  a rat  peri- 
and  postnatal  study  at  50  mg/kg/day  s.c.,  there 
was  a statistically  significant  decrease  in  the 
group  mean  numbers  of  corpora  lutea,  total 
implantation  sites  and  live  fetuses  in  the  Fi 
generation.  Although  not  statistically  signifi- 


cant, there  was  also  a dose  related  decrease  in 
group  mean  numbers  of  live  fetuses  and  implan- 
tation sites  at  12.5  mg/kg/day  and  25  mg/kg/day, 
s.c.  The  intravenous  administration  of 
100  mg/kg/day,  a dose  known  to  cause  obstruc- 
tive nephropathy  in  rabbits,  caused  a significant 
increase  in  fetal  resorptions  and  a corresponding 
decrease  in  litter  size.  However,  at  a maximum 
tolerated  intravenous  dose  of  50  mg/kg/day  in 
rabbits,  there  were  no  drug-related  reproductive 
effects. 

Intraperitoneal  doses  of  320  or  80  mg/kg/day 
acyclovir  given  to  rats  for  1 and  6 months,  re- 
spectively, caused  testicular  atrophy.  Testicular 
atrophy  was  persistent  through  the  4-week  post- 
dose recovery  phase  after  320  mg/kg/day;  some 
evidence  of  recovery  of  sperm  production  was 
evident  30  days  postdose.  Intravenous  doses  of 
100  and  200  mg/kg/day  acyclovir  given  to  dogs 
for  31  days  caused  aspermatogenesis.  Testicles 
were  normal  in  dogs  given  50  mg/kg/day,  i.v.  for 
one  month. 

Pregnancy:  Teratogenic  Effects:  Pregnancy 
Category  C. 'Acyclovir  was  not  teratogenic  in  the 
mouse  (450  mg/kg/day,  p.o.),  rat  (50  mg/kg/day, 
s.c.)  or  rabbit  (50  mg/kg/day,  s.c.  and  i.v.).  There 
are  no  adequate  and  well-controlled  studies  in 
pregnant  women.  Acyclovir  should  not  be  used 
during  pregnancy  unless  the  potential  benefit 
justifies  the  potential  risk  to  the  fetus.  Although 
acyclovir  was  not  teratogenic  in  animal  studies,, 
the  drug’s  potential  for  causing  chromosome 
breaks  at  high  concentration  should  be  taken 
into  consideration  in  making  this  determination. 
Nursing  Mothers:  It  is  not  known  whether  this 
drug  is  excreted  in  human  milk.  Because  many 
drugs  are  excreted  in  human  milk,  caution 
should  be  exercised  when  Zovirax  is  adminis- 
tered to  a nursing  woman.  In  nursing  mothers, 
consideration  should  be  given  to  not  using  acy- 
clovir treatment  or  discontinuing  breastfeeding. 
Pediatric  Use:  Safety  and  effectiveness  in 
children  have  not  been  established. 

ADVERSE  REACTIONS  — Short-Tterm 
Administration:  The  most  frequent  adverse 
reactions  reported  during  clinical  trials  were 
nausea  and/or  vomiting  in  8 of  298  patient  treat- 
ments (2.7%)  and  headache  in  2 of  298  (0.6%). 
Less  frequent  adverse  reactions,  each  of  which 
occurred  in  1 of  298  patient  treatments  (0.3%), 
included  diarrhea,  dizziness,  anorexia,  fatigue, 
edema,  skin  rash,  leg  pain,  inguinal  adenopathy, 
medication  taste  ana  sore  throat. 

Long-Term  Administration:  The  most  frequent 
adverse  reactions  reported  in  studies  of  daily 
therapy  for  3 to  6 months  were  headache  in  33  of 
251  patients  (13.1%),  diarrhea  in  22  of  251 
(8.8%),  nausea  and/or  vomiting  in  20  of  251 
(8.0%),  vertigo  in  9 of  251  (3.6%),  and  arthralgia 
in  9 of  251  (3.6%).  Less  frequent  adverse  reac- 
tions, each  of  which  occurred  in  less  than  3%  of 
the  251  patients  (see  number  of  patients  in 
parentheses),  included  skin  rash  (7),  insomnia 
(4),  fatigue  (7),  fever  (4),  palpitations  (1),  sore 
throat  (2),  superficial  thrombophlebitis  (1), 
muscle  cramps  (2),  pars  planitis  (1),  menstrual 
abnormality  (4),  acne  (3),  lymphadenopathy  (2), 
irritability  (1),  accelerated  hair  loss  (1),  and 
depression  (1). 

DOSAGE  AND  ADMINISTRATION:  Treat- 
ment of  initial  genital  herpes:  One  200  mg  cap- 
sule every  4 hours,  while  awake,  for  a total  of 
5 capsules  daily  for  10  days  (total  50  capsules). 

Cnronic  suppressive  therapy  for  recur- 
rent disease:  One  200  mg  capsule  3 times  daily 
for  up  to  6 months.  Some  patients  may  require 
more  drug,  up  to  one  200  mg  capsule  5 times 
daily  for  up  to  6 months. 

Intermittent  Therapy:  One  200  mg  capsule 
every  4 hours,  while  awake,  for  a total  of  5 
capsules  daily  for  5 days  (total  25  capsules). 
Therapy  should  be  initiated  at  the  earliest  sign 
or  symptom  (prodrome)  of  recurrence. 

Patients  With  Acute  or  Chronic  Renal  Im- 
pairment: One  200  mg  capsule  every  12  hours  is 
recommended  for  patients  with  creatinine  clear- 
ance s 10  ml/min/1.73/m2. 

HOW  SUPPLIED:  Zovirax  Capsules  (blue, 
opaque)  containing  200  mg  acyclovir  and  printed 
with  "Wellcome  ZOVIRAX  200"-  Bottles  of  100 
(NDC-0081-0991-55)  and  unit  dose  pack  of  100 
(NDC-0081-0991-56). 

Store  at  15°-30°C  (59°-86°F)  and  protect  from 
light 


•In  controlled  studies,  recurrences  were  totally 
prevented  for  4 to  6 months  in  up  to  75%  of  patients. 
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In  the  center  ring  of  this  year’s  program  will  be  our 
Jerome  Cochran  lecturer,  Edward  R.  Annis,  M.D.,  a 
past  President  of  AMA,  who  achieved  what  is  gen- 
erally conceded  to  be  the  greatest  single  national  po- 
litical performance  by  a leader  of  organized  medicine. 

Dr.  Annis  will  speak  to  us,  as  it  happens,  only  one 
month  shy  of  the  25th  anniversary  of  his  great  moment, 
the  night  of  May  20,  1962,  when  he  addressed  an 
empty  Madison  Square  Garden. 

That's  right,  empty  — empty  and  littered  with  ban- 
ners, coffee  cups,  deflated  balloons  and  all  the  flotsam 
and  jetsam  of  a major  rally  held  there  just  hours  earlier. 

It  had  been  a staged  event  with  a labor-backed  rally 
of  20,000  older  Americans  supporting  President  John 
F.  Kennedy’s  fight  for  the  King-Anderson  bill,  which 
was  later  to  become  Medicare  and  Medicaid.  The 
AMA,  warning  that  King-Anderson  would  bankrupt 
Social  Security,  that  it  would  result  in  regimentation 
of  care,  and  would  profoundly  alter  the  American  sys- 
tem, was  hard-pressed  to  counter  President  Kennedy’s 
popular  appeal  in  the  No.  1 pulpit,  the  White  House. 

When  the  President  addressed  the  rally  that  Sunday 
long  ago,  he  was  wildly  and  enthusiastically  cheered 
by  the  orchestrated  crowd,  although  it  was,  by  all 
assessments,  not  one  of  Kennedy’s  better  perform- 
ances. 

In  fact,  the  Labor  backers  of  the  rally  by  “the  Na- 
tional Council  of  Senior  Citizens  for  Health  Care 
through  Social  Security,”  formed  the  previous  year, 
were  disgruntled.  Madison  Square  Garden  was  the 
flagship  of  the  nationwide  rallies  staged  simultane- 
ously that  day  and  over  a seven-week  period,  featuring 
250  speakers  — all  to  drum  up  support  and  to  intim- 
idate a reluctant  Congress,  which  had  been  balking  at 
radical  medical  legislation  since  the  Truman  years. 
And  Kennedy’s  address  fell  short  of  expectations. 

Dr.  Annis,  from  Miami,  had  won  out  as  the  speaker 
of  choice  to  respond  to  President  Kennedy  after  his 
oratorical  gifts  had  been  recognized  in  his  appointment 
as  head  of  AMA  Speakers  Bureau.  Although  this  meant 
jumping  over  the  AMA  President  and  Chairman,  the 
leadership  decided  his  ability  to  “grab  an  audience  in 
ten  seconds  flat”  meant  the  man  and  the  hour  had  met. 

It  was  agreed  in  advance  that  Dr.  Annis  would  speak 
to  an  empty  Garden  amid  the  debris  of  the  Kennedy 
rally  hours  earlier.  He  and  the  camera  crew  arrived 
late  that  Sunday  night  to  film  Dr.  Annis’s  response. 
The  camera  panned  the  empty  and  littered  Garden  in 
sync  with  his  forceful,  eloquent  speech  to  the  effect 
that  King-Anderson  was  a cruel  hoax  and  that  the 
American  people  would  be  better  served  by  the  AMA’s 
counter  proposal,  Eldercare,  which  tied  government 
help  to  need  rather  than  the  “free”  care  for  all  of 
King-Anderson. 

NBC  aired  the  show  nationally  the  next  night.  May 


21,  with  all  but  two  of  its  affiliated  stations  carrying 
the  AMA  rebuttal.  Never  has  a response  been  heavier. 
AMA  headquarters  was  swamped  with  40,000  letters, 
90%  of  them  supporting  Dr.  Annis’s  impeccable  logic. 

Even  King-Anderson  supporters  conceded  that  Dr. 
Annis  had  outpointed  them.  He  had  taken  on  a popular 
young  President  on  his  home  turf  and  licked  him. 

King-Anderson  failed  in  Congress  two  months  later. 
Dr.  Annis  was  able  to  report  to  the  House  of  Delegates 
in  December  1963,  now  as  President,  that  “the  tide 
of  events  has  swung  dramatically  in  our  favor.” 

But  that  was  one  month  after  President  Kennedy’s 
assassination  and  his  successor,  Lyndon  Johnson, 
wanted  Medicare  even  more  passionately  than  Ken- 
nedy. Johnson  was  a product  of  the  New  Deal  and 
attempted  to  revive  it  in  his  Great  Society  programs, 
which  won  congressional  approval  in  a somber  period 
when  all  this  was  offered  up  by  way  of  contrition  over 
the  assassination. 

Conservative  opponents  of  King-Anderson,  such  as 
Congressman  Wilbur  Mills,  were  finally  bowled  over 
by  the  Great  Society  fever.  Medicare  and  Medicaid 
were  added  to  the  Social  Security  Act  in  1965. 

As  Dr.  Annis  had  predicted  in  his  plain  talk  to  the 
nation  three  years  earlier,  it  was  doomed  to  meet  the 
fate  we  are  now  witnessing  — with  far  too  many  ben- 
eficiaries for  the  national  treasury  to  stand. 

I think  it  is  important  that  all  of  us  know  some  of 
the  recent  history  of  AMA’s  legislative  battles.  In  this 
case  certainly,  the  past  is  prologue.  What  organized 
medicine  went  through  to  fend  off  the  socialized  med- 
icine efforts  of  the  40s,  50s,  and  60s,  has  great  rele- 
vance to  our  present  battles  in  Congress  and  on  Goat 
Hill  in  Montgomery. 

April  will  be  a good  time  for  an  update  from  our 
Governmental  Affairs  Department,  since  the  1987  reg- 
ular session  will  have  opened  shortly  before  our  annual 
meeting. 

In  one  out  of  five  recent  annual  sessions,  attendance 
was  poor.  I hope  and  urge  that  Birmingham’s  Wynfrey 
Hotel  in  April  will  be  packed  with  physicians  con- 
cerned with  the  future  of  their  profession. 

All  our  programs  are  designed  to  appeal  “to  the 
young  of  all  ages,”  as  old  P.  T.  Barnum  used  to  spiel. 
The  young  of  all  ages  will  enjoy  the  Chevy  Six  group, 
our  state-of-the-art  scientific  programs  and,  not  least. 
Dr.  Annis’s  message  from  the  not  so  distant  past. 

Block  out  April  23-25  on  your  calendars  now.  You 
will  be  enriched  by  the  experience.  Details  of  the  pro- 
grams will  appear  in  The  Alabama  M.D.  0 
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How  MoreThan 2000 Doctors 
Have  Eased  The  Pain 
Of  Managing  A Practice. 


If  your  practice  is  like  a lot  of  others, 
you  often  spend  more  time  on  office 
problems  than  on  the  health  problems  of 
your  patients. 

Our  one  easy-to-use,  fully-integrated 
computer  system  can  take  care  of  billing, 
provide  financial  updates,  help  you  market 
your  practice.  And  give  you  more  time  to  do 
what  you  went  to  medical  school  for. 

“Medic  continues  to  be  the  best 
system  for  our  clients.” 

Thomas  Booth,  president  of  The  PM  Group, 
Battle  Creek,  Michigan 

When  this  nationally-recognized 
medical  consulting  firm  recommends  a 
product  to  their  clients,  you  know  it's  been 
carefully  scrutinized.  After  reviewing  over 
60  medical  systems,  The  PM  Group  judged 
our  system  to  be  the  best.  And  the  one  that 
offers  the  best  support  and  service. 

“It’s  helped  our  cash  flow 
tremendously.” 

Mike  Griga,  general  manager  of  Mayfield 
Neurological  Institute,  Cincinnati,  Ohio 


statements  and  reduce  the  number  of 
uncollected  bills.  Plus,  our  easy-to- 
understand  printouts  help  you  keep  better 
track  of  your  financial  condition. 

“When  lightning  knocked  out  our 
system,  Medic  worked  through  the 
night  to  get  it  up  and  running  quickly.” 

Doug  Speak,  assistant  administrator  of 
Suncoast  Medical  Clinic,  St.  Petersburg, 
Florida 

We'll  do  whatever  it  takes  to  keep  your 
system  working.  Day  or  night.  We  have  a 
toll-free  STAT  line  to  handle  questions  and 
problems.  And  there’s  a STAT  PLUS  line 
from  our  support  center  to  your  system 
for  software  updates  and  diagnoses. 

So  if  you're  looking  to  increase  the 
efficiency,  productivity  and  profitability  of 
your  practice,  take  a look  at  the  Medic 
Computer  System. 

Over  2000  physicians  in  more  than 
600  practices  throughout  the  U.S.  are 
calling  it  a minor  medical  miracle. 


6601  Six  Forks  Road,  Suite  150 
Raleigh,  North  Carolina  27609 

Telephone  toll-free:  1-800-334-8534 
North  Carolina:  919-847-8102 

Other  offices:  Cincinnati,  Ann  Arbor 
Orlando,  Pittsburgh,  Richmond 

■ Please  tell  me  how  Medic  Computer 
Systems  can  help  my  practice. 

I Name I 

I | 

■ Address i 

' City I 

I I 

| Slate Zip | 

. Phone ( ) 

I Number  ol  physicians  in  practice I 


Changing  the  billing  system  from  once 
a month  to  once  a week  is  just  one  way 
Medic  has  improved  the  bottom  line  of  the 
nation's  largest  neurosurgery  group.  Our 
system  can  ease  the  process  of  sending 
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Medic  Computer  Systems 

6601  Six  Forks  Rd.,  Suite  150 
Raleigh,  North  Carolina  27609 


New  Developments 
in  the  Treatment  of 
Acute  Myocardial  Infarction 

(Part  II  of  III) 
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PTCA  in  Evolving  Myocardial 
Infarction 

Since  its  introduction  by  Gruentzig,16  PTCA  has 
become  widely  used  in  the  treatment  of  ischemic 
heart  disease.  The  technique  has  evolved  rapidly,  and 
is  now  safe  and  highly  effective  in  selected  patients 
with  ischemic  heart  disease  (Figure  2).  It  was  initially 
advocated  as  a technique  for  nonsurgical  myocardial 
revascularization  in  patients  with  angina  and  proximal, 
discrete,  noncalcific  coronary  stenoses,  but  has  now 
been  applied  as  an  alternative  or  complement  to  throm- 
bolytic therapy  in  acute  MI.17- 18  Although  initially  in- 
troduced for  dilatation  of  subtotal  stenoses,  PTCA  is 

*From  the  Division  of  Cardiology.  Department  of  Medicine.  Carraway  Methodist 
Medical  Center  and  The  Norwood  Clinic.  Birmingham,  Alabama.  Supported  in  part 
by  the  Kemp-Carraway  Heart  Institute.  Birmingham. 

Reprint  address:  Silvio  E.  Papapietro,  M.D  , Division  of  Cardiology,  Carraway 
Methodist  Medical  Center,  1600  North  26th  Street,  Birmingham,  AL  35234.  USA. 
Telephone:  (205)226-6209. 


effective  in  totally  occluded  coronary  arteries,  partic- 
ularly recent  thrombotic  occlusions.  In  our  initial  ex- 
perience with  PTCA  in  acute  MI,19  18  patients  with 
evolving  MI  underwent  PTCA  within  10  hours  from 
onset  of  chest  pain.  Of  these  18  patients,  six  had  per- 
sistent total  occlusions  of  the  infarct  artery  following 
unsuccessful  intracoronary  thrombolysis,  and  12  had 
severe  residual  coronary  stenoses.  PTCA  was  suc- 
cessful in  13  of  the  18  patients  (72%),  and  resulted  in 
a reduction  in  the  luminal  stenosis  from  84%  to  24% 
(p  < 0.05),  and  a reduction  of  the  mean  transstenotic 
pressure  gradient  from  38  mmHg  to  6 mmHg  (p  < 
0.05).  Complications  were  encountered  in  2 patients; 
in  one,  PTCA  was  associated  with  dissection  and  reoc- 
clusion of  the  right  coronary  artery  (uncomplicated 
hospital  course),  and  one  patient  with  extensive  an- 
terolateral MI  died  from  cardiogenic  shock  (hospital 
mortality  5.5%).  We  found  that  successful  dilatation 
of  the  infarct  artery  prevented  post  MI  LV  dilatation, 
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Figure  2:  PTCA  of  a totally  occluded  right  coronary  artery. 
A.  Totally  occluded  right  coronary  artery  in  a patient  evolving  an 
acute  inferior  myocardial  infarction.  Intracoronary  infusion  of 
Streptokinase  did  not  recanalize  the  vessel,  that  remained  totally 
occluded  in  the  proximal  segment  (arrow).  H.  A guide  wire  was 
advanced  across  the  occlusion  site  and  in  the  distal  segment  of 
the  vessel  and  subsequently,  a balloon  dilatation  catheter  was 
advanced  in  the  right  coronary’  artery.  The  mid  segment  of  the 
deflated  balloon  is  indicated  by  the  radiopaque  marker  (arrow). 
C.  The  balloon  dilatation  is  inflated  at  the  site  of  occlusion.  D. 
Angiograms  following  balloon  dilatation  reveal  very  minimal  re- 
sidual stenosis  at  the  site  of  initial  occlusion  and  excellent  distal 
flow. 

and  was  associated  with  an  increase  in  LV  ejection 
fraction.  These  preliminary  findings  indicated  that 
PTCA  preserved  LV  myocardium  and  limited  infarct 
size. 


Several  groups  have  confirmed  and  expanded  our 
initial  observations,20- 21  and  PTCA  has  now  become 
a definite  therapeutic  option  in  acute  ML  It  is  not  yet 
clear,  however,  which  intervention  is  optimal;  a highly 
effective  thrombolytic  agent  that  could  promptly  and 
effectively  recanalize  the  occluded  infarct  artery,  or 
PTCA.  Advantages  and  disadvantages  can  be  antici- 
pated with  either  approach.  An  effective  intravenous 
thrombolytic  agent  could  be  widely  used  in  hospitals 
without  cardiac  catheterization  facilities,  and  could  re- 
sult in  a greater  impact  in  the  treatment  of  acute  MI 
in  the  community.  However,  the  use  of  thrombolytic 
agents  may  result  in  major  bleeding  complications,  and 
most  patients  are  left  with  a critical  atherosclerotic 
stenosis  in  the  infarct  artery.  Conversely,  PTCA  has 
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the  clear  disadvantage  of  being  an  expensive  invasive 
procedure,  that  requires  cardiac  catheterization  and 
carries  a risk.  The  greatest  risk  associated  with  PTC  A 
is  dissection  and  occlusion  of  the  dilated  vessel.  PTCA 
has  the  advantage  of  no  intrinsic  bleeding  complica- 
tions, and  the  potential  for  more  optimal  revasculari- 
zation and  reduction  in  the  risk  of  reocclusion. 

Several  studies  have  compared  thrombolysis  and 
PTCA  in  acute  MI.  O’Neill20  and  associates  random- 
ized 56  patients  presenting  within  12  hours  from  onset 
of  symptoms  of  acute  MI  to  urgent  PTCA  or  intra- 
coronary streptokinase.  Recanalization  of  the  infarct 
artery  was  achieved  in  83%  of  patients  treated  with 
PTCA  and  in  85%  of  those  treated  with  streptokinase. 
The  residual  luminal  stenosis  in  the  infarct  artery  was 
significantly  less  after  PTCA  (43  ±31%),  than  after 
streptokinase  (83  ±17%).  Residual  stenoses  of  70% 
or  more  were  present  in  4%  of  the  PTCA  patients,  and 
in  83%  of  streptokinase  patients.  LV  function  im- 
proved significantly  more  following  PTCA  than  strep- 
tokinase. These  authors  concluded  that  PTCA  and  in- 
tracoronary streptokinase  produced  similar  rates  of 
coronary  reperfusion,  but  PTCA  was  more  effective 
in  alleviating  the  underlying  coronary  stenosis,  and 
preserving  LV  function. 


Topol21  reported  similar  findings  in  patients 
undergoing  thrombolysis  followed  by  PTCA.  He  found 
that  LV  function  was  preserved  only  in  patients  who 
underwent  PTCA  after  recanalization  with  a throm- 
bolytic agent,  and  improvement  in  LV  function  was 
related  to  improvement  in  wall  motion  in  areas  per- 
fused by  the  vessel  successfully  dilated. 

Erbel22  and  associates  randomized  162  patients  to 
thrombolytic  therapy  only,  or  thrombolytic  therapy 
followed  by  urgent  PTCA.  Only  successful  PTCA  was 
associated  with  improvement  in  regional  LV  wall  mo- 
tion in  patients  with  anterior  ML  Reocclusion  rate  was 
7%  following  successful  PTCA,  compared  to  20%  after 
thrombolytic  therapy  alone. 

These  studies  demonstrate  that  PTCA  is  highly  ef- 
fective in  restoring  coronary  blood  flow,  preserving 
LV  function,  and  preventing  reocclusion  and  reinfarc- 
tion in  acute  MI.  Although  the  issue  remains  contro- 
versial, by  allowing  more  optimal  recanalization  of  the 
infarct  artery,  PTCA  may  be  superior  to  thrombolytic 
therapy  in  acute  MI. 

Next:  “Experience  With  Reperfusion 
In  Evolving  MI.” 


AFFORDABLE  TERM  LIFE  INSURANCE  — 
FROM  COOK  & ASSOCIATES 

Compare  these  low  non-smoker  annual  rates  for  non-decreasing  graded 
premium  life: 


MALE  AGES 

$250,000 

$500,000 

$1,000,000 

25 

250.00 

455.00 

670.00 

30 

252.50 

460.00 

677.50 

35 

255.00 

465.00 

685.00 

40 

330.00 

595.00 

880.00 

45 

412.50 

760.00 

1,127.50 

50 

542.50 

1,015.00 

1,510.00 

55 

810.00 

1,520.00 

2,267.50 

60 

1,355.00 

2,535.00 

3,790.00 

65 

2,372.50 

4,385.00 

6,565.00 

(smoker’s  rates  slightly  higher) 


Renewable  to  age  100.  Female  rates  same  as  males  four  years  younger.  All  coverage 
provided  by  companies  rated  “A  Excellent”  by  A.M.  Best  Co. 

For  a written  quotation  and  policy  description  send  your  date  of  birth  and  amount 
of  coverage  desired  to: 

COOK  & ASSOCIATES 

2970  Cottage  Hill  Road  • Suite  201  • Mobile,  Al  36606  • (205)  476-1737 
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Out  Patient 
Diagnostic  Radiology  Center 


Alabama's  Most  Modern  Facilities  Available 

C.A.T.  Scan 

Head  and  total  body  scan 

Ultrasonography 

Studies  during  pregnancy,  gallbladder,  etc. 

Mammography 

Low  level  radiation  cancer  survey 

General  Diagnostic  Radiology 

Certified  black  lung  survey,  G.l.  studies,  I.V.R,  tomography,  etc. 

Diagnostic  testing  and  report  within  24  hours 


Norwood  Clinic 

1 625  25th  Street  North 
Birmingham,  Alabama 
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Dyschromatopsia  in  a 
Psychiatric  Population 

J.  B.  Renfroe* 

M.  Velek,  M.D.* 

L.  A.  Marco,  M.D.*f 


Abstract 

We  tested  eighty-seven  psychiatric  patients 
to  determine  color  perception  deficits.  Twenty- 
five  (29%)  had  some  form  of  dyschromatopsia 
which  could  be  categorized  as  protanomalous 
(red-blue  deficit),  deutanomalous  (green-red 
deficit),  tritanomalous  (violet-green  deficit),  or 
as  anomalous  trichromatic  (“color  weak”).  Of 
twenty-two  acute  patients,  eight  (35%)  were 
dyschromatic  to  some  extent.  Fourteen  of  forty- 
seven  (30%)  subacute  patients  revealed  dys- 
chromatopsia. Only  two  of  eighteen  chronic 
patients  (11%)  tested  had  some  degree  of  dys- 
chromatopsia. Of  forty-nine  patients  with 
schizophrenia,  eleven  (23%)  had  dyschroma- 
topsia. Of  twenty  patients  with  major  affective 
disorder,  eight  (40%)  were  found  to  be  dys- 
chromatic. Dyschromatic  vision  was  found  in 
patients  on  medication  regimens  consisting  of 
lithium  compounds,  haloperidol,  fluphena- 
zine,  and  molindone  or  their  combinations. 
Forty-seven  male  patients  were  tested,  thirteen 
(33%)  of  which  revealed  dyschromatopsia. 
Twelve  out  of  forty  females  (30%)  were  dys- 
chromatic. 


’Department  of  Psychiatry  and  tDepartment  of  Anatomy,  University  of  South 
Alabama  College  of  Medicine. 


Introduction 

Defects  in  color  vision  may  be  hereditary  or  ac- 
quired. Acquired  defects  may  be  caused  by  dis- 
ease or  injury  affecting  the  visual  system  (eye,  optic 
nerve,  optic  radiation,  and  visual  cortex).  Increased 
incidence  of  vision  impairment  has  been  noted  in  pop- 
ulations ranging  from  the  mentally  retarded  to  users 
of  “psychedelic”  substances.13  Drugs,  including  psy- 
chotropics, may  have  toxic  effects  on  the  eye  such  as 
blurring,  amblyopia,  loss  of  vision,  and  color  defect. 
The  mechanisms  of  these  alterations  are  not  known 
and  may  involve  blockage  of  neurotransmitter  sub- 
stances. The  retinal  Dopamine  (DA)  receptors  which 
are  the  principal  catecholamine  receptors  in  the  ver- 
tebrate retina4  are  predominantly,  if  not  exclusively, 
of  the  D- 1 type  which  is  associated  with  an  adenylate 
cyclase.5  A hypothesis  that  supports  this  system  pro- 
poses that  practically  all  patients  subjected  to  psycho- 
tropic phenothiazines  and  classical  antidepressants 
eventually  develop  color  vision  defects  particularly  of 
the  type  of  blue/yellow  deficiencies.6  Potts7  noted  that 
in  experimental  animals,  chlorpromazine  is  concen- 
trated in  the  uveal  tract  bound  to  melanin.  Several 
years  later  Potts  demonstrated  that  this  combination 
reduces  sites  available  for  photoconductivity,  thereby 
decreasing  sensitivity  to  the  color  spectra.8 

Review  of  the  literature  indicates  that  between  5% 

continued  on  page  25 
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To  showyou  how  many 
hypertensives  stayed  on 

INDERAL  LA 

(PROPRANOLOL  HCl) 

after  a major  nationwide  trial... 


— 


60,073 patients  (90%)  who  started  on 
INDERAE  LA  stayed  on  INDERAL  LAI 


Surprising?  Not  really. 

Because  most  patients  on  INDERAL  LA  (propranolol  HC1)  don't  even  know 
it's  working. 

A recent  double-blind,  placebo-controlled,  crossover  study  in  138  hyper- 
tensive patients2  revealed  that  INDERAL  LA  has  a side  effects  profile 
unsurpassed  by  atenolol  or  metoprolol  — which  shows  how  well-tolerated 
once-daily  INDERAL  LA  can  be. 

Sole  therapy  or  concomitant  therapy? 

Fifty-nine  percent  of  the  time,  INDERAL  LA  stood  on  its  own. 


The  patients  in  the  nationwide  compliance  trial  were  no  different  from  yours 
Generally  when  the  antihypertensive  regimen  is  complicated,  compliance 
may  become  a problem.  So,  the  effectiveness  of  INDERAL  LA  as  once-daily 
monotherapy  is  a big  plus.  Of  the  remaining  hypertensives  in  the  program, 
36%  were  controlled  merely  with  the  addition  of  a diuretic  to  INDERAL  LA. 


For  the  noncompliant  patients  in  your  practice,  INDERAL  LA  may 
well  be  the  answer. 


Almost  20,000  of  the  patients  in  the  nationwide  compliance  trial  were  identi- 
fied as  having  been  noncompliant  with  their  previous  antihypertensive 
therapy.  Their  physicians  reported  that  88%  showed  improved  compliance 
when  placed  on  once-daily  INDERAL  LA. 


Control,  comfort,  and  compliance 


ONCE-DAILY 


.mm  UN^t-UAILY 

INDERAL  LA 


LONG  ACTING 
CAPSULES 


Like  conventional  INDERAL  Tablets.  INDERAL  LA  should  not  be  used 
in  the  presence  of  congestive  heart  failure,  sinus  bradycardia,  cardio- 
genic shock,  heart  block  greater  than  first  degree,  and  bronchial  asthma 

‘After  a 30-day  trial  with  INDERAL  LA.  physicians  reported  that  90% 
of  the  patients  would  remain  on  INDERAL  LA 


The  one  you  know  best 
keeps  looking  better 


Please  see  next  page  lor  brief  summary  ol  prescribing  mlormalion 


The  one  you  know  best  keeps  looking  better 


BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION  SEE  PACKAGE  CIRCULAR ) 
INDERAL  LA  brand  of  propranolol  hydrochloride  (Long  Acting  Capsules) 
DESCRIPTION.  Inderal  LA  is  tormulaled  to  provide  a sustained  release  of  propranolol 
hydrochloride  Inderal  LA  is  available  as  80  mg,  120  mg,  and  160  mg  capsules 
CLINICAL  PHARMACOLOGY.  INDERAL  is  a nonselective  beta-adrenergic  receptor  block- 
ing agent  possessing  no  other  autonomic  nervous  system  activity  It  specifically  competes  with 
beta-adrenergic  receptor  stimulating  agents  for  available  receptor  sites  When  access  to 
beta-receptor  sites  is  blocked  by  INDERAL,  the  chronotropic,  inotropic,  and  vasodilator  re- 
sponses to  beta  adrenergic  stimulation  are  decreased  proportionately 

INDERAL  LA  Capsules  (80  120.  and  160  mg)  release  propranolol  HCI  at  a controlled  and 
predictable  rate  Peak  blood  levels  following  dosing  with  INDERAL  LA  occur  al  about  6 hours 
and  the  apparent  plasma  half-life  is  about  10  hours  When  measured  at  steady  state  over  a 
24-hour  period  the  areas  under  the  propranolol  plasma  concentration-time  curve  (AUCs)  for 
the  capsules  are  approximately  60%  to  65%  of  the  AUCs  for  a comparable  divided  daily  dose 
of  INDERAL  tablets  The  lower  AUCs  tor  the  capsules  are  due  to  greater  hepatic  metabolism  of 
propranolol , resulting  from  the  slower  rate  of  absorption  of  propranolol  Over  a twenty-four  (24) 
hour  period,  blood  levels  are  fairly  constant  for  about  twelve  (12)  hours  then  decline  exponen- 
tially 

INDERAL  LA  should  not  be  considered  a simple  mg  tor  mg  substitute  for  conventional 
propranolol  and  the  blood  levels  achieved  do  not  match  (are  lower  than)  those  of  two  to  four 
times  daily  dosing  with  the  same  dose  When  changing  to  INDERAL  LA  from  conventional 
propranolol,  a possible  need  for  retitration  upwards  should  be  considered  especially  to  main- 
tain effectiveness  at  Ihe  end  of  the  dosing  interval  In  most  clinical  settings  however,  such  as 
hypertension  or  angina  where  there  is  little  correlation  between  plasma  levels  and  clinical 
effect.  INDERAL  LA  has  been  therapeutically  equivalent  to  the  same  mg  dose  of  conventional 
INDERAL  as  assessed  by  24-hour  effects  on  blood  pressure  and  on  24-hour  exercise  re- 
sponses of  heart  rate,  systolic  pressure  and  rate  pressure  product  INDERAL  LA  can  provide 
effective  beta  blockade  for  a 24-hour  period 

The  mechanism  of  the  antihypertensive  effect  of  INDERAL  has  not  been  established  Among 
the  factors  that  may  be  involved  in  contributing  to  the  antihypertensive  action  are  ( 1 ) decreased 
cardiac  output,  (2)  inhibition  of  renin  release  by  ihe  kidneys,  and  (3)  diminution  of  tonic 
sympathetic  nerve  outflow  from  vasomotor  centers  in  the  brain  Although  total  peripheral 
resistance  may  increase  initially,  it  readjusts  to  or  below  the  pretreatment  level  with  chronic  use 
Effects  on  plasma  volume  appear  to  be  minor  and  somewhat  variable  INDERAL  has  been 
shown  to  cause  a small  increase  in  serum  potassium  concentration  when  used  in  the  treatment 
of  hypertensive  patients 

In  angina  pectoris,  propranolol  generally  reduces  the  oxygen  requirement  of  the  heart  at  any 
given  level  of  effort  by  blocking  the  catecholamine-induced  increases  in  the  heart  rate,  systolic 
blood  pressure,  and  the  velocity  and  extent  of  myocardial  contraction  Propranolol  may  in- 
crease oxygen  requirements  by  increasing  left  ventricular  fiber  length,  end  diastolic  pressure 
and  systolic  election  period  The  net  physiologic  effect  of  beta-adrenergic  blockade  is  usually 
advantageous  and  is  manifested  during  exercise  by  delayed  onset  of  pain  and  increased  work 
capacity 

In  dosages  greater  than  required  tor  beta  blockade  INDERAL  also  exerts  a quinidine-like  or 
anesthetic-like  membrane  action  which  affects  the  cardiac  action  potential  The  significance  of 
the  membrane  action  in  the  treatment  of  arrhythmias  is  uncertain 

The  mechanism  of  the  antimigraine  effect  of  propranolol  has  not  been  established  Beta- 
adrenergic  receptors  have  been  demonstrated  in  the  pial  vessels  of  the  brain 

Beta  receptor  blockade  can  be  useful  in 
conditions  in  which,  because  of  pathologic  or 
functional  changes,  sympathetic  activity  is  det- 
rimental to  the  patient  But  there  are  also  situa- 
tions in  which  sympathetic  stimulation  is  vital 
For  example,  in  patients  with  severely  dam- 
aged hearts,  adequate  ventricular  function  is 
maintained  by  virtue  of  sympathetic  drive 
which  should  be  preserved  In  the  presence  of 
A V block,  greater  than  first  degree,  beta  block- 
ade may  prevent  the  necessary  facilitating  ef- 
fect of  sympathetic  activity  on  conduction  Beta 
blockade  results  in  bronchial  constriction  by 
interfering  with  adrenergic  bronchodilator  ac- 
tivity which  should  be  preserved  in  patients 
subject  to  bronchospasm 

Propranolol  is  not  significantly  dialyzable 

INDICATIONS  AND  USAGE.  Hypertension:  INDERAL  LA  is  indicated  in  the  manage 
ment  of  hypertension,  it  may  be  used  alone  or  used  in  combination  with  other  antihypertensive 
agents  particularly  a thiazide  diuretic  INDERAL  LA  is  not  indicated  in  the  management  of 
hypertensive  emergencies 

Angina  Pectoris  Due  to  Coronary  Atherosclerosis:  INDERAL  LA  is  indicated  for  the 
long-term  management  of  patients  with  angina  pectoris 

Migraine:  INDERAL  LA  is  indicated  for  the  prophylaxis  of  common  migraine  headache 
The  efficacy  of  propranolol  in  the  treatment  of  a migraine  attack  that  has  started  has  not  been 
established  and  propranolol  is  not  indicated  for  such  use 

Hypertrophic  Subaortic  Stenosis:  INDERAL  LA  is  useful  in  the  management  of  hyper- 
trophic subaortic  stenosis,  especially  for  treatment  of  exertional  or  other  stress-induced 
angina,  palpitations,  and  syncope  INDERAL  LA  also  improves  exercise  performance  The 
effectiveness  of  propranolol  hydrochloride  in  this  disease  appears  to  be  due  to  a reduction  of 
the  elevated  outflow  pressure  gradient  which  is  exacerbated  by  beta-receptor  stimulation 
Clinical  improvement  may  be  temporary 

CONTRAINDICATIONS.  INDERAL  is  contraindicated  m 1)  cardiogenic  shock,  2)  sinus 
bradycardia  and  greater  than  first  degree  block,  3)  bronchial  asthma.  4)  congestive  heart 
failure  (see  WARNINGS)  unless  the  failure  is  secondary  to  a tachyarrhythmia  treatable  with 
INDERAL 

WARNINGS.  CARDIAC  FAILURE  Sympathetic  stimulation  may  be  a vital  component  sup- 
porting circulatory  function  in  patients  with  congestive  heart  failure,  and  its  inhibition  by  beta 
blockade  may  precipitate  more  severe  failure  Although  beta  Blockers  should  be  avoided  in 
overt  congestive  heart  failure,  if  necessary,  they  can  be  used  with  close  follow-up  in  patients 
with  a history  of  failure  who  are  well  compensated  and  are  receiving  digitalis  and  diuretics 
Beta-adrenergic  blocking  agents  do  not  abolish  the  inotropic  action  of  digitalis  on  heart 
muscle 

IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE,  continued  use  of  beta  blockers 
can.  in  some  cases,  lead  to  cardiac  failure  Therefore,  at  the  first  sign  or  symptom  of  heart 
failure,  the  patient  should  be  digitalized  and/or  treated  with  diuretics,  and  the  response 
observed  closely,  or  INDERAL  should  be  discontinued  (gradually,  if  possible) 


ONCE-DAILY 

Inderal  LA 

(PROPRANOLOL  HCI) 

LONG  ACTING  CAPSULES 


80  mg  120  mg  160  mg 


IN  PATIENTS  WITH  ANGINA  PECTORIS,  there  have  been  reports  of  exacerbation  of 
angina  and,  in  some  cases,  myocardial  infarction,  following  abrupt  discontinuance  of 
INDERAL  therapy  Therefore,  when  discontinuance  of  INDERAL  is  planned  the  dosage 
should  be  gradually  reduced  over  at  least  a few  weeks,  and  the  patient  should  be 
cautioned  against  interruption  or  cessation  of  therapy  without  the  physician's  advice  If 
INDERAL  therapy  is  interrupted  and  exacerbation  of  angina  occurs,  it  usually  is  advisable 
to  reinstitute  INDERAL  therapy  and  take  other  measures  appropriate  for  the  management 
of  unstable  angina  pectoris  Since  coronary  artery  disease  may  be  unrecognized,  it  may 
be  prudent  to  follow  the  above  advice  in  patients  considered  at  risk  of  having  occult 
atherosclerotic  heart  disease  who  are  given  propranolol  for  other  indications 


Nonallergic  Bronchospasm  (e.g.,  chronic  bronchitis,  emphysema)  PATIENTS 
WITH  BRONCHOSPASTIC  DISEASES  SHOULD  IN  GENERAL  NOT  RECEIVE  BETA 
BLOCKERS  INDERAL  should  be  administered  with  caution  since  it  may  block  bronchodilation 
produced  by  endogenous  and  exogenous  catecholamine  stimulation  of  beta  receptors 
MAJOR  SURGERY  The  necessity  or  desirability  of  withdrawal  of  beta-blocking  therapy  prior 


to  maior  surgery  is  controversial  It  should  be  noted,  however,  that  the  impaired  ability  of  the 
heart  to  respond  to  reflex  adrenergic  stimuli  may  augment  the  risks  of  general  anesthesia  and 
surgical  procedures 

INDERAL  (propranolol  HCI),  like  other  beta  blockers,  is  a competitive  inhibitor  ot  beta-recep- 
tor agonists  and  its  effects  can  be  reversed  by  administration  of  such  agents,  e g , dobutamine 
or  isoproterenol  However,  such  patients  may  be  subject  to  protracted  severe  hypotension 
Difficulty  in  starting  and  maintaining  the  heartbeat  has  also  been  reported  with  beta  blockers 
DIABETES  AND  HYPOGLYCEMIA  Beta-adrenergic  blockade  may  prevent  the  appearance 
of  certain  premonitory  signs  and  symptoms  (pulse  rate  and  pressure  changes)  of  acute 
hypoglycemia  in  labile  insulin-dependent  diabetes  In  these  patients,  it  may  be  more  difficult  to 
ad|ust  the  dosage  ol  insulin 

THYROTOXICOSIS  Beta  blockade  may  mask  certain  clinical  signs  of  hyperthyroidism 
Therefore,  abrupt  withdrawal  of  propranolol  may  be  followed  By  an  exacerbation  of  symptoms 
of  hyperthyroidism,  including  thyroid  storm  Propranolol  does  not  distort  thyroid  function  tests 
IN  PATIENTS  WITH  WOLFF-PARKINSON-WHITE  SYNDROME,  several  cases  have  been 
reported  in  which,  alter  propranolol,  the  tachycardia  was  replaced  by  a severe  bradycardia 
requiring  a demand  pacemaker  In  one  case,  this  resulted  after  an  initial  dose  of  5 mg 
propranolol 

PRECAUTIONS.  General  Propranolol  should  be  used  with  caution  in  patients  with  impaired 
hepatic  or  renal  function  INDERAL  (propranolol  HCI)  is  not  indicated  for  the  treatment  of 
hypertensive  emergencies 

Beta-adrenoreceptor  blockade  can  cause  reduction  of  intraocular  pressure  Patients  should 
be  told  that  INDERAL  may  interfere  with  the  glaucoma  screening  test  Withdrawal  may  lead  to  a 
return  of  increased  intraocular  pressure 

Clinical  Laboratory  Tests  Elevated  Blood  urea  levels  in  patients  with  severe  heart  disease, 
elevated  serum  transaminase,  alkaline  phosphatase,  lactate  dehydrogenase 
DRUG  INTERACTIONS  Patients  receiving  catecholamine-depleting  drugs  such  as  reser- 
pine  should  be  closely  observed  if  INDERAL  is  administered  The  added  catecholamine- 
blocking  action  may  produce  an  excessive  reduction  of  resting  sympathetic  nervous  activity 
which  may  result  in  hypotension,  marked  bradycardia,  vertigo,  syncopal  attacks,  or  orthostatic 
hypotension 

Carcinogenesis.  Mutagenesis.  Impairment  ol  Fertility  Long-term  studies  in  animals  have 
been  conducted  to  evaluate  toxic  effects  and  carcinogenic  potential  In  18-month  studies  in 
both  rats  and  mice,  employing  doses  up  to  150  mg/kg/day.  there  was  no  evidence  of  signifi- 
cant drug-induced  toxicity  There  were  no  drug-related  tumorigemc  effects  at  any  of  the 
dosage  levels  Reproductive  studies  in  animals  did  not  show  any  impairment  of  fertility  that  was 
attributable  to  the  drug 

Pregnancy  Pregnancy  Category  C INDERAL  has  been  shown  to  be  embryotoxic  in  animal 
studies  at  doses  about  10  times  greater  than  the  maximum  recommended  human  dose 
There  are  no  adequate  and  well-controlled  studies  in  pregnant  women  INDERAL  should  be 
used  during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus 
Nursing  Mothers  INDERAL  is  excreted  in  human  milk  Caution  should  be  exercised  when 
INDERAL  is  administered  to  a nursing  woman 
Pediatric  Use  Safety  and  effectiveness  in  children  have  nol  been  established 

ADVERSE  REACTIONS.  Most  adverse  effects  have  been  mild  and  transient  and  have  rarely 
required  the  withdrawal  of  therapy 

Cardiovascular  bradycardia,  congestive  heart  failure,  intensification  of  AV  block;  hypoten- 
sion, paresthesia  of  hands,  thrombocytopenic  purpura,  arterial  insufficiency,  usually  of  the 

Raynaud  type 

Central  Nervous  System  lightheadedness, 
mental  depression  manifested  by  insomnia 
lassitude,  weakness,  fatigue,  reversible  mental 
depression  progressing  to  catatonia,  visual 
disturbances,  hallucinations,  an  acute  revers- 
ible syndrome  characterized  by  disorientation 
for  time  and  place,  short-term  memory  loss, 
emotional  lability,  slightly  clouded  sensorium, 
and  decreased  performance  on  neuropsycho- 
metrics 

Gastrointestinal  nausea,  vomiting,  epigas- 
tric distress,  abdominal  cramping,  diarrhea, 
constipation,  mesenteric  arterial  thrombosis, 
ischemic  colitis 
Allergic  pharyngitis  and  agranulocytosis, 
erythematous  rash,  fever  combined  with  aching  and  sore  throat,  laryngospasm  and  respiratory 
distress 

Respiratory  bronchospasm 

Hematologic  agranulocytosis,  nonthrombocytopenic  purpura,  thrombocytopenic  purpura 
Auto-Immune  In  extremely  rare  instances,  systemic  lupus  erythematosus  has  been  re- 
ported 

Miscellaneous  alopecia.  LE-like  reactions,  psoriasiform  rashes,  dry  eyes,  male  impotence, 
and  Peyronies  disease  have  been  reported  rarely  Oculomucocutaneous  reactions  involving 
the  skin,  serous  membranes  and  con|unctivae  reported  for  a beta  blocker  (practolo!)  have  not 
been  associated  with  propranolol 

DOSAGE  AND  ADMINISTRATION.  INDERAL  LA  provides  propranolol  hydrochloride  in  a 
sustained-release  capsule  for  administration  once  daily  If  patients  are  switched  from  INDERAL 
tablets  to  INDERAL  LA  capsules,  care  should  be  taken  to  assure  that  the  desired  therapeutic 
effect  is  maintained  INDERAL  LA  should  not  be  considered  a simple  mg  for  mg  substitute  for 
INDERAL  INDERAL  LA  has  different  kinetics  and  produces  lower  blood  levels  Retitration  may 
be  necessary  especially  to  maintain  effectiveness  at  the  end  of  the  24-hour  dosing  interval 
HYPERTENSION  — Dosage  must  be  individualized  The  usual  initial  dosage  is  8C  mg 
INDERAL  LA  once  daily,  whether  used  alone  or  added  to  a diuretic  The  dosage  may  be 
increased  to  120  mg  once  daily  or  higher  until  adequate  blood-pressure  control  is  achieved 
The  usual  maintenance  dosage  is  1 20  to  1 60  mg  once  daily  In  some  instances  a dosage  of  640 
mg  may  be  required  The  time  needed  for  full  hypertensive  response  to  a given  dosage  is 
variable  and  may  range  from  a few  days  to  several  weeks 
ANGINA  PECTORIS  — Dosage  must  be  individualized  Starting  with  80  mg  INDERAL  LA 
once  daily,  dosage  should  be  gradually  increased  at  three  to  seven  day  intervals  until  optimum 
response  is  obtained  Although  individual  patients  may  respond  at  any  dosage  level,  the 
average  optimum  dosage  appears  to  be  160  mg  once  daily  In  angina  pectoris,  Ihe  value  and 
safety  of  dosage  exceeding  320  mg  per  day  have  not  been  established 
If  treatment  is  to  be  discontinued,  reduce  dosage  gradually  over  a period  of  a few  weeks  (see 
WARNINGS) 

MIGRAINE  — Dosage  must  be  individualized  The  initial  oral  dose  is  80  mg  INDERAL  LA 
once  daily  The  usual  effective  dose  range  is  160-240  mg  once  daily  The  dosage  may  be 
increased  gradually  to  achieve  optimum  migraine  prophylaxis  If  a satisfactory  response  is  not 
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Dyschomatosia  in  a Psychiatric  Population 

continued  from  page  20 

and  9%  of  males  and  less  than  2%  of  females  in  the 
general  population  show  color  misperceptions  or  dys- 
chromatopsia.9- 10  Red-green  color  vision  defect  is  the 
most  common  form.  This  can  occur  as  the  more  severe 
defect  (protanopia)  or  as  milder  impairment  (protan- 
omaly).  Protanomaly  is  manifested  by  the  lack  of  abil- 
ity to  discern  blue-green  from  gray  and  magenta, 
greenish-blue  from  orange,  and  light  green  from  dark 
blue  or  purple.  Deuteranopia  and  deuteranomaly,  de- 
fects in  green  deficit  vision,  are  also  not  infrequently 
found  in  the  general  population.  Deuteranopes  confuse 
blue-green  with  gray  and  purple,  and  green  with  yel- 
low, orange  and  red.  Blue  deficit  or  tritanomaly,  as 
well  as  total  color  blindness  (achromatopsia),  is  rarely 
found  in  the  general  population.  Tritanopes  confuse 
blue  with  blue-green,  violet  with  white  or  yellow,  and 
purple  with  pink.9 

Methodology 

To  assess  the  extent  of  color  perception  deficit  in 
our  psychiatric  population  we  tested  eighty-seven  in- 
patients, twenty-three  in  the  acute  ward  (AW)  at  the 
University  of  South  Alabama  Medical  Center,  forty- 
eight  patients  treated  in  a subacute  ward  (SW)  at  Searcy 
State  Hospital,  and  eighteen  patients  from  a chronic 
ward  (CW)  at  Searcy  State  Hospital.  Utilizing  the 
Farnsworth  Dichotomous  Test  for  Color  Blindness  — 
Panel  D-1510  and  the  Ishihara  16  Plate  Test,11  each 
subject  was  asked  to  perform  the  test  according  to  the 
instructions  given  with  the  test.  Essentially  the  subject 
was  seated  at  a table,  provided  with  sufficient  lighting 
and  then  asked  to  arrange  the  buttons  of  the  Farnsworth 
Test  in  sequence  according  to  color.  If  the  subject 
committed  any  major  errors  or  more  than  two  minor 
errors  (minor  errors  being  simple  inversions  of  two 
adjacent  buttons),  the  performance  was  noted  on  the 
sheet  provided  by  Farnsworth,  and  the  subject  was 
asked  to  attempt  the  test  again.  The  second  attempt 
was  recorded  in  the  space  provided  on  the  grade  sheet. 
The  subject  was  then  presented  with  the  plates  in  the 
Ishihara  Test  and  asked  to  interpret  them.  All  16  plates 
were  presented  to  each  patient.  If  it  appeared  that  the 
subject  was  unable  to  interpret  the  numerical  plates 
due  to  low  level  of  education,  only  the  line  tracings 
were  used  in  the  interpretation  of  the  test.  All  subjects 
were  asked  to  attempt  one  retrial  of  any  plate  which 
had  been  misinterpreted. 

The  results  of  these  tests  as  well  as  the  subject’s 
age,  sex,  psychiatric  diagnosis,  and  current  medication 
were  compiled  using  the  “Quick  File”  data  base  on 
an  Apple  He  computer.  The  results  of  the  Ishihara  and 
the  Farnsworth  tests  were  recorded  as  the  total  number 
of  errors  on  each.  A column  was  included  for  the  total 
number  of  errors  and  another  for  the  type  of  dyschro- 


matopsia,  if  any.  An  error  was  defined  as  any  mis- 
interpretation of  a plate  of  the  Ishihara  test,  or  any 
aberration  of  the  normal  circular  pattern  of  the  buttons 
of  the  Farnsworth  Test.  The  results  for  each  subject 
were  then  interpreted  using  the  criteria  provided  in  the 
manual  for  each  test  as  well  as  the  interpretations  of 
the  Farnsworth  Test  recommended  by  the  authors  of 
Choreoretinal  Heredodegeneration . 12 

Subjects  were  described  as  being  either  “normal,” 
that  is  having  two  or  less  errors  on  both  tests  combined; 
“tritanomalous,”  defined  as  being  deficient  on  the 
violet-green  axis;  “deuteranomalous,”  deficient  on  the 
green-purple  axis;  “protanomalous,”  deficient  on  the 
red-blue  axis;  “completely  achromatic,”  being  unable 
to  discern  any  but  gray  hue  colors;  or  “anomalous 
trichromatic,”  having  three  or  greater  errors  not  fol- 
lowing classical  dyschromatic  patterns.  The  term  “color 
weak”  may  also  be  appropriate  for  anomalous  tri- 
chromatic individuals.  Farnsworth  suggests  that  “color 
weak”  and  “anomalous  trichromatism”  apply  to  in- 
dividuals to  whom  “lights  and  paints  appear  less  vivid 
and  consequently  will  be  less  easily  recognized.”10 

Significant  variables  which  were  examined  included 
type  of  dyschromatopsia,  current  medication,  psychi- 
atric diagnosis,  age,  sex,  and  chronicity. 

Results 

Dyschromatopsia 

Twenty-five  of  the  eighty-seven  patients  (29%)  tested 
had  some  degree  of  dyschromatopsia.  More  specifi- 
cally, eighteen  patients  (21%)  were  color  weak,  or 
have  “anomalous  trichromatism.”  Two  patients  (2.3%) 
were  deuteranomalous  and  four  patients  (4.6%)  were 
tritanomalous.  One  patient  was  completely  achro- 
matic. No  instances  of  protanomaly  were  revealed  (see 
Table  1). 

Medication 

Of  the  twelve  subjects  using  lithium  carbonate,  five 
(41.6%)  had  a mild  form  of  dyschromatopsia  in  the 
range  of  anomalous  trichromatism.  Three  of  the  pa- 
tients being  treated  with  lithium  carbonate  who  had 
dyschromatopsia  were  also  being  treated  with  either 
fluphenazine,  carbamazepine,  or  chlorpromazine. 

Eight  out  of  twenty-five  patients  (32%)  being  treated 
with  haloperidol  were  dyschromatic.  Of  these  eight, 
one  subject  (4%),  concurrently  being  treated  with  flu- 
phenazine, showed  deficit  in  the  deutan  axis.  The  re- 
maining seven  had  anomalous  trichromatism.  Three 
of  these  eight  subjects  were  being  treated  with  a com- 
bination of  haloperidol  and  either  thiothixene,  carba- 
mazepine, or  loxapine. 

Four  of  thirteen  subjects  (31%)  being  treated  with 
fluphenazine  revealed  dyschromatopsia.  Three  pa- 
tients, one  on  fluphenazine  alone,  one  with  a combined 
regimen  of  fluphenazine  and  carbamazepine,  and  one 
with  fluphenazine  combined  with  lithium  carbonate 
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TABLE  1 

Dyschromatopsia  in  Psychiatric  (N  = 87),  Control,  and  General  Populations 


Color  Deficiency 

Psychiatric 
Number  Affected 

% 

Control  (N  = 13) 

Number  Affected 

% 

U.S.  Male  Population 

% 

Color  weak 

18 

21 

1 

(7.7) 

Deuteranomalous 

2 

2.3 

0 

7.5 

Protanomalous 

0 

0.0 

0 

2.5 

Tritanomalous 

4 

4.6 

1 

0.01 

Complete  achromat. 

1 

1.1 

0 

(7.7) 

0.000001 

Total 

25 

29 

2 

had  anomalous  trichromatism.  One  patient  receiving 
fluphenazine  and  haloperidol,  had  a dyschromatopsia 
along  the  deutan  axis. 

One  patient  on  amoxapine  was  dyschromatic  on  the 
deutan  axis.  Of  six  patients  treated  with  loxapine,  three 
(50%)  had  anomalous  trichromatopsia.  Three  out  of 
four  patients  (75%)  treated  with  carbamazepine  re- 
vealed anomalous  trichromatism,  while  three  out  of 
nine  patients  (33%)  on  thiothixene  had  dyschromatop- 
sias  — all  within  the  realm  of  anomalous  trichroma- 
tism. One  patient  on  phenelzine  and  one  patient  on 
persantine  had  anomalous  trichromatism,  and  one  pa- 
tient on  dioctyl  was  tritanopic. 

Some  medications  did  not  seem  to  correlate  with 
dyschromatopsia.  Of  five  patients  being  treated  with 
benzodiazepines,  none  were  dyschromatic.  None  of 
all  four  patients  using  amitriptyline  revealed  dyschro- 
matopsia. Six  of  twenty-nine  patients  (21%)  being 
treated  with  phenothiazines  revealed  dyschromatop- 
sias;  four  of  these  were  treated  with  fluphenazine.  Of 
the  two  remaining  dyschromatic  patients  using  phe- 
nothiazines, one  was  being  treated  with  a combination 
of  lithium  carbonate  and  chlorpromazine  and  one  by 
thioridazine  alone.  None  of  all  four  patients  receiving 
trifluoperazine  and  one  of  five  patients  using  chlor- 
promazine was  dyschromatic. 

Stage  of  Psychiatric  Illness 

Subjects  were  separated  into  acute,  subacute,  or 
chronic  groups  on  the  basis  of  the  nature  of  the  ward 
in  which  they  were  receiving  treatment.  This  makes 
no  reference  to  the  length  of  the  illness,  but  instead 
addresses  the  phase  of  the  illness.  Acutely  ill  patients 


were  housed  in  the  inpatient  psychiatric  ward  at  the 
University  of  South  Alabama  Medical  Center  (AW). 
Sub-acute  patients  were  entered  into  the  study  from 
the  sub-acute  ward  at  Searcy  State  Hospital  (SW),  and 
chronic  patients  from  the  chronic  ward  at  Searcy  (CW). 

We  tested  twenty-two  subjects  on  the  AW.  Of  these, 
eight  patients  (36%)  were  dyschromatic.  Six  patients 
(27%)  had  anomalous  trichromatopsia,  one  (4.5%)  was 
deficient  on  the  deutan  axis,  and  one  (4.5%)  on  the 
tritan  axis.  Forty-seven  patients  were  tested  on  the  SW. 
Fourteen  of  these  patients  (30%)  were  dyschromatic. 
Nine  (19%)  were  color  weak,  three  (6.4%)  had  deficits 
along  the  tritan  axis,  one  (2.1%)  was  deuteranomalous, 
and  one  (2.1%)  had  complete  achromatopsia.  On  the 
CW,  we  tested  eighteen  patients.  Only  two  of  these 
eighteen  (11%)  were  dyschromatic,  both  illustrating 
anomalous  trichromatism.  Table  2 summarizes  these 
results. 

Diagnosis 

Twenty  patients  were  classified  as  having  a “major 
affective  disorder,’’  either  bipolar  or  monopolar 
(depression)  and  eight  of  these  (40%)  were  found  to 
be  dyschromatic:  seven  (35%)  had  anomalous  trichro- 
matism, and  one  (5%)  was  deficient  along  the  deutan 
axis.  Forty-nine  subjects  were  diagnosed  with  some 
form  of  schizophrenia  and  eleven  of  these  (23%)  were 
dyschromatic:  seven  (14%)  had  anomalous  trichro- 
matism, one  (2%)  was  deuteranomalous,  one  (2%)  was 
completely  achromatic  and  two  (4. 1%)  were  tritanom- 
alous  (see  Table  3).  Of  the  schizophrenic  group,  six 
out  of  fifteen  (40%)  of  the  AW  population  and  5 of 
19  (26.3%)  of  the  SW  population  were  dyschromatic. 


TABLE  2 


Dyschromatopsia  in  Three  Stages  of  Psychiatric  Illness 


Color  Deficiency 

Acute  (N  = 22) 
Number  Affected 

% 

Sub-Acute  (N  = 
Number  Affected 

47) 

% 

Chronic  (N  = 18) 
Number  Affected 

% 

Color  weak 

6 

27 

9 

19 

2 

11 

Deuteranomalous 

1 

4.5 

1 

2.1 

0 

0 

Protanomalous 

0 

0 

0 

0 

0 

0 

Tritanomalous 

1 

4.5 

3 

6.4 

0 

0 

Complete  achromat. 

0 

0 

1 

2.1 

0 

0 

Total 

8 

36 

14 

30 

2 

11 
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TABLE  3 


Dyschromatopsia  in  Major  Affective  Disorders  and  Schizophrenia 


Color  Deficiency 

Affective  (N  = 20) 
Number  Affected 

% 

Schizophrenia  (N 
Number  Affected 

= 49) 

% 

Color  weak 

7 

35 

7 

14 

Deuteranomalous 

1 

5 

1 

2 

Protanomalous 

0 

0 

0 

0 

Tritanomalous 

0 

0 

2 

4.1 

Complete  achromat. 

0 

0 

1 

2 

Total 

8 

40 

11 

23 

TABLE  4 

Dyschromatopsia  in  Male  and  Female  Psychiatric  Populations 

Color  Deficiency 

Male  (N  = 47) 
Number  Affected 

% 

Female  (N  = 40) 
Number  Affected 

% 

Color  weak 

8 

17 

10 

25 

Deuteranomalous 

2 

4 

0 

0 

Protanomolous 

0 

0 

0 

0 

Tritanomalous 

3 

6 

1 

2 

Complete  achromat. 

0 

0 

1 

2 

Total 

13 

28 

12 

30 

However  none  of  the  15  subjects  tested  in  the  CW 
group  revealed  any  dyschromatopsia. 

Of  the  remaining  fourteen  subjects  who  tested  pos- 
itive for  dyschromatopsia  but  did  not  qualify  for  in- 
clusion in  the  above  diagnostic  categories,  two  of  three 
subjects  diagnosed  as  having  “atypical  psychosis”  were 
dyschromatic.  Two  of  the  two  patients  suffering  from 
dementia  were  dyschromatic.  One  patient  suffering 
from  temporal  lobe  epilepsy  was  dyschromatic,  and 
one  patient  diagnosed  as  having  a mixed  personality 
disorder  was  also  dyschromatic. 

Sex 

Thirteen  of  47  males  (28%)  were  dyschromatic:  eight 
(17%)  tested  positive  for  anomalous  trichromatism, 
two  subjects  (4%)  had  a deutan  deficit,  while  three 
subjects  (6%)  had  color  deficit  along  the  tritan  axis. 
Forty  females  were  tested  and  twelve  (30%)  were  dys- 
chromatic: ten  (25%)  displayed  anomalous  trichro- 
matism, one  (2%)  showed  deficit  along  the  tritan  axis, 
and  one  (2%)  was  completely  achromatic  (see  Table 

4). 

Age 

Age  of  the  subjects  at  the  time  of  testing  ranged 
from  thirteen  to  sixty-six  years.  Age,  however,  did 
not  appear  to  be  a significant  variable  in  the  presence 
of  dyschromatopsia. 

Controls 

Thirteen  persons  served  as  controls  using  the  same 
tools  and  procedures  (refer  to  Table  5).  Seven  of  the 
subjects  were  psychiatric  inpatients  currently  on  no 


medication,  the  remaining  were  staff  and  students  at 
the  two  psychiatric  facilities.  Of  our  thirteen  control 
subjects,  two  of  these  (15%)  had  dyschromatopsia,  one 
of  these  (7.7%)  having  anomalous  trichromatism  and 
one  (7.7%)  had  a tritan  deficit.  The  remaining  eleven 
control  subjects  revealed  no  dyschromatic  defect.  One 
out  of  five  female  subjects  (20%)  revealed  dyschro- 
matopsia, compared  to  one  of  eight  ( 12.5%)  male  dys- 
chromatic controls.  With  such  few  control  subjects 
tested  it  is  not  reasonable  to  assume  that  these  represent 
normative  values,  for  these  we  will  rely  on  the  standard 
values  available  in  the  current  literature.9- 10 

Discussion 

Pseudo-isochromatic  tests  such  as  the  Ishihara  in- 
dicate that  the  general  male  population  contains  be- 
tween five  and  nine  percent  who  will  be  classified  as 
having  abnormal  color  perception  but  less  than  two 
percent  of  the  female  population  will  test  abnormally. 
The  Farnsworth  Panel  D-15,  a dichotomous  test,  is 
much  less  sensitive  in  detecting  color  vision  deficits 
in  the  general  population  since  it  indicates  a prevalence 
of  only  four  to  six  percent  in  the  male  population  and 
less  than  a 0.5%  of  the  females.  In  the  general  pop- 
ulation, deuteranomaly  (green  weak)  and  deuteranopia 
(complete  blue-green  blindness)  account  for  color  def- 
icits in  7.5%  of  the  males  tested.  Protanomaly  (red 
weak)  and  protanopia  occur  in  around  2.5%  of  the 
male  population.  Tritanomaly,  which  affects  males  and 
females  equally,  occurs  in  about  0.01%  of  the  popu- 
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lation.  Total  color  blindness  is  exceedingly  rare,  oc- 
curring in  fewer  than  0.000001%  of  the  general  pop- 
ulation (see  Table  1 ). 

Our  study  revealed  an  increased  prevalence  of  dys- 
chromatopsia  in  the  psychiatric  population  when  com- 
pared to  the  general  population.  In  our  patients,  the 
distribution  of  dyschromatopsia  was  also  abnormal. 
Our  population  proved  2.3%  deuteranomalous,  with 
no  protanomalies  and  an  extremely  high  rate  of  tritan- 
omalies  (4.6%).  The  level  of  anomalous  trichromatism 
was  quite  high  in  our  population,  and  though  com- 
parable prevalence  data  are  not  available  from  the  gen- 
eral population,  our  preliminary  work  indicates  an  ab- 
normally high  degree  of  minor  color  misperception. 

Again,  noting  the  normal  distribution  of  dyschro- 
matopsia in  industrial  societies,  it  appears  that  medi- 
cations such  as  lithium  compounds,  haloperidol,  flu- 
phenazine,  loxapine,  carbamazepine  and  thiothixene 
are  related  to  an  increased  incidence  of  dyschroma- 
topsia. This  is  especially  true  of  deficits  in  the  color 
weak  range.  A small  sample  of  patients  tested  who 
were  being  treated  with  amoxapine,  persantine,  phe- 
nelzine, and  dioctyl  also  suggest  a relationship  be- 
tween these  medications  and  dyschromatopsia. 


TABLE  5 

Dyschromatopsia  in  the  Control  Population  (N  = 13) 


Color  Deficiency 

Number  Affected 

% 

Color  weak 

1 

7.7 

Deuteranomalous 

0 

0 

Protanomalous 

0 

0 

Tritanomalous 

1 

7.7 

Complete  achromat. 

0 

0 

Total 

2 

15 

Dyschromatopsia 

TABLE  6 

in  Three  Stages  of  Schizophrenia 

N 

Number  Affected 

% 

Acute 

15 

6 

40 

Subacute 

19 

5 

26 

Chronic 

15 

0 

0 

When  comparing  subjects  grouped  according  to  stage 
of  psychiatric  illness  to  the  general  population,  an  in- 
teresting pattern  arises.  Our  study  reveals  a trend  which 
indicates  an  apparent  decline  in  the  prevalence  of  dys- 
chromatopsia as  the  illness  or  duration  of  medication 
progresses.  We  found  a relatively  high  incidence  of 
dyschromatopsia  in  the  AW  or  acute  population  (36%) 
which  decreased  to  a 30%  incidence  in  the  SW  or 
subacute  group  and  further  approximated  the  incidence 
of  the  general  population  with  an  11%  occurrence  in 
the  CW  or  chronic  group  (see  Table  2).  It  would  be 


desirable  to  retest  the  patients  to  determine  changes 
which  may  occur  with  the  progression  of  the  psychi- 
atric condition  or  with  changes  in  the  level  or  duration 
of  medication. 

It  is  evident  from  this  study  that  subjects  suffering 
from  major  affective  disorders  and  perhaps  schizo- 
phrenia are  at  an  increased  risk  of  having  dyschro- 
matopsia. It  is  interesting  that,  though  40%  of  the 
schizophrenic  subjects  on  the  AW  and  26%  of  those 
on  the  SW  proved  dyschromatic,  none  of  the  schizo- 
phrenic subjects  in  the  CW  did  so  (see  Table  6).  Our 
study  also  indicates  that  the  prevalence  of  dyschro- 
matopsia in  temporal  lobe  epilepsy  and  dementia  may 
warrant  further  study. 

Female  subjects  showed  a fifteen-fold  increase  in 
dyschromatopsia  over  the  accepted  values  in  the  gen- 
eral population.  It  was  found  that  both  males  and  fe- 
males were  affected  equally  with  dyschromatopsia  in 
our  population.  This  indicates  that  the  factors  affecting 
color  perception  in  the  psychiatric  population  do  so 
regardless  of  the  X-linked  recessive  genetic  predis- 
position found  in  the  general  population  (see  Table  4). 

In  our  study,  no  provisions  were  made  to  determine 
whether  the  color  deficits  were  bilateral  and  sym- 
metrical which  would  suggest  congenital  rather  than 
acquired  deficits.  Neither  were  visual  fields,  acuity, 
and  intraocular  pressures  obtained,  because  usually  the 
psychological  condition  of  the  subjects  prevented  their 
full  cooperation  for  such  procedures. 

Our  study  indicates  that  the  dyschromatopsia  pre- 
viously reported  in  the  psychiatric  population  may  be 
a product  of  many  factors.  Duration  and  kind  of  med- 
ication and  stage  of  the  illness  probably  play  a role. 
In  reporting  a high  prevalence  of  “color  weakness,” 
we  must  acknowledge  the  scarcity  of  antecedent  and 
normative  data.  However,  it  does  appear  evident  that 
some  degree  of  color  deficit  is  present  in  the  psychi- 
atric population  which  is  not  found  in  the  general  pop- 
ulation. 0 
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Before  prescribing,  see  complete  prescribing  information  in  SK&F  CO 
literature  or  POR.  The  following  is  a brief  summary 


* 


WARNING 

This  drug  is  not  indicated  for  initial  therapy  of  edema  or  hyperten- 
sion. Edema  or  hypertension  requires  therapy  titrated  to  the  individual. 
If  this  combination  represents  the  dosage  so  determined,  its  use 
may  be  more  convenient  in  patient  management  Treatment  of  hyper- 
tension and  edema  is  not  static,  but  must  be  reevaluated  as  con- 
ditions in  each  patient  warrant. 


Contraindications:  Concomitant  use  with  other  potassium-sparing  agents 
such  as  spironolactone  or  amiloride.  Further  use  in  anuria,  progressive 
renal  or  hepatic  dysfunction,  hyperkalemia.  Pre-existing  elevated  serum 
potassium.  Hypersensitivity  to  either  component  or  other  sulfonamide- 
derived  drugs. 

Warnings:  Do  not  use  potassium  supplements,  dietary  or  otherwise, 
unless  hypokalemia  develops  or  dietary  intake  of  potassium  is  markedly 
impaired.  If  supplementary  potassium  is  needed,  potassium  tablets 
should  not  be  used  Hyperkalemia  can  occur,  and  has  been  associated 
with  cardiac  irregularities  It  is  more  likely  in  the  severely  ill,  with  urine 
volume  less  than  one  liter/day,  the  elderly  and  diabetics  with  suspected 
or  confirmed  renal  insufficiency.  Periodically,  serum  K+  levels  should  be 
determined  If  hyperkalemia  develops,  substitute  a thiazide  alone,  restrict 
K*  intake  Associated  widened  QRS  complex  or  arrhythmia  requires 
prompt  additional  therapy.  Thiazides  cross  the  placental  barrier  and 
appear  in  cord  blood  Use  in  pregnancy  requires  weighing  anticipated 
benefits  against  possible  hazards,  including  fetal  or  neonatal  jaundice, 
thrombocytopenia,  other  adverse  reactions  seen  in  adults,  thiazides 
appear  and  triamterene  may  appear  in  breast  milk.  If  their  use  is  essential, 
the  patient  should  stop  nursing  Adequate  information  on  use  in  children 
is  not  available.  Sensitivity  reactions  may  occur  in  patients  with  or  with- 
out a history  of  allergy  or  bronchial  asthma.  Possible  exacerbation  or 
activation  of  systemic  lupus  erythematosus  has  been  reported  with 
thiazide  diuretics 

Precautions:  The  bioavailability  of  the  hydrochlorothiazide  component  of 
'Dyazide'  is  about  50%  of  the  bioavailability  of  the  single  entity 
Theoretically,  a patient  transferred  from  the  single  entities  of  triamterene 
and  hydrochlorothiazide  may  show  an  increase  in  blood  pressure  or  fluid 
retention  Similarly,  it  is  also  possible  that  the  lesser  hydrochlorothiazide 
bioavailability  could  lead  to  increased  serum  potassium  levels  However, 
extensive  clinical  experience  with  Dyazide'  suggests  that  these  conditions 
have  not  been  commonly  observed  in  clinical  practice.  Angiotensin- 
converting enzyme  (ACE)  inhibitors  can  elevate  serum  potassium:  use 
with  caution  with  'Dyazide'  Do  periodic  serum  electrolyte  determinations 
(particularly  important  in  patients  vomiting  excessively  or  receiving 
parenteral  fluids,  and  during  concurrent  use  with  amphotericin  B or 
corticosteroids  or  corticotropin  [ ACTH ))  Periodic  BUN  and  serum 
creatinine  determinations  should  be  made,  especially  in  the  elderly, 
diabetics  or  those  with  suspected  or  confirmed  renal  insufficiency. 
Cumulative  effects  of  the  drug  may  develop  in  patients  with  impaired  renal 
function.  Thiazides  should  be  used  with  caution  in  patients  with  impaired 
hepatic  function  They  can  precipitate  coma  in  patients  with  severe  liver 
disease  Observe  regularly  for  possible  blood  dyscrasias,  liver  damage, 
other  idiosyncratic  reactions  Blood  dyscrasias  have  been  reported  in 
patients  receiving  triamterene,  and  leukopenia,  thrombocytopenia, 
agranulocytosis,  and  aplastic  and  hemolytic  anemia  have  been  reported 
with  thiazides  Thiazides  may  cause  manifestation  of  latent  diabetes 
mellitus  The  effects  of  oral  anticoagulants  may  be  decreased  when 
used  concurrently  with  hydrochlorothiazide:  dosage  adjustments  may  be 
necessary.  Clinically  insignificant  reductions  in  arterial  responsiveness 
to  norepinephrine  have  been  reported  Thiazides  have  also  been  shown  to 
increase  the  paralyzing  effect  of  nondepolarizing  muscle  relaxants  such 
as  tubocurarme  Triamterene  is  a weak  folic  acid  antagonisi  Do  periodic 
blood  studies  in  cirrhotics  with  splenomegaly  Antihypertensive  effects 
may  be  enhanced  in  post-sympathectomy  patients.  Use  cautiously  in 
surgical  patients.  Triamterene  has  been  found  in  renal  stones  in  associa- 
tion with  the  other  usual  calculus  components  Therefore,  Dyazide' 
should  be  used  with  caution  in  patients  with  histories  of  stone  formation 
A few  occurrences  of  acute  renal  failure  have  been  reported  in  patients 
on  Dyazide  when  treated  with  indomethacm  Therefore,  caution  is 
advised  in  administering  nonsteroidal  anti-inflammatory  agents  with 
Dyazide  The  following  may  occur  transient  elevated  BUN  or  creatinine 
or  both,  hyperglycemia  and  glycosuria  (diabetic  insulin  requirements  may 
be  altered),  hyperuricemia  andgout,  digitalis  intoxication  (in  hypokalemia), 
decreasing  alkali  reserve  with  possible  metabolic  acidosis  Dyazide’ 
interferes  with  fluorescem  measurement  of  qumidine  Hypokalemia  is 
uncommon  with  Dyazide , but  should  it  develop  corrective  measures 
should  be  taken  such  as  potassium  supplementation  or  increased  dietary 
intake  of  potassium-rich  foods  Corrective  measures  should  be  instituted 
cautiously  and  serum  potassium  levels  determined  Discontinue  correc- 
tive measures  and  Dyazide  should  laboratory  values  reveal  elevated 
serum  potassium  Chloride  deficit  may  occur  as  well  as  dilutional 
hyponatremia  Concurrent  use  with  chlorpropamide  may  increase  the  risk 
of  severe  hyponatremia  Serum  PBI  levels  may  decrease  without  signs 
of  thyroid  disturbance  Calcium  excretion  is  decreased  by  thiazides 
Dyazide’  should  be  withdrawn  before  conduciing  tests  for  parathyroid 
function  Thiazides  may  add  to  or  potentiate  the  action  of  other  anti- 
hypertensive  drugs  Diuretics  reduce  renal  clearance  of  lithium  and 
increase  the  risk  ot  lithium  toxicity. 

Adverse  Reactions  Muscle  cramps  weakness,  dizziness,  headache 
dry  mouth:  anaphylaxis,  rash,  urticaria,  photosensitivity,  purpura,  other 
dermatological  conditions  nausea  and  vomiting  diarrhea  constipation, 
other  gastrointestinal  disturbances:  postural  hypotension  (may  be 
aggravated  by  alcohol,  barbiturates,  or  narcotics)  Necrotizing  vasculitis, 
paresthesias,  icterus,  pancreatitis  xanthopsia  and  respiratory  distress 
including  pneumonitis  and  pulmonary  edema,  transient  blurred  vision, 
sialadenitis  and  vertigo  have  occurred  with  thiazides  alone  Triamterene 
has  been  found  in  renal  stones  in  association  with  other  usual  calculus 
components  Rare  incidents  of  acute  interstitial  nephritis  have  been 
reported  Impotence  has  been  reported  in  a few  patients  on  Dyazide 
although  a causal  relationship  has  not  been  established 

Supplied  Dyazide’  is  supplied  as  a red  and  while  capsule,  in  bottles  of 
1000  capsules:  Single  Unit  Packages  (unit-dose)  of  100  (intended  for 
institutional  use  only);  in  Patient-Pak*"  unit-of-use  bottles  of  100 
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a better  time  for  her... 
and 

PREMARIN 

(Conjugated  Estrogens  Tablets) 


Now  the  evidence  looks  better 
than  ever 


Significantly  reduced  risk  of 
endometrial  hyperplasia 

Endometrial  hyperplasia  was  significantly  reduced  when  pro- 
gestin was  added  to  PREMARIN  therapy  for  more  than  ten  days 
a month! 4 The  risk  of  endometrial  hyperplasia  may  also  be 
reduced  through  cyclic  administration  of  unopposed,  low-dose 
PREMARIN. 


Effect  on  lipids — an  important  feature 

PREMARIN  used  alone  does  not  adversely  affect  lipid  levels.  In 
fact,  a clinical  study  has  shown  a significant  increase  in  HDL 
cholesterol — from  49.7  mg/dL  to  56.4  mg/dL — and  decrease  in 
LDL  cholesterol — from  165.1  mg/dL  to  138.1  mg/dL — after  one 
year  of  therapy  with  PREMARIN,  0.625  mg.5 

Low-dose  control  of  menopausal  symptoms 

PREMARIN  effectively  relieves  vasomotor  symptoms,  such  as 
hot  flashes.  When  estrogen  deficiency  is  limited  to  atrophic 
vaginitis,  PREMARIN  * (conjugated  estrogens)  Vaginal  Cream 
restores  the  vaginal  environment  to  its  premenopausal  state. 


The  most  widely  used,  most  extensively 
studied  estrogen  worldwide. 


PREMARIN 

(Conjugated  Estrogens  Tablets) 

Most  trusted  for  more  reasons 


PREMARIN  is  indicated  for  moderate-to-severe  vasomotor  symptoms. 
Please  see  following  page  for  brief  summary  of  prescribing  information 


For  moderate-to-severe 
vasomotor  symptoms 

PREMARIN 9 

(Conjugated  Estrogens  Tablets) 


For  atrophic  vaginitis 

PREMARENF 

(Conjugated  Estrogens) 


K "*?!”■ 


k "B r 


0.3  mg  0.625  mg  0.9  mg  1.25  mg  2.5  mg 


The  appearance  of  these  tablets  is  a trademark  of  Ayerst  Laboratories. 


BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION  AND  PATIENT  INFORMATION.  SEE  PACKAGE 
CIRCULARS  ) 

PREMARIN ' Brand  o(  conjugated  estrogens  tablets.  USP 

PREMARIN'  Brand  ol  conjugated  estrogens  Vaginal  Cream  in  a nonliquefying  base 


1 ESTROGENS  HAVE  BEEN  REPORTED  TO  INCREASE  THE  RISK  OF  ENDOMETRIAL  CARCINOMA 

Three  independent  case  control  studies  have  reported  an  increased  risk  of  endometrial  cancer  in 
postmenopausal  women  exposed  to  exogenous  estrogens  for  more  than  one  year  This  risk  was  indepen- 
dent of  the  other  known  risk  factors  for  endometrial  cancer  These  studies  are  further  supported  by  the 
finding  that  incidence  rates  of  endometrial  cancer  have  increased  sharply  since  1969  in  eight  different  areas 
of  the  United  States  with  population-based  cancer  reporting  systems,  an  increase  which  may  be  related  to 
the  rapidly  expanding  use  of  estrogens  during  the  last  decade  The  three  case  control  studies  reported  that 
the  risk  or  endometrial  cancer  in  estrogen  users  was  about  4 5 to  13  9 times  greater  than  in  nonusers  The 
risk  appears  to  depend  on  both  duration  of  treatment  and  on  estrogen  dose  In  view  of  these  findings,  when 
estrogens  are  used  for  the  treatment  of  menopausal  symptoms,  the  lowest  dose  that  will  control  symptoms 
should  be  utilized  and  medication  should  be  discontinued  as  soon  as  possible  When  prolonged  treatment  is 
medically  indicated . the  patient  should  be  reassessed  on  at  least  a semiannual  basis  to  determine  the  need 
for  continued  therapy  Although  the  evidence  must  be  considered  preliminary,  one  study  suggests  that 
cyclic  administration  of  low  doses  of  estrogen  may  carry  less  risk  than  continuous  administration;  it 
therefore  appears  prudent  to  utilize  such  a regimen  Close  clinical  surveillance  of  all  women  taking 
estrogens  is  important  In  all  cases  of  undiagnosed  persistent  or  recurring  abnormal  vaginal  bleeding, 
adequate  diagnostic  measures  should  be  undertaken  to  rule  out  malignancy  There  is  no  evidence  at  present 
that  ‘natural  estrogens  are  more  or  less  hazardous  than  "synthetic"  estrogens  at  equiestrogenic  doses 

2 ESTROGENS  SHOULD  NOT  BE  USED  DURING  PREGNANCY 

The  use  of  female  sex  hormones,  both  estrogens  and  progestogens,  during  early  pregnancy  may  seriously 
damage  the  offspring  It  has  been  shown  that  females  exposed  in  utero  to  diethylstilbestrol.  a non-steroidal 
estrogen,  have  an  increased  risk  of  developing  in  later  life  a form  of  vaginal  or  cervical  cancer  that  is 
ordinarily  extremely  rare  This  risk  has  been  estimated  as  not  greater  than  4 per  1,000  exposures 
Furthermore,  a high  percentage  of  such  exposed  women  (from  30%  to  90%)  have  been  found  to  have 
vaginal  adenosis,  epithelial  changes  of  the  vagina  and  cervix  Although  these  changes  are  histologically 
benign,  it  is  not  known  whether  they  are  precursors  of  malignancy  Although  similar  data  are  not  available 
with  the  use  of  other  estrogens,  it  cannot  be  presumed  they  would  not  induce  similar  changes  Several 
reports  suggest  an  association  between  intrauterine  exposure  to  female  sex  hormones  and  congenital 
anomalies , including  congenital  heart  defects  and  limb  reduction  defects  One  case  control  study  estimated 
a 4 7-fold  increased  risk  of  limb  reduction  defects  in  infants  exposed  in  utero  to  sex  hormones  (oral 
contraceptives,  hormone  withdrawal  tests  for  pregnancy,  or  attempted  treatment  lor  threatened  abortion) 
Some  of  these  exposures  were  very  short  and  involved  only  a few  days  of  treatment  The  data  suggest  that 
the  risk  of  limb  reduction  defects  in  exposed  fetuses  is  somewhat  less  than  1 per  1 ,000  In  the  past,  female 
sex  hormones  have  been  used  during  pregnancy  in  an  attempt  to  treat  threatened  or  habitual  abortion  There 
is  considerable  evidence  that  estrogens  are  ineffective  for  these  indications,  and  there  is  no  evidence  from 
well  controlled  studies  that  progestogens  are  effective  for  these  uses  If  PREMARIN  is  used  during 
pregnancy,  or  if  the  patient  becomes  pregnant  while  taking  this  drug . she  should  be  apprised  of  the  potential 
risks  to  the  fetus,  and  the  advisability  of  pregnancy  continuation 


DESCRIPTION:  PREMARIN  (conjugated  estrogens,  USP)  contains  a mixture  of  estrogens,  obtained  exclusively 
from  natural  sources,  blended  to  represent  the  average  composition  of  material  derived  from  pregnant  mares' 
urine  It  contains  estrone,  equilin,  and  17a-dihydroequilin,  together  with  smaller  amounts  of  17a-estradiol, 
equilenin , and  17a-dihydroequilenm  as  salts  of  their  sulfate  esters  Tablets  are  available  in  0 3mg.  0 625  mg,  0 9 
mg,  1 25  mg,  and  2 5 mg  strengths  of  conjugated  estrogens  Cream  is  available  as  0 625  mg  conjugated 
estrogens  per  gram 

INDICATIONS  AND  USAGE:  PREMARIN  (conjugated  estrogens  tablets,  USP):  Moderate-to-severe  vasomotor 
symptoms  associated  with  the  menopause  (There  is  no  evidence  that  estrogens  are  effective  for  nervous 
symptoms  or  depression  without  associated  vasomotor  symptoms  and  they  should  not  be  used  to  treat  such 
conditions  ) Osteoporosis  (abnormally  low  bone  mass).  Atrophic  vaginitis  Kraurosis  vulvae  Female 
castration 

PREMARIN  (conjugated  estrogens)  Vaginal  Cream  is  indicated  in  the  treatment  of  atrophic  vaginitis  and 
kraurosis  vulvae  PREMARIN  HAS  NOT  BEEN  SHOWN  TO  BE  EFFECTIVE  FOR  ANY  PURPOSE  DURING  PREG- 
NANCY AND  ITS  USE  MAY  CAUSE  SEVERE  HARM  TO  THE  FETUS  (SEE  BOXED  WARNING) 

Concomitant  Progestin  Use:  The  lowest  effective  dose  appropriate  for  the  specific  indication  should  be  utilized 
Studies  of  the  addition  of  a progestin  for  7 or  more  days  of  a cycle  of  estrogen  administration  have  reported  a 
lowered  incidence  of  endometrial  hyperplasia  Morphological  and  biochemical  studies  of  the  endometrium 
suggest  that  10  to  13  days  of  progestin  are  needed  to  provide  maximal  maturation  of  the  endometrium  and  to 
eliminate  any  hyperplastic  changes  Whether  this  will  provide  protection  from  endometrial  carcinoma  has  not 
been  clearly  established  There  are  possible  additional  risks  which  may  be  associated  with  the  inclusion  of 
progestin  in  estrogen  replacement  regimens,  (See  PRECAUTIONS  ) The  choice  of  progestin  and  dosage  may  be 
important,  product  labeling  should  be  reviewed  to  minimize  possible  adverse  etlects 
CONTRAINDICATIONS:  Estrogens  should  not  be  used  in  women  (or  men)  with  any  of  the  following  conditions  1 
Known  or  suspected  cancer  of  the  breast  except  in  appropriately  selected  patients  being  treated  for  metastatic 
disease  2 Known  or  suspected  estrogen-dependent  neoplasia  3 Known  or  suspected  pregnancy  (See  Boxed 
Warning)  4 Undiagnosed  abnormal  genital  bleeding  5 Active  thrombophlebitis  or  thromboembolic  disorders 
6 A past  history  of  thrombophlebitis,  thrombosis,  or  thromboembolic  disorders  associated  with  previous 
estrogen  use  (except  when  used  in  treatment  of  breast  or  prostatic  malignancy) 

WARNINGS:  Long-term  continuous  administration  of  natural  and  synthetic  estrogens  in  certain  animal  species 
increases  the  frequency  of  carcinomas  of  the  breast,  cervix,  vagina,  and  liver  There  are  now  reports  that 
estrogens  increase  the  risk  of  carcinoma  of  the  endometrium  in  humans  (See  Boxed  Warning  ) At  the  present 
time  there  is  no  satisfactory  evidence  that  estrogens  given  to  postmenopausal  women  increase  the  risk  ol  cancer 
of  the  breast,  although  a recent  study  has  raised  this  possibility  There  is  a need  for  caution  in  prescribing 
estrogens  for  women  with  a strong  family  history  of  breast  cancer  or  who  have  breast  nodules,  fibrocystic 
disease,  or  abnormal  mammograms.  A recent  study  has  reported  a 2-  to  3-fold  increase  in  the  risk  of  surgically 
confirmed  gallbladder  disease  in  women  receiving  postmenopausal  estrogens 

Adverse  effects  of  oral  contraceptives  may  be  expected  at  the  larger  doses  of  estrogen  used  to  treat  prostatic  or 
breast  cancer  or  postpartum  breast  engorgement,  it  has  been  shown  that  there  is  an  increased  risk  of  thrombosis 
in  men  receiving  estrogens  for  prostatic  cancer  and  women  for  postpartum  breast  engorgement  Users  of  oral 
contraceptives  have  an  increased  risk  of  diseases,  such  as  thrombophlebitis,  pulmonary  embolism,  stroke,  and 
myocardial  infarction  Cases  of  retinal  thrombosis,  mesenteric  thrombosis,  and  optic  neuritis  have  been  reported 
in  oral  contraceptive  users  An  increased  risk  of  postsurgery  thromboembolic  complications  has  also  been 
reported  in  users  of  oral  contraceptives  If  feasible,  estrogen  should  be  discontinued  at  least  4 weeks  before 
surgery  of  the  type  associated  with  an  increased  risk  of  thromboembolism,  or  during  periods  of  prolonged 
immobilization  Estrogens  should  not  be  used  in  persons  with  active  thrombophlebitis,  thromboembolic  disor- 
ders, or  in  persons  with  a history  of  such  disorders  in  association  with  estrogen  use  They  should  be  used  with 


caution  in  patients  with  cerebral  vascular  or  coronary  artery  disease  Large  doses  (5  mg  conjugated  estrogens 
per  day),  comparable  to  those  used  to  treat  cancer  of  the  prostate  and  breast,  have  been  shown  to  increase  the 
risk  of  nonfatal  myocardial  infarction,  pulmonary  embolism  and  thrombophlebitis  When  doses  of  this  size  are 
used,  any  of  the  thromboembolic  and  thrombotic  adverse  effects  should  be  considered  a clear  risk 
Benign  hepatic  adenomas  should  be  considered  in  estrogen  users  having  abdominal  pain  and  tenderness, 
abdominal  mass,  or  hypovolemic  shock  Hepatocellular  carcinoma  has  been  reported  in  women  taking  estrogen- 
containing  oral  contraceptives  Increased  blood  pressure  may  occur  with  use  of  estrogens  in  the  menopause  and 
blood  pressure  should  be  monitored  with  estrogen  use  A worsening  of  glucose  tolerance  has  been  observed  in 
patients  on  estrogen-containing  oral  contraceptives  For  this  reason,  diabetic  patients  should  be  carefully 
observed  Estrogens  may  lead  to  severe  hypercalcemia  in  patients  with  breast  cancer  and  bone  metastases 
PRECAUTIONS:  Physical  examination  and  a complete  medical  and  family  history  should  be  taken  prior  to  the 
initiation  of  any  estrogen  therapy  with  special  reference  to  blood  pressure,  breasts,  abdomen,  and  pelvic  organs, 
and  should  include  a Papanicolaou  smear  As  a general  rule,  estrogen  should  not  be  prescribed  for  longer  than 
one  year  without  another  physical  examination  being  performed  Conditions  influenced  by  fluid  retention  such  as 
asthma,  epilepsy,  migraine,  and  cardiac  or  renal  dysfunction,  require  careful  observation  Certain  patients  may 
develop  manifestations  of  excessive  estrogenic  stimulation,  such  as  abnormal  or  excessive  uterine  bleeding, 
mastodyma,  etc.  Prolonged  administration  of  unopposed  estrogen  therapy  has  been  reported  to  increase  the  risk 
of  endometrial  hyperplasia  in  some  patients  Oral  contraceptives  appear  to  be  associated  with  an  increased 
incidence  of  mental  depression  Patients  with  a history  of  depression  should  be  carefully  observed  Preexisting 
uterine  leiomyomata  may  increase  in  size  during  estrogen  use  The  pathologist  should  be  advised  of  estrogen 
therapy  when  relevant  specimens  are  submitted  If  jaundice  develops  in  any  patient  receiving  estrogen,  the 
medication  should  be  discontinued  while  the  cause  is  investigated  Estrogens  should  be  used  with  care  in  patients 
with  impaired  liver  function,  renal  insufficiency,  metabolic  bone  diseases  associated  with  hypercalcemia,  or  in 
young  patients  in  whom  bone  growth  is  not  complete  If  concomitant  progestin  therapy  is  used,  potential  risks 
may  include  adverse  effects  on  carbohydrate  and  lipid  metabolism 
The  following  changes  may  be  expected  with  larger  doses  of  estrogen 
a Increased  sulfobromophthalein  retention 

b Increased  prothrombin  and  factors  VII,  VIII,  IX.  and  X;  decreased  antithrombin  3;  increased  nor- 
epmephrme-induced  platelet  aggregability, 

c Increased  thyroid  binding  globulin  (TBG)  leading  to  increased  circulating  total  thyroid  hormone,  as 
measured  by  PBI,  T4  by  column,  or  T4  by  radioimmunoassay.  Free  T3  resin  uptake  is  decreased,  reflecting  the 
elevated  TBG,  free  T4  concentration  is  unaltered 
d Impaired  glucose  tolerance 
e Decreased  pregnanediol  excretion 
f Reduced  response  to  metyrapone  test 
g Reduced  serum  folate  concentration 

h Increased  serum  triglyceride  and  phospholipid  concentration  As  a general  principle,  the  administration  of 
any  drug  to  nursing  mothers  should  be  done  only  when  clearly  necessary  since  many  drugs  are  excreted  in  human 
milk 

ADVERSE  REACTIONS:  The  following  have  been  reported  with  estrogenic  therapy,  including  oral  contraceptives 
breakthrough  bleeding,  spotting,  change  in  menstrual  flow,  dysmenorrhea,  premenstrual-like  syndrome, 
amenorrhea  during  and  after  treatment;  increase  in  size  of  uterine  fibromyomata;  vaginal  candidiasis,  change  in 
cervical  erosion  and  in  degree  of  cervical  secretion;  cystltis-like  syndrome,  tenderness,  enlargement,  secretion 
(of  breasts);  nausea,  vomiting,  abdominal  cramps,  bloating;  cholestatic  iaundice;  chloasma  or  melasma  which 
may  persist  when  drug  is  discontinued;  erythema  multiforme,  erythema  nodosum;  hemorrhagic  eruption;  loss  of 
scalp  hair;  hirsutism;  steepening  of  corneal  curvature,  intolerance  to  contact  lenses,  headache,  migraine, 
dizziness,  mental  depression,  chorea,  increase  or  decrease  in  weight,  reduced  carbohydrate  tolerance;  aggrava- 
tion of  porphyria;  edema,  changes  in  libido 

ACUTE  OVERDOSAGE:  May  cause  nausea,  and  withdrawal  bleeding  may  occur  in  females 

DOSAGE  AND  ADMINISTRATION 

PREMARIN"  Brand  of  conjugated  estrogens  tablets.  USP 

1 Given  cyclically  lor  short-term  use  only  For  treatment  of  moderate  to  severe  vasomotor  symptoms,  atrophic 
vaginitis,  or  kraurosis  vulvae  associated  with  the  menopause  (0  3 to  1 25  mg  or  more  daily)  The  lowest  dose  that 
will  control  symptoms  should  be  chosen  and  medication  should  be  discontinued  as  promptly  as  possible 
Administration  should  be  cyclic  (eg,  three  weeks  on  and  one  week  off)  Attempts  to  discontinue  or  taper 
medication  should  be  made  at  three-  to  six-month  intervals 

2 Given  cyclically  Female  castration  Osteoporosis  Female  castration— 1 25  mg  daily,  cyclically  Adiust 
upward  or  downward  according  to  response  of  the  patient  For  maintenance,  adiust  dosage  fo  lowest  level  that 
will  provide  effective  control  Osteoporosis  —0.625  mg  daily.  Administration  should  be  cyclic  (eg,  three  weeks 
on  and  one  week  off) 

Patients  with  an  intact  uterus  should  be  monitored  for  signs  of  endometrial  cancer  and  appropriate  measures 
taken  to  rule  out  malignancy  in  the  event  of  persistent  or  recurring  abnormal  vaginal  bleeding 

PREMARIN*  Brand  of  conjugated  estrogens  Vaginal  Cream 

Given  cyclically  lor  short-term  use  only  For  treatment  of  atrophic  vaginitis  or  kraurosis  vulvae 
The  lowest  dose  that  will  control  symptoms  should  be  chosen  and  medication  should  be  discontinued  as 
promptly  as  possible 

Administration  should  be  cyclic  (eg,  three  weeks  on  and  one  week  off) 

Attempts  to  discontinue  or  taper  medication  should  be  made  at  three-to-six  month  intervals 
Usual  dosage  range  2 to  4 g daily,  intravagmally,  depending  on  the  severity  of  the  condition 
Treated  patients  with  an  intact  uterus  should  be  monitored  closely  for  signs  of  endometrial  cancer  and 
appropriate  diagnostic  measures  should  be  taken  to  rule  out  malignancy  in  the  event  of  persistent  or  recurring 
abnormal  vaginal  bleeding 

1 . Whitehead  Ml  Townsend  PT,  Pryse-Davies  J,  et  al  Effects  of  estrogens  and  progestins  on  the  biochemistry  and 
morphology  of  the  postmenopausal  endometrium  N EnqIJ  Med  1981  ;305  1599-1605  2.  Paterson  MEL,  Wade- 
Evans  T.  Sturdee  DW,  et  al  Endometrial  disease  after  treatment  with  oestrogens  and  progestogens  in  the 
climacteric  Br  Med  J 1980,280  822-824  3,  Magos  AL,  Brincat  M.  Studd  JWW,  et  al  Amenorrhea  and 
endometrial  atrophy  with  continuous  oral  estrogen  and  progestogen  therapy  in  postmenopausal  women  Obstet 
Gynecol  mb.  67  496-499  4.  Whitehead  Ml,  Lane  G,  SiddleN,  et  al  Avoidance  of  endometrial  hyperstimulation 
in  estrogen-treated  postmenopausal  women  Semin  Reprod  Endocrinol  1983,1  1,41-52  5.  Barnes  RB.  Roy  S, 
Lobo  RA  Comparison  of  lipid  and  androgen  levels  after  conjugated  estrogen  or  depo-medroxyprogesterone 
acetate  treatment  in  postmenopausal  women  Obstet  Gynecol  1985;66  216-219 
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Cryptococcosis  — The  Sleeping 
Giant  Among  Deep  Mycoses 

By  LeRoy  F.  Harris,  M.D.* 


Abstract 

Cryptococcosis  is  destined  to  become  a fun- 
gal infection  of  increasing  importance  because 
the  number  of  immunocompromised  hosts,  in- 
cluding patients  with  the  acquired  immuno- 
deficiency syndrome  (AIDS),  is  rising.  Cryp- 
tococcus neoformans  is  ubiquitous  in  nature 
and  infection  in  man  occurs  after  inhalation  of 
the  organism.  Patients  with  defects  in  cell-me- 
diated immunity  are  predisposed  to  infection 
with  C.  neoformans.  Involvement  of  the  central 
nervous  system,  principally  as  meningitis,  is 
the  commonest  clinical  manifestation.  Diag- 
nosis is  accomplished  by  isolating  the  organism 
from  appropriate  clinical  specimens  and  by  de- 
tecting cryptococcal  antigen  in  the  cerebro- 
spinal fluid  or  blood.  Treatment  with  a com- 
bination of  amphotericin  B and  flucytosine  is 
recommended  and  maintenance  therapy  with 
amphotericin  B may  he  required  in  patients 
with  AIDS. 


•The  Huntsville  Clinic,  410  Lowell  Dr  . S E . Huntsville,  AL  35801 


Cryptococcosis  is  a fungal  infection  caused  almost 
exclusively  by  Cryptococcus  neoformans.  In  1970 
a world  renown  authority  on  mycoses,  Dr.  Libero 
Ajello,  stated,  “It  is  the  writer’s  belief  that  crypto- 
coccosis is  the  sleeping  giant  among  deep  mycoses. 
When  reporting  and  surveillance  programs  are  estab- 
lished, the  number  of  cases  will  prove  to  be  astonish- 
ingly high.  The  tip  of  the  iceberg  in  this  case  is  de- 
ceptively small.’’1  Fulfilling  this  prophecy,  the  number 
of  cases  of  cryptococcosis  has  risen  dramatically  as 
the  number  of  immunocompromised  hosts,  including 
patients  with  the  acquired  immunodeficiency  syn- 
drome (AIDS),  has  increased.2  We  review  our  expe- 
rience with  cryptococcosis  in  Huntsville  to  remind 
physicians  of  this  important  fungal  disease. 

Materials  and  Methods 

We  reviewed  the  charts  of  all  patients  admitted  to 
the  three  city  and  county  hospitals  of  Huntsville,  Al- 
abama, for  the  seven  year  period,  1980-1986,  from 
whom  C.  neoformans  was  isolated.  Cryptococcus  neo- 
formans presumptively  was  identified  as  an  encapsu- 
lated yeast-like  organism  which  was  germ  tube  neg- 
ative and  hydrolized  urea.  Final  identification  was 
provided  by  the  Alabama  Microbiology  Laboratory.  A 
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case  of  cryptococcosis  was  defined  as  a patient  from 
whom  C.  neoformans  was  isolated.  The  organ  in- 
volved was  defined  as  the  organ  from  which  C.  neo- 
formans  was  cultured. 

Results 

Table  I describes  the  clinical  features  of  15  cases 
of  cryptococcosis.  The  patients  ranged  in  age  from  25 
to  81  years  and  averaged  52  years.  Eleven  patients 
were  male  and  four  were  female.  All  patients  except 
two  possessed  underlying  diseases  which  included  ma- 
lignancies (lymphoma,  leukemia,  melanoma),  rheu- 
matic diseases  (rheumatoid  arthritis,  systemic  lupus 
erythematosus),  AIDS,  peptic  ulcer  disease,  cirrhosis, 
diabetes  mellitus,  hypercalcemia  and  chronic  renal 
failure.  Seven  patients  were  receiving  corticosteroid 
therapy  and  chemotherapy  was  being  administered  to 
four  patients.  The  maximum  temperature  during  the 
initial  24  hours  of  hospitalization  extended  from  97.8 
to  102. 4°F  and  averaged  99.6°F.  The  patients’  chief 
complaint  at  admission  to  the  hospital  commonly  in- 
cluded neurologic  abnormalities  (headache,  change  in 
sensorium,  hemiparesis,  ataxia,  blurred  vision,  men- 
ingismus),  constitutional  symptoms  (weight  loss, 
weakness)  and  pulmonary  grievances  (dyspnea, 
hoarseness,  cough).  Less  common  complaints  noted 
were  vomiting,  finger  inflammation,  adenopathy  and 
draining  sinus.  Three  patients  were  asymptomatic.  The 
central  nervous  system  was  the  organ  most  frequently 
involved  by  C.  neoformans  (six  patients)  followed  by 
the  lung  (five  patients)  and  blood  and  bone  marrow 
(two  patients  each).  There  were  single  infections  of 
the  liver,  lymph  node,  bone,  peritoneum  and  soft  tis- 
sue. The  majority  of  patients  (nine)  were  treated  with 
a combination  of  amphotericin  B and  flucytosine  while 
ketoconazole  was  administered  to  four  patients.  Am- 
photericin B as  a single  agent  was  utilized  in  one 
patient  and  three  patients  underwent  surgery.  Four  pa- 
tients died  during  hospitalization  for  a 27%  mortality 
rate. 

Table  II  lists  the  laboratory  data  of  15  cases  of 
cryptococcosis.  The  leukocyte  count  on  admission  to 
the  hospital  ranged  from  2000  to  31,100  cells/cu  mm 
and  averaged  9950  cells/cu  mm.  The  cerebrospinal 
fluid  values  for  the  six  patients  with  involvement  of 
the  central  nervous  system  were  as  follows;  cell  count 
extended  from  zero  to  23,100  cells/cu  mm  and  aver- 
aged 3920  cells/cu  mm,  glucose  ranged  from  five  to 
60  mg/dl  and  averaged  28  mg/dl,  protein  extended 
from  21  to  216  mg/dl  and  averaged  81  mg/dl,  India 
Ink  preparation  was  positive  for  yeast  in  three  patients 
and  cryptococcal  antigen  was  positive  in  three  patients. 
Cerebrospinal  fluid  specimens  were  procured  in  six 
patients  without  culture  documented  infection  of  the 
central  nervous  system  and  no  striking  abnormalities 
were  documented  except  for  two  specimens  positive 
for  cryptococcal  antigen  in  low  titer.  By  definition 
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cerebrospinal  fluid  culture  grew  C.  neoformans  in  the 
six  patients  with  central  nervous  system  cryptococcosis 
but  was  sterile  in  the  other  six  patients.  Serum  cryp- 
tococcal antigen  was  obtained  in  six  patients  and  was 
positive  in  four  patients. 

Discussion 

Cryptococcus  neoformans  is  an  encapsulated  yeast- 
like fungus  with  a worldwide  distribution.  The  orga- 
nism is  found  on  window  ledges  and  in  bams  and  soil 
and  grows  luxuriantly  in  bird  droppings  although  birds 
are  not  infected.  Infection  in  man  occurs  after  the 
fungus  is  aerosolized  and  inhaled.  Disease  results  from 
multiplication  of  the  organism  in  pulmonary  tissue  or 
from  hematogenous  dissemination  to  other  organs  (es- 
pecially central  nervous  system  and  less  frequently 
skin,  bone,  bone  marrow,  liver,  spleen,  kidney,  pros- 
tate and  lymph  nodes)  rather  than  by  toxin  production. 
The  polysaccharide  capsule  of  C.  neoformans  is  a ma- 
jor virulence  factor  and  protects  the  fungus  from  phag- 
ocytosis. The  tropism  of  C.  neoformans  for  the  central 
nervous  system  is  well  established  but  unexplained. 
Rarely  cryptococcosis  has  been  reported  to  occur  by 
primary  cutaneous  innoculation  but  human-to-human 
transmission  is  not  documented.3 

Cell-mediated  immunity  is  considered  the  most  im- 
portant mechanism  of  resistance  to  cryptococcal  in- 
fection as  evidenced  by  the  occurrence  of  the  infection 
in  patients  with  lymphoreticular  malignancies  (espe- 
cially Hodgkin’s  disease)  and  sarcoidosis  and  in  pa- 
tients receiving  corticosteroid  treatment  and  cytotoxic 
chemotherapy.  The  appearance  of  cryptococcosis  in 
renal  transplant  recipients  and  patients  with  Cushing’s 
syndrome  probably  relates  to  elevated  corticosteroid 
levels  while  cirrhosis  of  the  liver  and  diabetes  mellitus 
also  are  mentioned  as  predisposing  factors.3- 4 Recently 
cryptococcal  infection  has  been  described  in  another 
illness  marked  by  deficient  cell-mediated  immunity, 
i.e.  AIDS.5  Despite  such  an  association  over  half  of 
the  cases  of  cryptococcosis  occur  in  patients  with  no 
apparent  underlying  disease.3  Our  experience  in  Hunts- 
ville partially  parallels  the  above  mentioned  epide- 
miologic data  in  that  a malignancy  was  encountered 
in  one-third  of  patients,  almost  half  of  the  cases  were 
receiving  corticosteroid  therapy  or  cytotoxic  chemo- 
therapy and  AIDS  was  diagnosed  in  two  patients. 
However,  in  only  three  of  our  15  patients  was  no 
predisposing  condition  present. 

Infection  of  the  central  nervous  system,  principally 
as  meningitis,  is  the  commonest  clinical  manifestation 
of  cryptococcosis.  All  age  groups  are  affected  with 
most  patients  30  to  60  years  and  70  per  cent  of  cases 
occur  in  males.  The  onset  of  meningitis  usually  is 
insidious  and  frequent  symptoms  and  signs  include 
headache,  fever,  nausea,  vomiting,  altered  mental  sta- 
tus and  neck  stiffness.  Less  commonly  encountered 
are  visual  disturbances,  cranial  nerve  palsies,  cere- 


TABLE  1 


Cryptococcosis  — Clinical  Features 


Case 

No. 

Age 

(years) 

Sex 

Underlying  Disease 

Temperature * 

(°F) 

Chief  Complaint 

Organ  Involved 

Treatment 

Outcome 

1 

58 

M 

Peptic  ulcer  disease 

101 

Headache,  ataxia, 
delirium  x 2 
wks. 

CNSt 

Ampho  B**,  5 FCtt 

Live 

2 

44 

F 

Cirrhosis 

97.8 

Weakness, 
lethargy  x 4 
wks. 

CNS 

Ampho  B,  5 FC 

Live 

3 

47 

M 

Lymphoma-CMT\ 

CST° 

100.6 

Confusion,  R. 
hemiparesis, 
weight  loss  x 3 
wks. 

CNS 

Ampho  B,  5 FC 

Live 

4 

79 

M 

Lymphoma-CMT, 

CST 

99.2 

Confusion,  R. 
hemiparesis 
x 6 d 

CNS 

Ampho  B,  5 FC 

Die 

5 

25 

F 

Hodgkin’s  disease- 
CMT,  CST 

102.2 

Headache, 
blurred  vision, 
stiff  neck,  weight 
loss  x 2 wks. 

CNS,  blood 

Ampho  B,  5 FC 

Live 

6 

60 

F 

Leukemia-CMT, 

CST,  diabetes 
mellitus 

99.6 

Confusion, 
lethargy, 
weakness  x 2 d 

CNS 

None 

Die 

7 

55 

M 

Melanoma 

98.2 

Asymptomatic 
pulmonary  nodule 

Lung 

Surgical  resection, 
ketoD 

Live 

8 

61 

M 

Rheumatoid 

arthritis-CST 

98.4 

Hoarseness, 
dyspnea  x 3 wks. 

Lung 

Ampho  B,  5 FC, 
keto 

Live 

9 

54 

F 

Diabetes  mellitus, 
hypercalcemia-CST 

98.4 

Asymptomatic 

pulmonary 

infiltrate 

Lung 

Ampho  B,  5 FC 

Live 

10 

37 

M 

None 

98.6 

Asymptomatic 
pulmonary  nodule 

Lung 

Surgical  resection 
Ampho  B,  keto 

Live 

11 

36 

M 

AIDS 

99.6 

Weight  loss, 
cough,  dyspnea 
x 5 mo. 

Lung,  blood, 
bone  marrow, 
liver 

Ampho  B,  5 FC 

Die 

12 

35 

M 

AIDS 

102.4 

Vomiting,  weight 
loss,  adenopathy 
x 2 wks. 

Bone  marrow, 
lymph  node 

Ampho  B,  5 FC 

Live 

13 

65 

M 

Systemic  lupus 
erythematosus-CST 

98.8 

Swollen,  painful 
finger  x 2 wks. 

Bone 

Amputation 

Live 

14 

81 

M 

Chronic  renal 
failure,  peritoneal 
dialysis 

99.8 

Vomiting  x 3 d 

Peritoneum 

Ampho  B 

Die 

15 

43 

M 

None 

98.8 

Draining  sinus  x 

10  wks. 

Soft  tissue 

Keto 

Live 

* Maximum  temperature  within  24  h of  admission  to  hospital 
t Central  nervous  system 
**  Amphotericin  B 
+t  Flucytosine 
4 Chemotherapy 
° Corticosteroid  therapy 
° Ketoconazole 
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TABLE  2 

Cryptococcosis  — Laboratory  Data 


Case  No. 

WBC* 

(Cells! cu  mm) 

inal  Flu 

India  In 

Serum 

Cryptococcal  Antigen 

Cell  Count 
(Leukocytes! cu  mm) 

Glucose 

(mgldl) 

‘ Cerebrpsp 
Protein 

(mgldl)  . 

^ Cryptococcal 

k Antigen 

Cryptococcal 

Culture 

1 

11800 

23100 

35 

66 

+ 

+ , 1:256 

+ 

N.O.+ 

2 

7200 

70 

25 

65 

+ 

— 

+ 

N.O. 

3 

3200 

215 

32 

98 

- 

+ , 1:32 

+ 

N.O. 

4 

4100 

28 

10 

216 

+ 

+ , 1:128 

+ 

N.O. 

5 

26600 

0 

60 

21 

- 

- 

+ 

N.O. 

6 

31100 

117 

5 

21 

- 

- 

+ 

N.O. 

7 

6500 

0 

62 

16 

- 

- 

- 

N.O. 

8 

11900 

0 

62 

51 

- 

- 

- 

+ , 1:512 

9 

10500 

1 

95 

54 

- 

- 

- 

+ , 1:2 

10 

7900 

0 

58 

35 

- 

- 

- 

- 

11 

6500 

N.O. 

- 

+ , 1:512 

12 

2000 

0 

76 

15 

- 

+ , 1:2 

- 

N.O. 

13 

9600 

N.O. 

N.O. 

14 

6300 

1 

117 

39 

- 

+ , undiluted 

- 

+ , undiluted 

15 

4000 

N.O. 

* Leukocyte  count  on  admission  to  hospital 
+ Not  obtained 


bellar  signs  and  seizures.  A small  percentage  of  pa- 
tients are  asymptomatic  and  for  this  reason  as  well  as 
the  frequent  invasion  of  the  central  nervous  system  by 
C.  neoformans,  cerebrospinal  fluid  must  be  examined 
whenever  the  fungus  is  isolated  from  an  extraneural 
site.6  Obstructive  hydrocephalus  is  a late  complication 
and  is  caused  by  meningeal  scarring.2  In  our  series  the 
majority  of  patients  with  central  nervous  system  cryp- 
tococcosis were  between  30  and  60  years  but  only  50 
per  cent  were  male.  Abnormal  sensorium,  fever,  head- 
ache, weakness  and  hemiparesis  were  our  most  com- 
mon clinical  manifestations. 

Cryptococcoma  is  a mass  lesion  of  the  central  nerv- 
ous system  which  is  composed  of  varying  proportions 
of  cryptococcal  organisms,  acute  inflammatory  re- 
sponse, granulomas  and  fibrosis.  The  entity  increas- 
ingly is  recognized  to  accompany  cryptococcal  men- 
ingitis but  may  occur  in  the  absence  of  meningitis. 
Clinically  cryptococcoma  presents  as  focal  neurologic 
signs  (hemiparesis,  focal  seizures)  or  increased  intra- 
cranial pressure  (headache,  vomiting)  but  may  be 
asymptomatic.  For  this  reason  diagnostic  studies,  usu- 
ally computed  tomography  (CT)  scan,  to  detect  cryp- 
tococcoma are  recommended  in  all  patients  with  cryp- 
tococcal meningitis.7 

Pulmonary  disease  is  the  second  most  common  clin- 
ical expression  of  cryptococcal  infection  and  may  oc- 
cur with  or  without  concomitant  extrapulmonary  le- 
sions. The  manifestations  of  pulmonary  involvement 
are  varied.  Saprophytic  colonization  of  the  respiratory 
tree  has  been  described  usually  in  patients  with  un- 
derlying pulmnary  disease  such  as  chronic  obstructive 
pulmonary  disease,  pulmonary  neoplasm  and  tuber- 
culosis. Symptomatic  cryptococcal  lung  infection  usu- 


ally runs  a subacute  or  chronic  course  with  minimal 
or  nonspecific  symptoms  including  cough,  chest  pain, 
weight  loss,  fever  and  malaise.8  Up  to  a third  of  pa- 
tients may  be  asymptomatic8  and  an  acute  fulminant 
presentation  has  been  documented.9  Solitary  or  mul- 
tiple nodular  densities  most  often  are  observed  on  chest 
X-ray  and  less  often  lobar  consolidation  and  rarely 
cavities  and  pleural  effusion.  Immunocompromised 
hosts  may  demonstrate  diffuse  interstitial  or  miliary 
pulmonary  infiltrates.8  In  our  experience  in  Huntsville 
the  lungs  were  infected  almost  as  frequently  as  the 
central  nervous  system  and  the  majority  of  our  patients 
were  asymptomatic. 

Two  less  frequently  observed  foci  of  infection  are 
the  skin  and  bone,  each  recognized  in  10  to  15  per 
cent  of  cases  of  disseminated  disease.  Cutaneous  le- 
sions may  be  the  heralding  complaint  and  usually  ap- 
pear as  subcutaneous  masses,  papules,  pustules  and 
ulcers  and  less  frequently  as  cellulitis.2  Osseous  lesions 
present  with  localized  pain,  swelling  and  tenderness 
of  up  to  a year’s  duration.  Virtually  all  major  bones 
have  been  affected  with  the  vertebrae,  pelvis,  ribs  and 
skull  being  the  commonest.  Unlike  other  forms  of 
cryptococcosis,  patients  with  bone  involvement  infre- 
quently have  underlying  illnesses.10  Rare  sites  of  cryp- 
tococcal infection  include  the  eye,  liver,  adrenal  gland, 
heart  valve  and  genitourinary  system.3  In  our  patients 
without  AIDS,  bone,  peritoneum  and  soft  tissue  each 
were  involved  once. 

Cryptococcemia  is  a not  infrequent  manifestation  of 
cryptococcal  infection,  being  reported  in  13  and  18 
per  cent  of  patients  with  cryptococcal  meningitis  in 
two  series,  respectively.  In  addition,  cryptococci  ac- 

continued  on  page  39 
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♦ Vicodin  containshydrocodonenotcodeine.ln 
one  study,  10  mg.  of  hydrocodone  alone  was 
shown  to  be  as  effective  as  60  mg . of  codei  ne.1 

♦ In  a double-blind  study,  Vicodin  (2  tablets), 
provided  longer  lasting  pain  relief  than  60  mg. 
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Cryptococcosis  — The  Sleeping  Giant 

continued  from  page  36 

counted  for  five  per  cent  of  fungemias  at  a large  cancer 
treatment  hospital11  and  are  the  leading  cause  of  fun- 
gemia  in  patients  with  AIDS.12  Cryptococcemia  in- 
variably occurs  in  the  setting  of  a serious  underlying 
disease,  immunosuppressive  therapy  (especially  cor- 
ticosteroid administration)  and  central  nervous  system 
cryptococcosis  and  frequently  coexists  with  other  in- 
fections. Although  the  lungs  are  considered  to  be  the 
portal  of  entry  for  cryptococcemia,  pulmonary  disease 
rarely  is  evident  clinically  or  on  chest  X-ray.  Up  to 
one-third  of  cases  of  cryptococcemia  develop  during 
hospitalization  following  an  increase  in  corticosteroid 
dosage  or  a bacteremia.11  Our  single  case  of  crypto- 
coccemia occurred  in  a patient  with  AIDS. 

A new  association  of  increasing  importance  is  that 
of  cryptococcal  infection  with  AIDS.  Cryptococcosis 
is  the  fourth  commonest  cause  of  life-threatening 
infection13  and,  as  mentioned  earlier,  the  leading  cause 
of  fungemia  in  patients  with  AIDS.12  The  clinical  man- 
ifestations of  cryptococcal  disease  in  AIDS  patients 
are  similar  to  those  in  other  immunosuppressed  pop- 
ulations and  include  meningitis  or  meningoencephalitis 
most  frequently  and  less  often  cutaneous  lesions,  pneu- 
monitis and  peritonitis.  A unique  feature  in  patients 
with  AIDS  is  the  isolation  of  cryptococci  in  the  absence 
of  clinical  findings  of  infection.13 

The  diagnosis  of  cryptococcosis  is  suggested  on 
clinical  grounds,  eg,  meningoencephalitis  in  an  im- 
munosuppressed host,  but  routine  laboratory  tests  such 
as  complete  blood  count  and  sedimentation  rate  often 
are  normal.  Infection  of  the  central  nervous  system 
almost  invariably  reveals  abnormalities  in  cerebrospi- 
nal fluid.  The  opening  pressure  often  is  elevated  as  is 
the  protein  concentration  while  the  glucose  level  is 
depressed  in  half  of  the  cases.  Leukocytes,  predomi- 
nantly lymphocytes,  number  40  to400/cu  mm.  Smears 
of  cerebrospinal  fluid  stained  with  India  Ink  disclose 
characteristic  encapsulated  organisms  with  doubly  re- 
fractile  cell  walls  in  50  per  cent  of  cases.3  Cryptococci 
can  be  isolated  from  cerebrospinal  fluid  on  chocolate 
agar,  Sabouraud’s  medium  and  other  fungal  media. 
The  organisms  appear  within  four  to  seven  days  as 
yellow-tan  colonies  which  grow  best  at  37°C.  Occa- 
sionally growth  of  cryptococci  requires  repeated  cul- 
turing of  large  volumes  of  cerebrospinal  fluid  or  cul- 
turing of  cerebrospinal  fluid  obtained  by  cisternal  tap.6 
Cerebrospinal  fluid  findings  in  our  series  of  patients 
with  involvement  of  the  central  nervous  system  dis- 
played differing  values  for  cell  count,  protein  concen- 
tration and  glucose  level  and  cryptococci  were  visu- 
alized by  India  Ink  smear  in  half  of  specimens. 

Serologic  diagnosis  of  cryptococcal  meningitis  uti- 
lizes tests  for  antibody  and  antigen.  Anticryptococcal 
antibodies  are  detected  in  the  serum  of  one-third  of 


patients  with  cryptococcal  meningitis  but  also  are  found 
in  normal  subjects  and  therefore,  are  not  useful  diag- 
nostically.3 The  most  useful  serologic  assay  for  cryp- 
tococcosis is  the  latex  agglutination  test  for  crypto- 
coccal antigen.  Antigen  is  discovered  in  cerebrospinal 
fluid  in  at  least  90  per  cent  of  cases  of  cryptococcal 
meningitis  and  may  be  present  even  when  India  Ink 
smears  and  cultures  are  negative.6  False-positive  latex 
agglutination  assays  are  rare  when  rheumatoid  factor, 
which  cross-reacts  in  the  test,  is  excluded.  When  false- 
positive tests  occur,  they  are  present  in  low  titer.3  In 
our  experience  in  Huntsville,  the  latex  agglutination 
test  was  less  helpful,  being  present  in  only  half  of  our 
cases  of  culture  proven  cryptococcal  meningitis. 

A head  CT  scan  should  be  obtained  in  all  patients 
with  cryptococcal  meningitis  to  detect  cryptococcomas 
and  hydrocephalus.  In  addition,  blood  and  urine  should 
be  sampled  for  cryptococcal  antigen  and  cultured  and 
a chest  X-ray  should  be  procured  to  ascertain  the  extent 
of  the  infection.2 

Although  cryptococci  occasionally  can  be  seen  on 
wet  mount  preparation  with  or  without  alkaline  diges- 
tion and  cultured  from  sputum,  most  cases  of  pul- 
monary cryptococcosis  are  diagnosed  by  obtaining  lung 
tissue  through  bronchoscopy  or  open  lung  biopsy. 
Characteristic  yeast-like  organisms  are  visualized  with 
methenamine  silver  and  periodic  acid  Schiff  stains  and 
can  be  distinguished  from  other  yeast-like  fungi  by  the 
mucicarmine  stain  which  colors  the  cryptococcal  cap- 
sule rose  red.  All  pulmonary  specimens  should  be  cul- 
tured.s As  mentioned  earlier,  cerebrospinal  fluid  should 
be  sampled  whenever  cryptococci  are  isolated  from  an 
extraneural  focus  because  of  the  organism's  propensity 
to  invade  the  central  nervous  system.6 

Cryptococci  can  be  isolated  from  the  blood  within 
seven  days  by  using  routine  culture  media  and  with 
increased  frequency  by  utilizing  a vented  biphasic  me- 
dium such  as  brain/heart  infusion  agar  held  for  four 
weeks.  Cryptococcal  infection  of  other  extraneural  lo- 
cations is  diagnosed  by  tissue  biopsy  with  appropriate 
histologic  stains  and  culture.2 

The  histologic  picture  of  infected  tissue  is  variable 
with  inflammation  ranging  from  minimal  to  extensive. 
Macrophages  and  giant  cells  predominate,  neutrophils 
are  less  frequent  and  hemorrhage,  necrosis  and  fibrosis 
are  rare.  Large  clusters  of  organisms  commonly  are 
visualized.3 

The  recommended  treatment  for  cryptococcal  men- 
ingitis is  combination  therapy  with  intravenous  am- 
photericin B and  oral  flucytosine  administered  for  six 
weeks.  In  a comparative  study,  six  weeks  of  therapy 
with  amphotericin  B 0.3  mg  per  kg  body  weight  per 
day  combined  with  flucytosine  150  mg  per  kg  body 
weight  per  day  cured  or  improved  more  patients,  pro- 
duced fewer  failures  or  relapses,  provided  more  rapid 
sterilization  of  cerebrospinal  fluid  and  resulted  in  less 
nephrotoxicity  than  treatment  with  ten  weeks  of  ani- 
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photericin  B alone.  The  number  of  fatalities  was  iden- 
tical in  each  group.14  The  use  of  intrathecal  or  intra- 
ventricular amphotericin  B administered  through  a 
subcutaneous  reservoir  is  best  reserved  for  relapsing 
or  refractory  cases.6  Intracerebral  cryptococcomas  have 
cleared  with  medical  therapy  alone  but  longer  courses 
of  treatment  may  be  required.  Large  lesions  (greater 
than  three  cm  in  diameter)  in  surgically  accessible 
areas  most  likely  require  resection  for  cure.7  Hydro- 
cephalus manifested  clinically  by  confusion  and  leth- 
argy and  radiographically  by  enlarged  ventricles  may 
complicate  cryptococcal  meningitis  and  requires  place- 
ment of  a cerebrospinal  fluid  shunt.15  Cerebrospinal 
fluid  should  be  sampled  at  least  every  two  weeks  dur- 
ing therapy  and  every  two  months  for  a year  following 
completion  of  treatment  to  detect  relapse  of  infection.3 
It  has  been  our  practice  in  Huntsville  to  use  a six  week 
course  of  combined  amphotericin  B and  flucytosine 
therapy  for  cryptococcal  meningitis. 

The  treatment  of  pulmonary  cryptococcosis  is  de- 
termined by  the  underlying  condition  of  the  host  and 
the  extent  of  the  infection.  In  patients  without  predis- 
posing factors  (lymphoreticular  malignancy,  cortico- 
steroid therapy)  whose  infection  is  limited  to  the  lungs, 
no  specific  antifungal  treatment  is  required  because 
such  lesions  tend  to  resolve  spontaneously.  Even  sur- 
gical manipulation  of  a pulmonary  focus  of  infection 
in  normal  hosts  is  not  reason  for  antifungal  therapy 
because  the  risk  of  extrapulmonary  dissemination  is 
not  increased.  For  patients  with  diffuse  or  progressive 
pulmonary  lesions  and  all  pulmonary  infections  in  im- 
munocompromised hosts,  systemic  antifungal  medi- 
cation is  indicated  to  eradicate  the  infection  and  pre- 
vent extrapulmonary  spread.  Although  experience  with 
treatment  of  isolated  pulmonary  lesions  is  limited,  it 
seems  prudent  to  use  a regimen  of  proven  efficacy  for 
cryptococcal  meningitis.  Therefore,  a six  week  course 
of  combined  amphotericin  B and  flucytosine  therapy 
is  advocated.8 

Few  series  detail  treatment  of  extraneural,  nonres- 
piratory  cryptococcosis  but  a regimen  appropriate  for 
cryptococcal  meningitis  is  recommended.3  Special 
mention  should  be  made  of  therapy  of  cryptococcosis 
complicating  AIDS.  Dual  therapy  with  amphotericin 
B and  flucytosine  is  proposed  but  hematotoxicity  and 
hepatotoxicity  induced  by  flucytosine  are  common  in 
AIDS  patients.  When  flucytosine  is  unable  to  be  ad- 
ministered, amphotericin  B should  be  given  to  a total 
dose  of  2000  mg.  Recent  data  suggests  that  definitive 
treatment  should  be  followed  by  maintenance  therapy 


consisting  of  amphotericin  B 100  mg  weekly.5  Serum 
cryptococcal  antigen  titers,  cerebrospinal  fluid  and  bone 
marrow  aspirates  are  procured  sequentially  to  discover 
recurrent  infection. 

The  prognosis  of  cryptococcosis  is  documented  best 
for  cryptococcal  meningitis.  Untreated  infection  uni- 
formly is  fatal3  while  therapy  with  amphotericin  B 
alone  or  combined  amphotericin  B and  flucytosine 
treatment  resulted  in  a 20  per  cent  mortality  rate.14  In 
our  series  the  mortality  rate  of  cryptococcal  meningitis 
was  33  per  cent.  Morbidity  manifested  by  impaired 
mental  function,  cranial  nerve  palsies  and  motor  weak- 
ness appeared  in  30,  1 1 and  five  per  cent  of  patients, 
respectively.  Factors  associated  with  fatality  during 
therapy  included  corticosteroid  administration  or  lym- 
phoreticular malignancy,  elevated  cerebrospinal  fluid 
opening  pressure,  low  initial  cerebrospinal  fluid  glu- 
cose, less  than  20  leukocytes/cu  mm  in  the  initial  cere- 
brospinal fluid,  positive  initial  cerebrospinal  fluid  In- 
dia Ink  smear  and  cryptococci  cultured  from  extraneural 
sites.  Relapse  of  infection  after  therapy  occurred  when 
patients  continued  to  receive  corticosteroids,  cerebro- 
spinal fluid  glucose  remained  abnormal,  less  than  20 
leukocytes/cu  mm  were  counted  in  the  initial  cerebro- 
spinal fluid,  cerebrospinal  fluid  cryptococcal  antigen 
titer  remained  greater  than  or  equal  to  one  to  eight  or 
did  not  decrease  and  cryptococci  were  isolated  from 
extraneural  sites.16  B 
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The  American  Medical  Association  and  your 
state  and  county  medical  societies  believe  in  the 
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the  face  of  an  increasingly  complex  professional 
environment. 

We  also  believe  that  medical  societies  have 
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For  example,  to  keep  government  regulations 
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specialty,  state,  and  county  journals. 
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tect your  freedoms. 
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dance, 
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beautiful” 


Melissa  Berman  is  nine 
years  old,  deaf  and  a “natural 
dancerj.  She  takes  ballet  at  the 
Joffrey  Ballet  School  where 
Meredith  Baylis  teaches  a 
special  class  for  the  non-hearing. 
The  children  respond  to  the 
vibration  in  the  floor  and  some- 
times get  their  instruction 
through  an  interpreter. 

Dance  seems  to  offer  an 
escape  valve  for  the  remarkable 
energy  that  would  otherwise 
be  bottled  up  in  Melissa  and 
her  classmates.  Melissa’s 
mother  reports  that  when 
“The  Nutcracker”  appeared  on 
television,  Melissa  got  up  and 
joined  in  the  dancing.  Melissa  is 
also  an  accomplished  gymnast 
but  her  great  love  is  dance  which 
she  hopes  to  pursue. 

Here  in  the  dance  studio, 
with  the  pianist  pounding  away, 
Melissa  is  indeed  beautiful! 
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Smokeless  Tobacco  - 
A Renewed  Threat 


Approximately  35  years  ago,  the  American  Medical 
Association  became  involved  in  a program  to  educate 
the  public  to  the  health  hazards  of  cigarette  smoking. 
The  latest  statistics  show  an  overall  decrease  in  the 
consumption  of  cigarettes  in  the  United  States.  There 
are  several  speculations  regarding  this  decline.  ( 1 ) The 
public  is  becoming  educated  to  the  dangers.  (2)  Would- 
be-smokers  are  substituting  other  substances  for  cig- 
arettes (illegal  marijuana,  drugs,  chewing  tobacco  or 
snuff).  (3)  The  public  is  displaying  disapproval  of 
smoking  and  placing  social  restrictions  on  smokers. 

The  medical  auxiliary  is  still  involved  with  educat- 
ing the  public  to  the  dangers  of  tobacco  smoke.  How- 
ever, with  a decrease  in  cigarette  smoking,  there  has 
been  a great  increase  in  the  use  of  smokeless  tobacco. 
It  is  this  increased  use  of  snuff  and  chewing  tobacco 
with  which  we  are  concerned.  We  are  endeavoring  to 
educate  our  young  people  to  the  dangers  of  this  habit. 

Although  smokeless  tobacco  was  popular  in  the 
United  States  in  the  18th  and  19th  centuries,  its  use 


has  declined  sharply  during  this  century.  This  is  prob- 
ably because  cigarettes  increased  in  availability  and 
popularity  after  the  turn  of  the  present  century.  Recent 
studies  by  the  National  Institutes  of  Health  (NIH), 
however,  indicate  that  this  trend  has  reversed  and 
smokeless  tobacco  has  regained  popularity  — espe- 
cially with  our  adolescents  and  young  adults.  Analysts 
at  NIH  believe  the  increase  is  attributable  to  the  num- 
ber of  public  places  that  discourage  or  forbid  the  use 
of  cigarettes,  cigars  and  pipes,  increased  participation 
in  sports  and  outdoor  activities  where  participants  need 
to  keep  their  hands  free,  popularity  of  the  Western 
lifestyle,  weaning  from  cigarettes  by  former  smokers, 
and  the  savings  in  the  cost  of  chewing  tobacco  as 
compared  with  cigarettes. 

Our  children  and  young  adults  have  been  led  to 
believe  that  smokeless  tobacco  is  a safe  alternative  to 
cigarettes.  We  must  reach  these  young  people  and 
advise  them  that  lung  cancer  isn't  the  only  type  cancer 
caused  by  tobacco.  Our  young  people  are  enticed  into 
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dippin ' and  chewin’  by  tobacco  company  advertise- 
ments showing  it  to  be  a “macho”  symbol.  To  many 
young  men.  the  worn  circle  on  the  back  jeans  pocket 
is  an  "in”  symbol.  However,  those  of  us  in  the  health 
care  profession  know  that  use  of  smokeless  tobacco  is 
a very  serious  threat  to  the  future  health  of  this  country, 
especially  to  the  present  day  youth.  While  tobacco 
companies  appeal  to  impressionable  elementary,  high 
school  and  college-age  students  and  athletes  by  im- 
plying that  snuff  and  chewing  tobacco  are  safe  alter- 
natives to  smoking,  we  must  blast  this  myth  and  see 
that  the  truth  about  the  dangers  reaches  these  users  or 
potential  users. 

Until  the  present  time,  smokeless  tobacco  has  not 
carried  the  health  hazard  warning  that  cigarettes  do. 
However,  through  untiring  efforts  by  the  American 
Medical  Association  and  the  Auxiliary  to  the  AMA, 
as  of  February  27  of  this  year,  smokeless  tobacco 
products  and  advertisements  will  be  required  to  display 
health  warnings.  The  three  warnings  which  must  be 
alternately  displayed  on  the  packages  are  to  read: 
“Warning:  This  product  may  cause  oral  cancer.” 
“Warning:  This  product  may  cause  gum  disease  and 
tooth  loss.”  And  “Warning:  This  product  is  not  a safe 
alternative  to  cigarettes.” 

This  legal  requirement  is  certainly  a big  hurdle  that 
has  been  crossed,  and  we  are  proud  of  our  success  in 
getting  this  law  passed.  At  the  same  time,  we  realize 
that  it  is  only  the  beginning  (albeit  a good  beginning), 
and  we  must  continue  our  efforts  to  educate  the  users. 
After  all,  cigarette  packages  have  been  carrying  warn- 
ing labels  since  1965,  and  cigarette  advertising  has 
been  banned  on  radio  and  television  since  1971,  but 
only  recently  have  we  seen  a significant  decrease  in 
their  use. 

The  user  of  smokeless  tobacco  places  a pinch  of 
moist  snuff  or  a chunk  of  leaf  or  plug  tobacco  between 
the  cheek  and  gum  and  sucks  on  this,  either  swallowing 
or  expectorating  the  increased  saliva  flow.  (Sounds 
revolting  doesn’t  it?  — that’s  why  I used  “expecto- 
rating” instead  of  “spitting”!)  Heavy  users  sometimes 
keep  this  tobacco  in  place  24  hours  a day.  It  is  easy 
to  see,  with  such  use,  there  is  a high  rate  of  oral  cancer 
diagnosed.  Constant  contact  with  a “wad”  of  tobacco 
can  cause  a precancerous  condition  called  leukoplakia. 


Usually  forming  white  leathery  patches  on  the  lips  or 
inside  the  mouth,  leukoplakia  is  the  result  of  direct 
contact  with,  and  continued  irritation  by,  tobacco  juice. 
Approximately  6%  of  diagnosed  leukoplakia  devel- 
opes  into  oral  cancer.  In  fact,  research  conducted  by 
the  California  Dental  Association,  shows  that  the  risk 
of  cancer  to  the  soft  oral  tissues  is  almost  30  times 
greater  in  long-term  users  than  in  non-tobacco  users. 

Smokeless  tobaccos  contain  high  concentrations  of 
certain  carcinogens  and  can  create  a strong  dependence 
on  the  stimulant,  nicotine.  Dangers  from  regular  use 
of  chewing  tobacco  or  snuff  include  wearing  away  of 
teeth  and  gum  linings,  decreased  ability  to  taste  and 
smell,  and  an  increased  risk  for  cancer  of  the  mouth, 
pharynx,  larynx  and  esophagus. 

In  addition  to  the  dangers  mentioned  above,  listed 
below  are  six  very  real,  proven  dangers  from  the  use 
of  smokeless  tobacco  and  I ask  you,  can  we  allow 
these  health  hazards  to  continue? 

1.  Gum  recession,  resulting  in  exposed  roots  and  in- 
creased sensitivity  to  heat  and  cold. 

2.  Drifting  and  loss  of  teeth  from  damage  to  gum 
tissue. 

3.  Abrasion  to  tooth  enamel  due  to  high  levels  of  sand 
and  grit  contained  in  smokeless  tobaccos. 

4.  Bad  breath  and  tooth  stains. 

5.  Tooth  decay  caused  by  varying  levels  of  sugar  added 
to  smokeless  tobacco  to  improve  the  taste. 

6.  Possible  decreased  energy  due  to  constriction  of 
blood  vessels  caused  by  nicotine  use. 

Please  assist  the  Auxiliary  to  the  Medical  Associ- 
ation of  the  State  of  Alabama  in  educating  the  public, 
both  young  and  adult,  to  the  dangers  of  smokeless 
tobacco.  Oral  cancer  is  one  of  the  most  curable  among 
major  diseases.  Prevention  is  so  much  easier  and  less 
painful  than  the  cure.  0 
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WARNING:  Bumex  (bumetanide/Roche)  Is  a potent  diuretic  which,  if  given  in  excessive 
amounts,  can  lead  to  o profound  diuresis  with  water  and  electrolyte  depletion.  Therefore, 
careful  medical  supervision  is  required,  and  dose  and  dosage  schedule  have  to  be 
adjusted  to  the  individual  patient's  needs  (See  under  DOSAGE  AND  ADMINISTRATION  in 
complete  product  information.) 


INDICATIONS  AND  USAGE:  Edema  associated  with  congestive  heart  failure,  hepatic  and  renal 
disease,  including  the  nephrotic  syndrome 

Almost  equal  diuretic  response  occurs  otter  oral  and  parenteral  administration  of  Bumex  If 
impaired  gastrointestinal  absorption  is  suspected  or  oral  administration  is  not  practical,  Bumex 
should  be  given  by  the  intramuscular  or  intravenous  route 

Successful  treatment  with  Bumex  following  instances  ot  allergic  reactions  to  turosemide  suggests 
a lack  of  cross-sensitivity 

CONTRAINDICATIONS:  Anuria  Hypersensitivity  and  in  patients  in  hepotic  coma  or  in  states  ol 
severe  electrolyte  depletion  Although  Bumex  con  be  used  to  induce  diuresis  in  renal  insufficiency, 
any  marked  increase  in  blood  urea  nitrogen  or  creatinine,  or  the  development  ol  oliguria  during 
therapy  ot  patients  with  progressive  renal  disease,  is  an  indication  lor  discontinuation  of  treatment 
WARNINGS:  Dose  should  be  adjusted  to  patient's  needs  Excessive  doses  or  too  trequent 
administration  can  lead  to  profound  water  loss,  electrolyte  depletion,  dehydration,  reduction  in 
blood  volume  and  circulatory  collapse  with  the  possibility  ol  vascular  thrombosis  and  embolism, 
particularly  m elderly  patients 

Prevention  ot  hypokalemia  requires  particular  attention  in  patients  receiving  digitalis  ond  diuretics 
tor  congestive  heart  failure,  hepatic  cirrhosis  and  ascites,  states  ol  aldosterone  excess  with 
normal  renal  function,  potassium-losing  nephropathy  certain  diarrheal  states  or  other  states 
where  hypokalemia  is  thought  to  represent  particular  added  risks  to  the  patients 
In  patients  with  hepotic  cirrhosis  and  ascites,  sudden  alterations  ot  electrolyte  balance  may 
precipitate  hepatic  encephalopathy  ond  coma  Treatment  in  such  patients  is  best  initiated  in  the 
hospital  with  small  doses  and  careful  monitoring  ot  the  patient's  clinical  status  and  electrolyte  bol- 
once  Supplemental  potossium  and/or  spironolactone  may  prevent  hypokolemio  ond  metabolic 
alkalosis  in  these  patients 

In  cots,  dogs  ond  guinea  pigs,  Bumex  has  been  shown  to  produce  ototoxicity  Since  Bumex  is 
about  40  to  60  times  as  potent  os  turosemide,  it  is  anticipated  that  blood  levels  necessary  to  pro 
duce  ototoxicity  will  rarely  be  achieved  The  potential  tor  ototoxicity  mcreoses  with  intravenous 
therapy,  especially  ot  high  doses 

Patients  ollergic  to  sulfonamides  may  show  hypersensitivity  to  Bumex 
PRECAUTIONS  Measure  serum  potossium  periodically  and  odd  potassium  supplements  or 
potassium-sparing  diuretics,  if  necessory  Periodic  determinations  of  other  electrolytes  ore  advised 
in  patients  treated  with  high  doses  or  for  prolonged  periods  particularly  in  those  on  law  soil  diets 
Hyperuricemia  may  occur  Reversible  elevations  at  the  BUN  and  creatinine  may  occur  especially 
with  dehydration  ond  in  patients  with  renal  insufficiency  Bumex  may  increase  urinary  calcium 
excretion 

Possibility  of  effect  on  glucose  metobolism  exists  Periodic  determinations  ol  blood  sugar  should 
be  done  particularly  in  patients  with  diabetes  or  suspected  latent  diabetes 


Patients  should  be  observed  regularly  tor  possible  occurrence  of  blood  dyscrasias,  liver  damage 
or  idiosyncratic  reactions 

Especially  in  presence  ot  impaired  renal  (unction,  use  ot  parenterally  administered  Bumex  should 
be  avoided  in  patients  to  whom  aminoglycoside  antibiotics  are  also  being  given,  except  in 
lite-threatenmg  conditions 

Drugs  with  nephrotoxic  potential  and  bumetamde  should  not  be  administered  simultaneously 
Since  lithium  reduces  renal  clearance  and  adds  a high  risk  ot  lithium  toxicity,  it  should  not  be  given 
with  diuretics 

Probenecid  should  not  be  administered  concurrently  with  Bumex 
Concurrent  therapy  with  indomethacm  not  recommended 

Bumex  may  potentiate  the  effects  of  antihypertensive  drugs,  necessitating  reduction  in  dosage 
Interaction  studies  in  humans  have  shown  no  effect  on  digoxm  blood  levels 
Interaction  studies  in  humans  have  shown  Bumex  to  have  no  effect  on  wartarin  metabolism  or  on 
plasma  prothrombin  activity 

Pregnancy  Bumex  should  be  given  to  a pregnant  woman  only  if  the  potential  benefit  justifies  the 

potential  risk  to  the  fetus 

Bumetamde  moy  be  excreted  in  breast  milk 

Pediatric  Use  Safety  and  effectiveness  below  age  18  not  established 

ADVERSE  REACTIONS:  Muscle  cramps,  dizziness,  hypotension,  headache  and  nausea,  ond 

encephalopathy  (in  patients  with  preexisting  liver  diseose) 

Less  frequent  clinical  adverse  reactions  are  weakness,  impaired  hearing,  rash,  pruritus,  hives 
electrocardiogram  changes,  abdominal  pain,  arthritic  pain,  musculoskeletal  pom  and  vomiting 
Other  clinical  adverse  reactions  are  vertigo,  chest  pain,  ear  discomlort,  fatigue  dehydration, 
sweating,  hyperventilation,  dry  mouth,  upset  stomach,  renal  failure,  osterixis,  itching,  nipple  ten- 
derness. diarrhea,  premature  ejaculation  and  difficulty  maintaining  on  erection 
Laboratory  abnormalities  reported  are  hyperuricemia  azotemia,  hyperglycemia  increased  serum 
creatinine,  hypochloremic,  hypokalemia,  hyponatremio.  and  variations  in  C02  content, 
bicarbonate,  phosphorus  and  calcium  Although  manifestations  of  the  pharmacologic  action  ot 
Bumex  these  conditions  may  become  more  pronounced  by  intensive  theropy 
Diuresis  induced  by  Bumex  moy  also  rarely  be  accompanied  by  changes  in  LDH  total  serum 
bilirubin,  serum  proteins,  SGOT,  SGPT,  alkaline  phosphatase  cholesterol,  creatinine  cleoronce. 
deviations  in  hemoglobin,  prothrombin  time,  hematocrit,  platelet  counts  and  differential  counts 
Increoses  in  urinary  glucose  and  urinary  protein  have  also  been  seen 
DOSAGE  AND  ADMINISTRATION 

Oral  Administration  The  usual  totol  daily  dosage  is  0 5 to  2 0 mg  ond  in  most  patients  is  given 
as  a single  dose 

Parenteral  Administration  Administer  to  patients  (IV  ot  IM)  with  Gl  absorption  problem  or  who 
cannot  take  oral  The  usual  initial  dose  is  0 5 to  I mg  given  over  1 to  2 minutes  If  insufficient 
response,  a second  or  third  dose  may  be  given  at  2 to  3 hour  intervals  up  to  a maximum  ot 
10  mg  a day 

HOW  SUPPLIED:  tablets  0 5 mg  (light  green)  1 mg  (yellow)  ond  2 mg  (peoch)  bottles  ol  100 

and  500.  Prescription  Poks  ot  30  Tel-E  -Dose*  cottons  ol  100  Imprint  on  tablets  05mg 

ROCHE  BUMEX  0 5 I mg  ROCHE  BUMEX  1 . 2 mg  ROCHE  BUMEX  2 

Ampuls  2 ml,  0 26  mg/ml  boxes  ol  ten 

Wats  2 ml  4 ml  ond  10  ml  0 25  mg/ml,  boxes  ot  ten 
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Reduce  fluid  volume  and 
improve  hemodynamics  in  CHF 

Edema  due  to  congestive  heart  failure  often 
demands  highly  effective  diuresis  to  reduce  the 
fluid  load  on  fhe  failing  heart.  Bumex®  (bumet- 
anide/Roche)  is  the  next  generation  in  loop 
diuretic  therapy  for  fhree  powerful  reasons.  If 
moves  ouf  an  unsurpassed  volume  of  fluid  and 
sodium,  resulfing  in  significant  reductions  in 
edema  and  right  atrial  and  pulmonary  artery 
wedge  pressures.12  It's  almost  completely 
absorbed  through  the  Gl  tract,  so  it's  easy  to 


titrate.3  And  Bumex  completes  high-volume 
diuresis  fast-within  four  hours  af  usual 
doses.4 5 Your  patienfs  spend  less  fime  in 
diuresis,  more  time  in  normal  activities. 

Bumex  has  a good  safety  profile;  however, 
as  wifh  all  loop  diurefics,  Bumex,  if  given  in 
excessive  amounfs,  can  lead  to  profound 
diuresis  wifh  wafer  and  elecfrolyte  depletion, 
including  hypokalemia.  Serum  electrolytes 
should  be  monitored  periodically,  especially  in 
patients  on  low  salt  diets  or  those  treated  for 
prolonged  periods  or  on  high  doses. 


Bumex<»* 

bumetanide/Roche 


0.5-mg,  1-mg  and  2-mg  scored  tablets.  2-ml  ampuls  (0.25  mg/ml) 
and  2-ml,  4-ml  and  10-ml  vials  (0.25  mg/ml| 

First  line 

loop  diuretic  therapy 


Pleose  see  references  and  summary  of  product  information  on  preceding  page. 
Copyright  ©1986  by  Hoffmann-La  Roche  Inc.  All  rights 
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— Dr.  Yohn's  Column,  Pg.  9 


Malpractice: 

Dcn’t  Ce  A Target... 


Your  office  staff  may  be  working  against 
you  in  avoiding  a malpractice  lawsuit. 

Patients  often  get  an  impression  of  you  as 
a physician  by  the  way  they  are  treated  in 
your  office  — even  before  they  see  you.  Yet 
office  staff  generally  get  little  guidance  in 
this  important  area. 

To  help  the  members  of  your  office  staff, 
Mutual  Assurance  offers  a comprehensive 
loss  prevention  program  for  them. 

Using  audio  tapes  and  detailed  workbooks, 
the  program  delivers  custom  instruction  to 
your  receptionist,  your  office  manager,  your 


billing  clerk  and  your  nurses.  And  unlike  cost- 
ly seminars,  the  program  can  be  reused  time 
and  time  again  for  refresher  courses  and  for 
new  employees. 

The  program  includes  written  examinations 
for  each  member  of  your  staff.  The  examina- 
tion is  graded  by  an  educational  testing  ser- 
vice and  returned  for  your  review  and 
follow-up. 

The  cost  — $85.  To  order  your  set  of  five 
tapes  and  workbooks,  call  1-800-272-6401 
(Toll  Free)  or  933-7280  in  Birmingham. 
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It's  Your  Company  Use  It! 
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Our  Simplified 
Empbyee  Pension 
Plan  Is  Simply  Better 
than  KEOGH. 


First  Alabama’s  Simplified  Employee 
Pension  (SEP)  is  simply  a better  way  for 
you  to  provide  retirement  benefits  and 
shelter  income  at  the  same  time— 
whether  you  are  self-employed  or  your 
business  is  a sole  proprietorship,  a part- 
nership. or  a corporation,  our  SEP  plan 
combines  the  tax  advantages  of  a Keogh 
with  the  simplicity  of  an  IRA. 

Employers  and 
employees  benefit. 

Our  SEP  plan  allows  you  to 
build  a generous  retirement 
fund  for  yourself  and  your 
employees.  You  can  con- 
tribute up  to  15%  of  each 
employee’s  earnings  with 
a maximum  of  $30,000 
for  each  employee 
through  a SEP  plan. 

In  addition,  you  and 
your  employees  can 
contribute  an  addi- 
tional $2,000  each 
to  an  IRA. 

Business  tax 
advantage. 

Our  SEP  plan  gives  you  more 
than  retirement  benefits.  It  gives 
a self-employed  person  or  your  business 


a big  tax  advantage.  All  SEP  contribu- 
tions to  your  own  account  and  to  your 
employees  are  fully  deductible  with  tax 
deferred  earnings. 

No  IRS  Reporting. 

Our  SEP  plan  requires  no  IRS  reports,  min- 
imum documentation,  and  it’s  easy  to  ad- 
minister. You  have  until  April  15  to  set  up 
a SEP  plan.  But  don’t  wait  that  long.  Our 
SEP  plan  can  start  making  your  retirement 
plans  simpler  and  better  right  now. 
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Information  for  Authors 
Concerning  Manuscripts 


Manuscripts  should  be  typewritten,  double  spaced 
on  white  paper  8'/2xl  1 inches  with  adequate  margins. 
Two  copies  should  be  submitted.  Authority  for  approv- 
al of  all  contributions  rests  with  the  Editor.  Alabama 
Medicine  reserves  the  right  to  edit  any  material  submit- 
ted. The  publishers  accept  no  responsibility  for  opin- 
ions expressed  by  contributors. 

Style:  The  first  page  should  list  title  (please  be  brief), 
the  author  (or  authors) , degrees , and  any  institutional  or 
other  credits.  Bibliographies  must  contain,  in  the  order 
given:  Name  of  author,  title  of  article,  name  of 
periodicals  with  volume,  page,  month  — day  of  month 
if  weekly  — and  year.  Number  should  be  limited  to 
absolute  minimum.  References  should  be  numbered 
consecutively  in  order  in  which  they  appear  in  the  text. 

The  Stylebookl Editorial  Manual,  published  by  the 
AMA,  is  the  general  reference  for  questions  of  style.  It 
is  particularly  useful  in  the  proper  presentation  of  data. 
When  conflicts  occur  between  usage,  etc. , by  an  author 
and  the  stylebook,  these  will  be  resolved  in  favor  of  the 
author  if  his  method  is  persuasive  and  logical. 

Helpful  to  many  writers  is  The  Elements  of  Style  by 
William  Strunk,  Jr.,  and  E.  B.  White,  which  empha- 
sizes brevity,  vigor  and  clarity. 


Final  authority  on  grammar  is  Webster's  New  Inter- 
national, Unabridged,  Second  Edition. 

Length  of  Articles:  Articles  should  not  exceed 
3,000  words  (approximately  3-4  printed  pages).  Under 
exceptional  circumstances  only  will  articles  of  more 
than  4,000  words  be  published. 

Illustrations:  Illustrations  should  be  numbered  con- 
secutively and  indicated  in  the  text.  The  number,  in- 
dication of  the  top,  and  the  author's  name  should  be 
attached  to  the  back  of  each  illustration.  Legend  should 
be  typed,  numbered,  and  attached  to  each  illustration. 
Photographs  should  be  clear  and  distinct;  drawings 
should  be  made  in  black  ink  on  white  paper.  For  photo- 
graphs, glossy  prints  are  preferred. 

Reprints:  Reprint  orders  should  be  returned  at  once. 
Prices  for  reprints,  based  on  number  of  pages,  will  be 
furnished  upon  request  by  MASA  Services.  Com- 
munications should  be  addressed  to  Alabama  Medi- 
cine, The  Medical  Association  of  the  State  of  Alabama. 
P.  O.  Box  1900-C,  Montgomery.  Alabama  36197. 
Telephone  (205)  263-6441,  or  (toll-free  in  Alabama) 
1-800-392-5668. 
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herpes  labialis 

“HERPECIN-L  is  my  treatment  of  choice  for 
perioral  herpes.”  GP,  NY 


“HERPECIN-L  appears  to  actually  prevent  the 
blisters  . . . used  soon  enough.”  DDS,  MN 


HeRPecin- 


“HERPECIN-L*.  . . a conservative  approach 
with  low  risk/high  benefits.”  MD,  FL 

“Used  at  prodromal  symptoms  . . . blisters 
never  formed  . . . remarkable.”  DH,  MA 

“(In  clinical  trials) . . . response  was  dramatic. 
HERPECIN-L  . .proven  far  superior.”  DDS,  PA 

“All  patients  claimed  shorter  duration  ...  at 
prodromal  symptoms  . . . HERPECIN-L 
averted  the  attacks.”  MD,  AK 


OTC.  See  P.D.R.  for  information.  For  samples  to  make 
your  own  clinical  evaluation,  write:  Campbell  Laboratories, 
Inc.,  P.O.  BOX  812-MD,  FDR  STATION,  NEW  YORK,  N.Y. 
10150 


In  Alabama  HERPECIN-L  is  available  at  all  Big  B,  Eckerd,  Harco, 
K&B,  Revco,  SupeRx  Drug  Stores  and  other  select  pharmacies. 
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The  Ostrich  Approach 


One  reason  for  the  adversarial  nature  of  the  rela- 
tionship between  the  federal  government  and  phy- 
sicians is  that  doctors  must  concern  themselves  with 
the  present,  while  HCFA  must  look  down  the  road 
and  consider  the  future  effects  of  present  predicaments. 

If  the  United  States  should  make  a major  policy 
reassessment  and  commit  itself  unstintingly  to  the  care 
of  the  elderly,  with  cost  no  object,  the  tension  between 
bureaucrat  and  provider  would  certainly  ease  and  pos- 
sibly vanish. 

At  present,  however,  there  is  no  indication  that  this 
will  happen.  The  United  States  will  continue  to  ration 
care  to  the  elderly,  even  as  it  denies  doing  so.  Absent 
any  change  in  the  national  mood  toward  the  elderly, 
and  absent  any  new  sources  of  funding  for  Medicare, 
it  is  reasonable  to  predict  that  the  level  and  intensity 
of  care  provided  Medicare  patients  will  continue  to 
degrade. 

This  can  be  extrapolated  simply  from  the  numbers. 
In  1985,  according  to  the  Census  Bureau,  there  were 
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28.5  million  Americans  65  or  older.  By  the  year  2000, 
which  is  only  a baker’s  dozen  years  away,  that  total 
will  increase  to  33.6  million  — or  from  the  present 
12%  of  the  population  to  more  than  13%. 

Thus  the  ranks  of  the  elderly  will  increase  in  both 
relative  and  absolute  terms.  Concurrently,  there  will 
be  relatively  fewer  Americans  of  productive  years  to 
pay  for  the  illnesses  of  their  elders. 

Not  only  will  there  be  more  golden  agers  as  the 
years  unfold,  they  will  be  living  longer,  and  many  will 
remain  active  and  require  the  health  care  support  that 
goes  beyond  custodial  care.  The  example  of  a 76-year- 
old  president,  certainly  not  a freak  in  his  longevity, 
illustrates  one  aspect  of  the  national  problem:  the  health 
care  needs  of  the  aging  will  increase  both  in  terms  of 
incidence  of  disease  as  the  body  ages  but  also  in  terms 
of  the  marvelous  increases  in  medical  technique  and 
technology,  enabling  millions  to  live  healthier  and  hap- 

continued  on  page  6 
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continued  from  page  4 

pier  retirement  years  than  Americans  ever  have  in  the 
nation's  history. 

These  factors  — more  old  people,  living  longer, 
with  greatly  expanded  medical  care  needs  on  the  one 
hand  and  increasing  medical  capabilities  on  the  other 
— add  up  to  vastly  intensified  pressure  on  federal 
funding  for  one  out  of  eight  Americans. 

The  questions  is  well  posed,  I think  by  Lawrence 
K.  Altman,  M.D.,  in  The  New  York  Times: 

“.  . . While  the  nation  has  long  recognized  the  ben- 
efits and  accepted  much  of  the  costs  of  preventive 
medicine,  it  has  not  yet  begun  to  grasp  how  the  concept 
broadens  with  age  because  of  the  changes  age  brings. 

“How  will  society  draw  a line  between  pampering 
ourselves  in  old  age  with  expensive  diagnostic  tests  of 
questionable  value  and  making  certain  that  those  who 
can  benefit  get  timely  examinations?  Will  this  brand 
of  preventive  medicine  lead  to  great  escalation  of  med- 
ical costs  that  affect  all  Americans,  especially  since 
they  finance  Medicare  for  senior  citizens’  health  care? 
Or  will  it  lead  to  a revision  in  Medicare  policy  so  that 
affluent  people  pay  more  of  such  services  out  of  their 
own  pockets?  And  would  that,  in  turn,  result  in  choices 
that  bring  benefit  to  some  people  and  not  others? 

“And  should  cost  questions  matter  at  all  if  people 
wind  up  healthier  or  at  least  less  anxious?” 

Dr.  Altman  has  thus  posited  the  very  large  question 
our  political  leaders  have  been  dodging,  opting  instead 
for  the  slick  and  deceptive  institution  of  measures  that 
simply  reduce,  with  each  passing  year,  the  level  of 
care  afforded  older  Americans. 

For  the  past  six  years.  Congress  has  passed  mega- 
bills, continuing  resolutions  — by  whatever  name  — 
that  conceal  far  more  than  they  reveal  about  what  is 
actually  taking  place  — the  ratcheting  down  of  health 
care  both  qualitatively  and  quantitatively,  thus  to 
somehow  muddle  through  from  one  budget  year  to  the 
next. 

The  larger  questions,  raised  by  Dr.  Altman  and  oth- 
ers, not  only  remain  unanswered  — they  have  not  even 
been  asked. 

They  haven’t  been  asked  because  their  resolution 
would  pit  the  gray  panthers  against  the  younger  work- 
ing population,  with  the  elderly  wanting  as  much  of 
modem  health  care  as  it  available  and  younger  Amer- 
icans not  willing  to  bear  the  tax  burden.  Politicians 
see  that  as  a no-win  situation. 

Dr.  Altman  again: 

“The  application  of  new  medical  knowledge  and 
technology  is  helping  more  people  live  longer  and  take 
on  major  new  tasks,  as  Mr.  Reagan  . . . did  in  be- 
coming President.  Many  elderly  people  receive  major 
medical  care  and  then  return  to  their  daily  routines. 
Improved  anesthesia  and  monitoring  techniques  allow 
far  safer  operations  for  many  people  in  their  70s  and 


80s,  even  90s,  today  than  in  decades  past. 

“At  the  same  time  [emphasis  mine]  there  are  con- 
cerns that  leadership  and  planning  are  lacking  in  de- 
ciding how  best  to  deliver  such  care  at  an  equitable 
cost  — to  the  individual  and  to  society  at  large.  . . . 

“In  the  end  society  will  decide  how  much  it  will 
invest  in  health  care  compared  to  the  nation’s  defense 
and  other  crucial  elements  of  the  economy.  [Many 
believe]  society  has  been  tardy  in  addressing  the  prob- 
lem of  the  care  of  the  elderly.” 

And  that  ostrich  approach  explains,  in  some  meas- 
ure, the  bullying  tactics  forced  on  HCFA.  It  has  be- 
come the  health  rationing  agency  of  a nation  that  sim- 
ply will  not  admit  it  is  doing  that,  and  will  not  face 
up  to  the  hard  choices  for  providing  the  levels  of  care 
now  available  to  the  nation’s  rapidly  increasing  ranks 
of  retirees. 

There  are,  of  course,  many  dimensions  to  the  prob- 
lems we  face.  I have  spoken  of  the  health  needs  of  the 
able  bodied  among  the  elderly,  those  who  remain  ac- 
tive. But  there  are  those  who  are  not  so  fortunate. 
Present  predictions  are  that  by  the  year  2000,  13  years 
from  now,  the  nursing  home  population  will  almost 
double,  from  1.2  million  to  2.2  million. 

Medicare,  as  you  know,  is  not  now  a major  player 
in  this  market,  accounting  for  only  a small  fraction  of 
the  $32  billion  spent  on  nursing  homes  in  1984.  But 
the  catastrophic  extension  of  Medicare  now  being  con- 
sidered in  Washington  could  radically  alter  this.  And, 
already,  Medicaid  is  paying  nearly  half  of  the  nation’s 
long  term  care  bill. 

Year  after  year,  Congress,  afraid  to  look  the  monster 
in  the  face,  has  papered-over,  temporized,  and  tried 
to  get  from  one  election  to  the  next  without  coming 
to  grips  with  harsh  reality. 

It  is  possible  to  buy  time  only  so  long.  We  are  fast 
approaching  the  moment  of  truth  when  the  United  States 
must  decide  the  fundamental  questions  posed  by  Dr. 
Altman,  or  watch  medical  care  for  the  elderly  simply 
deteriorate  to  the  point  where  it  becomes  a net  loss 
rather  than  an  asset. 

I would  say  the  point  is  just  over  the  horizon.  0 
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lowed me  to  repay,  to  some  extent,  the  strong  debt  I owe  this  nation.” 


DIRECT  COMMISSION 


ALABAMA 


NATIONAL 

GUARD 


MEDICAL  CORPS 


Physicians  - appointed  Captain  or  above 
in  the  Medical  Corps 


1st  thru  4th  year  med  students  can  be 
appointed  2nd  LT  in  the  Medical  Service 
Corps 


Membership  in  the  Association  of  Military 
Surgeons  of  the  United  States  (AMSUS) 


TUITION  ASSISTANCE 


Health  Professional’s  Loan  Repayment 
Program  (HPLR) 

Available  to  board  certified  individuals 
in  the  following  speciality  areas; 

Anesthesiology  General  Surgery 

Thoracic  Surgery  Neuro  Surgery 

Orthopedic  Surgery  Emergency  Medicine 
Otorhinolaryngology 

FINANCIAL  BENEFITS 

Additional  monthly  income  based  on  grade 
and  prior  service 

Low  cost  life  insurance -$50,000  coverage 
for  only  $4.00  per  month 

"Space  Available"  air  travel  anywhere 
within  the  United  States 

Retirement  annuity  after  20  years  of 
creditable  service 

Commissary  & Post  Exchange  privi ledges 

CLINICAL  CLERKSHIPS 

The  Army  Clinical  Clerkship  Program 
allows  some  medical  students  to  com- 
plete clinical  rotations  in  AMEDD  — 

(Army  Medical  Dept  ) medical  centers 
located  in  the  U.S.  Clerkships  are 
recognized  for  rotation  credit  (with 
prior  approval  by  your  medical  school). 

All  training  is  conducted  while  in  a 
paid  status  commensurate  with  your  rank. 

FOR  MORE  INFORMATION  CALL; 

Captain  Liz  Jordan/Captain  Terry  Shockley 
(205)  271-7296  or  1-800-523-6005 


PRESIDENTS 

PAGE 


Kenneth  C.  Yohn,  M.D. 
President,  MASA 


Right  Is  Might 


| 7or  a couple  of  centuries,  I am  told,  there  was  a 
JT  form  of  pleading  in  our  civil  justice  system  called 
Confession  & Avoidance. 

In  this  form  of  response  to  a set  of  allegations,  the 
defense  counsel  argued,  in  substance,  that  even  if 
everything  you  allege  is  true,  which  he  does  not  admit, 

| you  haven’t  made  a case. 

The  lawyer  opting  for  the  Confession  & Avoidance 
■ strategy  then  commenced  to  argue  that  even  in  the 
I unlikely  event  you  could  prove  your  case,  there  existed 
some  justification,  excuse  or  other  exceptional  circum- 
stance that  the  cause  of  the  action  should  fail. 

Now  this  is  all  very  metaphysical  to  physicians,  who 
haven’t  the  time,  patience  or  guile  for  such  games  of 
logic-chopping.  I bring  it  up  only  because  I think  the 
i trial  lawyers,  in  Alabama  and  in  the  nation,  have  copped 
| the  Confession  & Avoidance  plea  in  their  attempts  to 
counter  the  tort  reform  movement. 

National  strategy  — slavishly  followed  in  this  state, 
judging  by  the  trial  lawyers’  comments  in  the  press 


recently  — is  to  say  something  like  this:  We  do  not 
admit  a crisis  exists  in  liability  litigation.  But  if  it  does, 
it  is  not  the  fault  of  the  civil  justice  system,  and  cer- 
tainly not  the  fault  of  personal  injury  lawyers,  who  are 
on  the  side  of  the  angels.  Then  it  must  be  the  fault  of 
either  doctors  or  underwriters,  more  likely  both. 

Since  they  have  already  argued,  ad  nauseum,  that 
the  reason  for  rising  malpractice  litigation  is  the  in- 
creasing incidence  of  malpractice,  they  can  now  turn 
to  insurers. 

The  Wall  Street  Journal  and  other  national  news- 
papers reported  last  summer  that  American  trial  law- 
yers, stung  by  tort  reform  across  the  land,  had  settled 
on  the  strategy  of  casting  insurance  companies  as  the 
villains  of  the  piece.  When  the  law  and  the  facts  are 
against  you,  lawyers  learn  early,  attack  somebody. 

Florida  became  the  first,  but  not  the  last,  state  to 
enact  what  the  press  came  to  call  “poison  pill  tort 
reform.”  Tort  reform,  greatly  diluted  and  rendered 
virtually  impotent,  would  be  coupled  somehow  with 
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“insurance  reform.”  Legislation  passed  in  Florida  and 
some  other  states  directed  that  there  be  an  arbitrary 
rollback  of  liability  rates  and  that  the  savings  be  passed 
on  to  the  insureds. 

Of  course  this  has  great  popular  appeal,  for  two 
reasons:  most  people  have  a basic  dislike  for  insurance 
companies.  They  never  pay  enough  for  your  damages, 
they  charge  too  much,  and  they  are  remote,  faceless 
and  probably  rich.  Secondly,  poison  pill  tort  reform 
has  great  appeal  because  if  there  is  one  thing  the  public 
loves  it’s  forcing  somebody  to  charge  less. 

Suppose  Congress  should  enact  legislation  directing 
that  all  automobiles  must  be  rolled  back  to  prices 
charged  in,  say,  1977,  a decade  ago. 

The  first  reaction  of  all  us  might  be  one  of  unthink- 
ing jubilation.  But  in  a few  seconds  we  would  realize 
that  no  automaker  could  hope  to  survive  by  rolling 
back  prices  without  rolling  back  costs.  And  since  they 
would  have  no  way  to  force  steel  producers  to  sell  at 
1977  prices,  no  way  to  compel  workers  to  accept  pre- 
inflation wages,  the  effect  of  the  law  would  be  in- 
stantaneous and  certain:  no  cars  would  be  produced 
and  those  already  made  would  not  be  sold. 

Just  as  certainly  and  just  as  quickly  that  has  been 
the  result  of  state  legislatures’  attempts  to  solve  the 


litigation  crisis  by  making  insurance  cheaper  by  proc- 
lamation. The  insurers  served  notice  they  were  leaving 
the  state,  since  they  did  not  have  the  resources  to 
survive  long  as  a mandated  charity,  and  their  share- 
holders were  not  excited  over  the  prospects  of  giving 
away  their  assets. 

Let’s  consider  that  possibility  in  Alabama  after  the 
Legislature  convenes  next  month.  The  trial  lawyers, 
who  last  year  wailed  that  the  litigation  crisis  was  an 
invention  of  doctors  and  their  underwriters,  have  now 
embraced  the  national  strategy  of  Confession  & Avoid- 
ance: 

Even  if  there  were  a crisis  in  the  civil  justice  system, 
they  say,  only  enemies  of  the  people  would  contend 
that  it  has  anything  to  do  with  their  sponsoring  ex- 
cessive litigation  on  behalf  of  their  clients  and  sharing 
in  their  windfall  judgments.  The  real  reason,  they  say, 
that  doctors  are  being  forced  out  of  some  procedures 
by  the  exorbitant  costs  of  insurance  and  fear  of  suits 
is  that  the  underwriters  are  greedy,  getting  rich  at  the 
expense  of  the  public  and  professionals  alike. 

The  way  to  handle  folks  like  that,  trial  lawyers  con- 
tinue, is  to  simply  roll  back  rates,  make  them  retro- 
active to  a recent  year  when  rates  were  comparatively 
low,  and  that  will  take  care  of  that. 


AFFORDABLE  TERM  LIFE  INSURANCE  — 
FROM  COOK  & ASSOCIATES 

Compare  these  low  non-smoker  annual  rates  for  non-decreasing  graded 
premium  life: 


MALE  AGES 

$250,000 

$500,000 

$1,000,000 

25 

250.00 

455.00 

670.00 

30 

252.50 

460.00 

677.50 

35 

255.00 

465.00 

685.00 

40 

330.00 

595.00 

880.00 

45 

412.50 

760.00 

1,127.50 

50 

542.50 

1,015.00 

1,510.00 

55 

810.00 

1,520.00 

2,267.50 

60 

1,355.00 

2,535.00 

3,790.00 

65 

2,372.50 

4,385.00 

6,565.00 

(smoker’s  rates  slightly  higher) 


Renewable  to  age  100.  Female  rates  same  as  males  four  years  younger.  All  coverage 
provided  by  companies  rated  “A  Excellent”  by  A.M.  Best  Co. 

For  a written  quotation  and  policy  description  send  your  date  of  birth  and  amount 
of  coverage  desired  to: 

COOK  & ASSOCIATES 

2970  Cottage  Hill  Road  • Suite  201  • Mobile,  Al  36606  • (205)  476-1737 
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Hooray,  the  public  says,  our  wonderful  legislature 
has  reinvented  the  free  lunch;  justice  has  triumphed 
and  virtue  reigns  supreme! 

Not  quite.  What  the  lawmakers  will  not  have  ex- 
plained is  how  to  force  these  companies  to  continue 
writing  liability  coverage  at  a loss. 

In  our  case,  our  mutual  company,  denied  the  rate- 
making structure  it  requires  for  solvency  — which 
means  retaining  loss  reserves  against  claims  already 
filed  — might  go  belly  up.  What  happens  then?  By 
law,  physicians  must  then  pony  up,  at  much  higher 
rates,  to  a Joint  Underwriting  Association.  If  the  JUA 
goes  into  hock,  so  do  all  of  us  by  a proportionate  share 
in  that  deficit. 

Similarly,  we  suppose,  other  forms  of  liability  cov- 
erage would  be  converted  into  high-risk  pools  at  ex- 
orbitant costs  to  those  paying  the  premiums. 

And  guess  who  will  have  been  the  only  ones  to  have 
profited  from  bankrupting  both  systems?  Damntrial- 
lawyers. 

It  would  be  nice  to  buy  1987  insurance  or  a 1987 
car  at  1977  prices.  But  until  someone  invents  a way 
to  suspend  the  laws  of  economics,  don’t  count  on  it. 

Our  antagonists  in  the  Legislature  will  say  they  are 
always  willing  to  meet  with  us  and  talk  things  over  to 
see  if  ‘ ‘ something  can  be  worked  out . ” We  have  talked 
and  talked,  realizing  that,  in  essence,  each  encounter 
was  simply  another  of  the  familiar  lawyer  delaying 
actions.  Lawyers  win  many  of  their  battles  by  putting 
off  a solution  forever. 

And  there  will  surely  be  other  tactical  maneuvers, 
such  as  the  attempt  to  appear  conciliatory,  “fair  and 
reasonable.”  Our  opponents  and  detractors  will  argue 
that  they  want  only  what  is  best  for  everyone,  by  which 
they  really  mean  what  is  best  for  those  of  their  number 
who  have  grown  rich  plundering  deep  pockets. 

Whatever  ruses  they  attempt,  we  are  moving  straight 
ahead  with  essentially  the  same  bill  that  almost  passed 
last  year.  We  won’t  be  deflected  by  more  studies, 
conferences,  and  offers  of  clandestine  deals  and  sugary 
compromises.  There  is  nothing  to  compromise,  be- 
yond all  the  accommodations  already  written  into  our 
bill. 


We  will  tell  the  Legislature  that  on  this  proposed 
legislation  we  intend  to  take  our  stand,  to  fight  it  out 
in  the  committee  meeting  rooms,  and  on  the  floor  of 
the  legislature,  and  at  the  grass  roots  of  the  voting 
public.  No  quarter.  Our  bill,  we  maintain,  is  the  min- 
imum effective  legislation  Alabama  must  have  to  in- 
sure patient  access  to  all  that  modem  medicine  has  to 
offer,  and  we  cannot  in  good  conscience  accept  less. 
We  will  make  last  year’s  push  look  like  just  what  it 
was  — a warm-up  for  this  year’s  all-out  effort  by 
physicians  and  their  families,  employees,  and  patients. 

Our  opponents  are  making  loud  and  belligerent  noises 
well  in  advance  of  the  opening  of  the  1987  Legislature. 
Their  intent  is  obvious:  to  persuade  us  that  we  are 
foolish  to  do  battle  with  a 900-pound  gorilla.  We  agree. 
But  the  gorilla  has  been  losing  a lot  of  weight  lately, 
in  case  they  haven’t  checked  the  scales  (or  the  election 
returns). 

When  push  comes  to  shove,  however,  our  strength 
is  multiplied  by  the  purity  of  our  motives  and  the  self- 
serving  motives  of  our  opponents. 

Our  objectives  are  improved  access  to  health  care 
and  restoration  of  the  traditional  doctor-patient  rela- 
tionship. Their  objective  is  to  maintain  insurance  com- 
panies — that  is,  everyone  who  buys  insurance  — as 
their  private  hunting  preserves.  Their  interest  is  per- 
sonal enrichment;  ours  is  public  and  professional  pro- 
tection from  the  predators  and  scavengers  preying  on 
disease,  accident  and  human  misfortune.  A majority 
of  the  public  agrees  with  us. 

In  sum,  we  are  right  and  they  are  wrong,  and  they 
know  it.  That  is  the  essence  of  our  strength  and  that 
is  why  we  will  ultimately  prevail.  0 
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1986  Medical  Foundation 

Builders 


The  Medical  Foundation  of  Alabama  gratefully  acknowledges  the  contributions  it  received  during  1986 
and  further  encourages  all  physicians  to  consider  a gift  to  the  Foundation  this  year. 

The  non-profit  corporation  was  created  to  address  new  problems  facing  medicine  and  to  sponsor 
solutions  that  could  not  otherwise  be  adequately  funded  by  the  Medical  Association. 

Listed  below  are  the  physicians  who  made  contributions  to  the  Foundation  during  the  period  from 
January  1 to  December  31,  1986. 

Gifts  to  the  Medical  Foundation  of  Alabama  are  received  in  a variety  of  ways:  bequests,  memorials, 
real  estate,  stocks  and  monetary  contributions.  Contributing  memberships  to  the  Foundation  are  $100 
per  year.  All  gifts  are  tax  deductible. 

Direct  all  correspondence  to  the  Foundation  to  MASA’s  Public  Relations  Director,  Medical  Foundation 
of  Alabama,  P.O.  Box  1900-C,  Montgomery,  AL  36197. 
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Bradley,  Winston  Ellis,  Jr. 
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continued  on  page  17 
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ZANTAC®  150  h.s. 

ranitidine  HCl/Glaxo  150  mg  tablets 


EFFECTIVE  MAINTENANCE  THERAPY 
for  healed  duodenal  ulcer  patients 


In  two  randomized,  double-blind,  and  well -control  led  clinical 
trials,  ZANTAC  150  mg  h.s.  significantly  superior  to  cimetidine 
400  mg  h.s.  for  maintenance  therapy  in  healed  duodenal  ulcers. 


Percent  of  patients  with  observed  duodenal  ulcer  recurrence 


0-4 

months 

0-8 

months 

0-12 

months 

No. 

patients 

USA1 

ranitidine 
150  mg  h.s. 

9% 

14%* 

16%+ 

60 

cimetidine 
400  mg  h.s. 

23% 

34% 

43% 

66 

UK,  Ireland, 
Austral i a2 

rani ti di ne 
150  mg  h.s. 

8 %+ 

14%+ 

23%+ 

243 

cimetidine 

21% 

34% 

37% 

241 

400  mg  h.s. 

*p  = 0.02 
tp=0.01 
+p<0.004 

%=life-table  estimates 

All  patients  were  permitted  prn  antacids  for  relief  of  pain. 


These  two  trials  used  the  currently  recommended  dosing  regimen 
of  cimetidine  (400  mg  h.s.)  and  ranitidine  (150  mg  h.s.).  A 
comparison  of  other  dosing  regimens  has  not  been  studied. 

The  studied  dosing  regimens  are  not  equivalent  with  respect  to 
the  degree  and  duration  of  acid  suppression  or  suppression  of 
nocturnal  acid. 


The  superiority  of 
indicates  that  the 
cimetidine  is  less 
therapy. 


ranitidine  over  cimetidine  in  these  trials 
dosing  regimen  currently  recommended  for 
likely  to  be  as  successful  in  maintenance 


Convenient  once-a-night  dose  with  a 
low  incidence  of  side  effects^ 

Headache,  sometimes  severe,  seems  to  be  related  to  ranitidine 
administration.  Other  side  effects  have  been  reported;  for  a 
complete  listing,  see  the  ADVERSE  REACTIONS  section  in  the  Brief 
Summary. 


No  significant  interference  with  the  hepatic  cytochrome 
P-450  enzyme  system  at  recommended  doses 


ZANTAC  150  mg  has  no  significant  drug  interactions  with 
theophylline,  phenytoin,  or  warfarin.  The  bioavailability  of 
certain  medications  whose  absorption  is  dependent  on  a low  gastric 
pH  may  be  altered  when  ZANTAC  or  other  medications  that  decrease 
gastric  acidity  are  administered. 


ranitidine  HCI/G/axo  150  mg  tablets 


One  tablet  at  bedtime 
for  maintenance 


See  next  page  for  references  and 
Brief  Summary  of  Product  Information. 


Glaxo/<™*>. 


Zantaciso 

ranitidine  HCI/Glaxo  150  mg  tablets 

One  tablet  at  bedtime  for  maintenance  therapy 
in  healed  duodena!  ulcer  patients 
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1.  Silvis  SE,  Griffin  J,  Hardin  R,  et  al:  Final  report  on  the  United 
States  multicenter  trial  comparing  ranitidine  to  cimetidine  as 
maintenance  therapy  following  healing  of  duodenal  ulcer.  V Clin 
Gastroenterol  1985:7(6)  482  487 

2.  Gough  KR,  Korman  MG.  Bardhan  KD.  et  al  Ranitidine  and 
cimetidine  in  prevention  of  duodenal  ulcer  relapse  A double- 
blind, randomised,  multicentre,  comparative  trial  Lancet 
1984.ii659-662 
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ZANTAC’  150  Tablets  BRIEF  SUMMARY  OF 

(ranitidine  hydrochloride)  PRODUCT  INFORMATION 

ZANTAC’  300  Tablets 
(ranitidine  hydrochloride) 

The  following  is  a brief  summary  only.  Before  prescribing,  see 
complete  prescribing  information  in  ZANTAC'  product  labeling. 
INDICATIONS  AND  USAGE:  ZANTAC’  is  indicated  in: 

1 Short  term  treatment  of  active  duodenal  ulcer.  Most  patients 
heal  within  four  weeks. 

2 Maintenance  therapy  for  duodenal  ulcer  patients  at  reduced  dos- 
age after  healing  of  acute  ulcers. 

3.  The  treatment  of  pathological  hypersecretory  conditions  (eg,  Zol 
linger  Ellison  syndrome  and  systemic  mastocytosis). 

4 Short  term  treatment  of  active,  benign  gastric  ulcer.  Most 
patients  heal  within  six  weeks  and  the  usefulness  of  further  treat- 
ment has  not  been  demonstrated 

5 Treatment  of  gastroesophageal  reflux  disease  (GERD)  Symptom- 
atic relief  commonly  occurs  within  one  or  two  weeks  after  starting 
therapy  and  is  maintained  throughout  a six-week  course  of  ther- 
apy. 

In  active  duodenal  ulcer;  active,  benign  gastric  ulcer;  hyper 
secretory  states,  and  GERD.  concomitant  antacids  should  be 
given  as  needed  for  relief  of  pain. 

CONTRAINDICATIONS:  ZANTAC’  is  contraindicated  for  patients 
known  to  have  hypersensitivity  to  the  drug 
PRECAUTIONS:  Symptomatic  response  to  ZANTAC’  therapy  does 
not  preclude  the  presence  of  gastric  malignancy 
Since  ZANTAC  is  excreted  primarily  by  the  kidney,  dosage 
should  be  adjusted  in  patients  with  impaired  renal  function  (see 
DOSAGE  AND  ADMINISTRATION)  Caution  should  be  observed  in 
patients  with  hepatic  dysfunction  since  ZANTAC  is  metabolized  in 
the  liver. 

False-positive  tests  for  urine  protein  with  Multistix"  may  occur 
during  ZANTAC  therapy,  and  therefore  testing  with  sulfosalicylic 
acid  is  recommended. 

Although  recommended  doses  of  ZANTAC  do  not  inhibit  the 
action  of  cytochrome  P-450  enzymes  in  the  liver,  there  have  been 
isolated  reports  of  drug  interactions  which  suggest  that  ZANTAC 
may  affect  the  bioavailability  of  certain  drugs  by  some  mechanism 
as  yet  unidentified  (eg,  a pH-dependent  effect  on  absorption  or  a 
change  in  volume  of  distribution) 

Lack  of  experience  to  date  precludes  recommending  ZANTAC 
for  use  in  children  or  pregnant  patients.  Since  ZANTAC  is  secreted 
in  human  milk,  caution  should  be  exercised  when  administered  to 
a nursing  mother. 

ADVERSE  REACTIONS:  Headache,  sometimes  severe,  seems  to  be 
related  to  ZANTAC’  administration.  Constipation,  diarrhea,  nau- 
sea/vomiting,  and  abdominal  discomfort/pain  have  been 
reported.  There  have  been  rare  reports  of  malaise,  dizziness, 
somnolence,  insomnia,  vertigo,  tachycardia,  bradycardia,  prema- 
ture ventricular  beats,  and  arthralgias.  Rare  cases  of  reversible 
mental  confusion,  agitation,  depression,  and  hallucinations  have 
been  reported,  predominantly  in  severely  ill  elderly  patients. 

In  normal  volunteers,  SGPT  values  were  increased  to  at  least 


twice  the  pretreatment  levels  in  6 of  12  subjects  receiving  100  mg 
qid  IV  for  seven  days,  and  in  4 of  24  subiects  receiving  50  mg  qid 
for  five  days.  With  oral  administration  there  have  been  occasional 
reports  of  reversible  hepatitis,  hepatocellular  or  hepatocanalicu- 
lar  or  mixed,  with  or  without  |aundice. 

There  have  been  rare  reports  of  reversible  leukopenia,  granulo- 
cytopenia. thrombocytopenia,  and  pancytopenia. 
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well  as  rare  cases  of  hypersensitivity  reactions  (eg.  broncho- 
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creatinine. 
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150  mg  every  24  hours.  Should  the  patient’s  condition  require,  the 
frequency  of  dosing  may  be  increased  to  every  12  hours  or  even 
further  with  caution.  Hemodialysis  reduces  the  level  of  circulating 
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HOW  SUPPLIED:  ZANTAC”  300  Tablets  (ranitidine  hydrochloride 
equivalent  to  300  mg  of  ranitidine)  are  yellow,  capsule-shaped 
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HEALTH  OFFICER’S 
LETTER 


C.  E.  Fox,  III,  M.D.,  M.P.H. 


Announcing  the  Storkline 


As  I look  ahead  to  the  new  year  with  excitement 
and  enthusiasm,  I am  pleased  to  announce  the 
initiation  of  the  Storkline,  a toll-free  referral  service 
for  pregnant  women  statewide. 

The  Storkline  was  developed  under  the  sponsorship 
of  the  Healthy  Mothers/Healthy  Babies  Coalition,  a 
group  of  30  agencies  and  organizations  whose  mission 
is  to  motivate  Alabama  women  to  adopt  behaviors  to 
protect  their  health  and  the  health  of  their  infants  and 
children. 

The  Alabama  Perinatal  Association  and  the  state 
March  of  Dimes  were  instrumental  in  supporting  this 
effort.  The  Perinatal  Association,  an  advocate  for  ma- 
ternal and  child  health  issues,  wrote  the  grant  to  in- 
crease perinatal  health  promotion  in  Alabama.  It  was 
through  them  that  the  hotline  idea  was  generated. 

Funding  was  secured  to  open  the  Storkline  through 
the  assistance  of  the  Lauderdale  and  Lawrence  county 
chapters  of  the  March  of  Dimes.  We  are  very  pleased 
to  have  their  strong  support. 


The  Storkline’s  function  is  to  provide  a needed  pub- 
lic service  to  pregnant  women  who  require  assistance 
in  locating  available  prenatal  care  and  hospital  delivery 
services. 

Our  promotional  efforts  emphasize  that  the  Storkline 
is  not  an  emergency  line  and  does  not  provide  medical 
information  to  women  regarding  their  pregnancies. 
Many  women  are  not  aware  of  the  resources  available 
to  them,  especially  those  who  live  in  rural  areas. 

Referrals  will  be  made  to  the  WIC  Program  admin- 
istered through  the  Alabama  Department  of  Public 
Health,  programs  of  the  Department  of  Human  Re- 
sources and  services  of  the  Alabama  Medicaid  Agency. 

In  addition  to  social  services,  operators  will  refer 
callers  to  available  maternity  services  within  their  com- 
munity or  nearby.  The  information  the  Storkline  op- 
erators will  supply  was  obtained  through  statewide 
surveys  of  obstetricians-gynecologists,  family  practi- 
tioners and  general  practitioners. 

As  the  information  we  provide  needs  to  be  con- 
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stantly  updated,  we  would  welcome  receiving  any  in- 
formation about  additional  physicians  who  will  accept 
new  obstetrics  patients. 

Publicity  kits  concerning  the  Storkline  will  be  avail- 
able not  only  for  agencies  but  for  health  care  providers 
as  well. The  publicity  kit  has  a toll-free  telephone  num- 
ber and  calling  cards  listing  the  Storkline  number  which 
is  1-800-654-1385.  The  Storkline  number  in  the  Mont- 
gomery area  is  261-5665.  The  kits  also  contain  infor- 
mation on  such  subjects  as  fetal  alcohol  syndrome, 
smoking  and  nutrition  in  pregnancy. 

The  following  organizations  and  agencies  are  mem- 
bers of  the  Healthy  Mothers/Healthy  Babies  Coalition: 

Alabama  Advisory  Council  on  Maternal  and  Child 
Health,  Alabama  Perinatal  Association,  Alabama 
March  of  Dimes,  Alabama  Medicaid  Agency,  Mont- 
gomery Family  Guidance  Center,  Alabama  Depart- 
ment of  Public  Health,  Alabama  Department  of  Human 
Resources,  University  of  Alabama  at  Birmingham, 
University  of  Alabama  at  Huntsville,  University  of 
South  Alabama,  West  Alabama  Health  Services,  Al- 
abama Nurses  Association,  Legal  Services  Corpora- 
tion of  Alabama,  Association  for  Retarded  Citizens, 
Baptist  Health  Services  in  Montgomery,  Children’s 
Hospital  in  Birmingham  and  the  Council  on  Human 
Relations. 

Data  are  being  kept  on  the  types  of  calls  being  made. 
This  should  give  us  an  idea  of  the  magnitude  of  the 
problem  and  will  also  give  leverage  to  improve  care 
and  to  convince  policy  makers  that  we  do  need  to 
improve  care  for  our  state’s  expectant  mothers. 

We  look  forward  to  giving  those  physicians  who 
responded  to  the  survey  some  additional  information 
in  several  months.  [El 


Correction 

Editor,  Alabama  Medicine: 

I thought  I had  gone  over  and  over  the  list  of  ap- 
proved programs  in  the  State  of  Alabama  so  that  I 
would  not  inadvertently  miss  one. 

Despite  that  effort,  I omitted  one  of  the  hospitals  in 
which  I practice.  St.  Vincent’s  Hospital  has  an  ex- 
cellent cancer  program,  which  is  approved  by  the  Com- 
mission on  Cancer  of  the  American  College  of  Sur- 
geons. 

It  was  not  listed  in  the  manuscript  which  I sent  you. 
1 would  appreciate  very  much  your  helping  me  to  cor- 
rect this  error.  It  is  entirely  my  mistake. 

I’m  embarrassed.  Please  help  me  to  set  the  record 
straight. 


Grant  Was  Sober 

Editor,  Alabama  Medicine: 

I was  intrigued  by  [Dr.  Yohn’s  column]  “St, 

By  Each  Other”  and  [his]  remarks  concerning  Ge 
Ulysses  S.  Grant. 

As  a student  of  the  Civil  War,  I think  to  say  th 
Grant  was  “often  drunk  during  the  war”  is  totally 
incorrect. 

His  Chief  of  Staff  was  a man  named  Rawlins  who 
eventually  died  of  tuberculosis  from  which  he  suffered 
during  the  Civil  War  and  this  man  was  sworn  to  help 
keep  Gram  sober. 

There  was  an  incident  in  New  Orleans,  I believe, 
wherein  he  fell  off  a horse  when  the  horse  was  fright- 
ened by  a locomotive  and  a particular  newspaper  man 
stated  that  Grant  was  drunk  and  made  other  claims  in 
this  respect. 

It  would  appear  to  me  that  in  the  loneliness  of  a 
Western  post  away  from  his  wife,  whom  he  dearly 
loved,  that  Grant  did  drink  to  excess  and  resigned  from 
the  Army  in  part  because  of  this. 

However,  I don’t  think  anyone  could  have  carried 
out  his  campaigns  the  way  he  did  if  using  alcohol.  I 
do  agree  that  Grant  was  an  impeccably  honest  man 
and  was  throughout  his  service,  prior  to  the  War,  dur- 
ing the  War,  and  afterwards. 

He  certainly  didn’t  profit  by  the  shenanigans  of  his 
friends  and  would  have  died  in  poverty  had  it  not  been 
for  Mark  Twain  publishing  his  memoirs.  Incidentally, 
these  are  well-written  and  though  the  last  part  was 
finished  after  his  death  by  a man  who  had  served  under 
him  in  the  Civil  War,  this  fact  doesn’t  detract  from 
the  above  observation. 

[Dr.  Yohn]  made  a brief  reference  to  Sherman  (who 
served  under  Grant)  ‘ ‘did  seem  bonkers”  and  this  came 
about  as  happens  with  people  now.  He  gave  newspaper 
reporters  an  incredible  figure  for  the  number  of  soldiers 
who  would  be  required  to  defeat  the  South.  As  it  turned 
out  he  actually  underestimated  the  number.  Far  from 
being  “bonkers,”  he  was  incredibly  sharp. 

I don’t  have  any  argument  with  the  rest  of  [Dr. 
Yohn’s  thesis]  concerning  the  AMA,  but  I don’t  really 
think  that  they  always  serve  our  needs  as  they  should. 
However,  they  are  “the  only  game  in  town”  and  be- 
cause of  this  I have  continued  my  membership  in  the 
American  Medical  Association,  although  this  past  year 
I thought  long  and  hard  about  it. 

Arthur  L.  Ennis,  M.D. 
Gadsden,  Alabama 
January  16,  1987 


Thomas  A.  Gaskin,  M.D. 
Birmingham 
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New  Developments 
in  the  Treatment  of 
Acute  Myocardial  Infarction 

(Part  III  of  III) 

Silvio  E.  Papapietro,  M.D.* 

Joaquin  G.  Arciniegas,  M.D. 

Terry  B.  Cooper,  M.D. 

DeAnna  Walls,  R.N. 

Patricia  Carroll,  R.N. 

Michael  T.  Simpson,  M.D. 

Randall  G.  Hess,  D.O. 

Alfred  W.  H.  Stanley,  Jr.,  M.D. 

William  A.  H.  MacLean,  M.D. 


Experience  with  Coronary 
Reperfusion  in  Evolving  MI  at 
Carraway  Methodist  Medical 
Center 

At  Carraway  Methodist  Medical  Center,  in  Bir- 
mingham, Alabama,  we  initiated  a program  of 
aggressive  treatment  of  acute  MI  in  1981.  The  hospital 
serves  as  a major  referral  for  patients  with  cardiovas- 
cular diseases,  who  are  transferred  by  three  helicopter 
ambulances. 

Patients  presenting  with  symptoms  and  electrocar- 


*From  the  Division  of  Cardiology,  Department  of  Medicine,  Carraway  Methodist 
Medical  Center  and  The  Norwood  Clinic,  Birmingham,  Alabama.  Supported  in  part 
by  the  Kemp-Carraway  Heart  Institute,  Birmingham. 

Reprint  address:  Silvio  E.  Papapietro,  M.D.,  Division  of  Cardiology,  Carraway 
Methodist  Medical  Center,  1600  North  26th  Street,  Birmingham,  AL  35234,  USA 
Telephone:  (205)226-6209. 


diographic  evidence  of  evolving  MI  are  evaluated  for 
urgent  cardiac  catheterization  by  a staff  cardiologist. 
We  initially  established  an  arbitrary  limit  of  18  hours 
from  chest  pain  to  cardiac  catheterization  and  angiog- 
raphy. Three  hundred  and  forty-one  patients  with  sus- 
pected evolving  transmural  MI  were  studied  the  first 
2V2  years.  After  angiographic  confirmation  of  acute 
MI,  recanalization  of  the  infarct  artery  was  attempted 
in  215  patients.  In  the  remainder  126  patients,  reca- 
nalization efforts  were  not  attempted  for  various  rea- 
sons, including  a small  infarct  artery  associated  with 
a small  infarct,  subtotal  occlusion  of  the  infarct  artery 
with  good  distal  flow,  or  multivessel  coronary  disease 
requiring  emergent  coronary  bypass  surgery. 

Of  the  215  patients  in  whom  infarct  artery  recanal- 
ization was  attempted,  it  was  successful  in  144  (67%) 
and  unsuccessful  in  71  (33%).  Successful  recanali- 
zation was  accomplished  with  intracoronary  Strepto- 
kinase in  101,  PTCA  in  23,  guidewire  manipulation 
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in  10,  intracoronary  Urokinase  in  7,  injection  of  con- 
trast media  in  2,  and  intracoronary  Nitroglycerin  in  1 
patient.  Both  groups,  the  successfully  and  unsuccess- 
fully recanalized,  were  similar  in  age  (57.6  vs  60.4 
years),  infarct  location  (anterior  43%  vs  42%,  inferior 
57%  vs  58%),  initial  cardiac  index  (2.6  ±0.7  vs 
2.8  ±0.8  L/min/m2),  initial  LV  ejection  fraction 
(0.46 ±0.11  vs  0.47  ±0.12),  and  time  from  onset  of 
symptoms  to  recanalization  (324  ±166  minutes  vs 
345  ± 152  minutes). 

Hospital  mortality  (Figure  3)  was  21.1%  in  the  un- 
successful recanalization  group,  and  9.7%  in  the  un- 
successful recanalization  group  (p  < 0.05).  The  great- 
est difference  was  observed  in  patients  with  anterolateral 
MI,  in  whom  mortality  was  reduced  from  25.7%  to 
4.8%  with  successful  recanalization. 

The  effects  of  coronary  recanalization  in  global  LV 
function  are  shown  in  Figure  4.  Successful  recanali- 
zation and  persistent  patency  of  the  infarct  artery  at 
followup  angiography  were  associated  with  improve- 
ment in  LV  function,  demonstrated  by  an  increase  in 
LV  ejection  fraction  from  0.46  ±0.11  to  0.50  ±0.11. 
Conversely,  when  successful  recanalization  was  fol- 
lowed by  reocclusion  of  the  infarct  artery,  or  when 
recanalization  was  unsuccessful,  there  was  no  im- 
provement or  a decline  in  LV  ejection  fraction. 

Not  all  patients  successfully  recanalized  had  im- 
provement in  LV  function.  As  shown  in  Figure  5,  LV 
ejection  fraction  improved  in  50%,  was  unchanged  in 
30%,  and  decreased  in  20%  of  patients  after  successful 
recanalization  and  persistent  patency  of  the  artery.  In 
patients  in  whom  reperfusion  was  unsuccessful,  or  the 
infarct  artery  reoccluded,  LV  ejection  fraction  im- 
proved in  only  14%,  did  not  change  in  32%,  and  de- 
creased in  54%.  These  findings  indicate  that  although 
recanalization  of  the  infarct  artery  is  a major  deter- 
minant of  myocardial  salvage,  and  frequently  is  as- 


AMI:  Hospital  Mortality 


Figure  3:  Hospital  mortality  in  acute  myocardial  infarction. 
Abbreviations  AMI  = acute  myocardial  infarction;  PNS  = p non- 
significant. 


sociated  with  improvement  in  LV  function,  even  prompt 
reperfusion  does  not  prevent  irreversible  ischemic 
damage  in  some  patients.  In  a small  minority,  LV 
function  improves  even  if  the  infarct  artery  remains 
occluded. 

In  order  to  identify  parameters  that  predict  a favor- 
able outcome  (survival  and  improvement  in  LV  func- 
tion), we  performed  multivariate  analysis  of  several 
clinical,  hemodynamic  and  angiographic  variables.  We 
found  that  the  strongest  independent  predictors  of  hos- 
pital survival  were  the  initial  cardiac  index,  the  out- 
come of  reperfusion  (successful  or  unsuccessful)  and 
the  patency  status  of  the  infarct  artery  at  follow  up 
angiography  (patent  or  occluded).  Patients  most  likely 
to  survive  were  those  with  high  cardiac  index,  suc- 
cessful reperfusion,  and  no  reocclusion  of  the  infarct 
artery  at  follow  up  angiography.  Following  successful 
reperfusion,  the  strongest  independent  predictors  of 
improvement  in  LV  ejection  fraction  were  the  initial 
LV  ejection  fraction  and  end-systolic  volume.  Patients 
with  the  lowest  ejection  fraction  and  largest  end-sys- 
tolic volume  had  the  greatest  increase  in  LV  ejection 
fraction  after  reperfusion.  Time  from  onset  of  symp- 
toms to  reperfusion  was  a weak  predictor  of  improve- 
ment in  LV  function. 

These  data  indicate  that  the  benefit  of  myocardial 
reperfusion  is  closely  dependent  on  the  extent  and  se- 
verity of  myocardial  dysfunction  caused  by  the  acute 
MI.  Patients  most  likely  to  benefit  from  reperfusion 
are  those  most  critically  ill,  with  greater  reductions  in 
cardiac  output  and  LV  ejection  fraction.  Those  who 
present  with  high  cardiac  index  and  minimally  com- 
promised LV  function,  are  less  likely  to  benefit.  These 
findings  emphasize  the  importance  of  an  aggressive 
attempt  to  restore  myocardial  blood  flow  in  critically 
ill  patients  with  acute  MI,  particularly  those  with  car- 
diogenic shock,  in  whom  prognosis  with  conventional 
therapy  remains  extremely  poor. 

We  have  recently  reviewed  our  experience  with 
PTC  A in  acute  MI.  From  December,  1981  through 
March,  1986,  we  performed  PTCA  in  244  patients 
evolving  an  acute  MI.  Time  from  onset  of  pain  to 
cardiac  catheterization  was  5.1  ±4.2  hours.  The  in- 
farct vessel  was  the  right  coronary  artery  in  125,  the 
left  anterior  descending  in  99,  the  left  circumflex  artery 
in  17,  and  an  aorto-coronary  saphenous  vein  graft  in 
3 patients.  PTCA  was  successful  in  76%.  Hospital 
mortality  after  successful  PTCA  was  10.8%,  and  after 
unsuccessful  PTCA  31%  (p  < 0.0002).  Followup  an- 
giographic studies  were  obtained  after  successful  PTCA 
and  prior  to  hospital  discharge  in  85  patients,  and 
revealed  persistent  patency  of  the  dilated  artery  in  69 
or  81 .2%,  and  reocclusion  in  16  or  18.8%.  LV  ejection 
fraction  increased  from  0.39  ±0.11  to  0.48  ±0.1 2 (P 
< 0.005)  in  the  left  anterior  descending  artery  group 
following  successful  PTCA  and  persistent  patency  of 
the  vessel  at  follow  up. 
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Figure  4:  Acute  myocardial  infarction:  Effects  of  coronary  ar- 
tery recanalization  on  left  ventricular  ejection  fraction.  The  illus- 
tration depicts  the  effects  of  coronary  artery  recanalization  on  left 
ventricular  ejection  fraction.  On  the  left,  the  effects  of  successful 
coronary  artery  recanalization  and  persistent  patency  of  the  vessel. 
In  the  center,  the  effects  of  successful  recanalization  with  reoc- 
clusion of  the  infarct  artery.  On  the  right,  the  effects  of  unsuc- 
cessful recanalization. 

Abbreviations  LV=left  ventricular;  SD  = standard  deviation; 
PNS=p  nonsignificant. 


AMI:  Affects  of  Coronary  Artery  Recanalization 
on  LV  EF 
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Figure  5:  Acute  myocardial  infarction:  Effects  of  coronary  ar- 
tery recanalization  on  left  ventricular  ejection  fraction . The  upper 
panel  depicts  the  effects  of  successful  coronary  artery  recanali- 
zation and  persistent  patency  of  the  infarct  artery  at  followup  study. 
The  lower  panel  depicts  the  effects  of  successful  recanalization 
followed  by  reocclusion,  and  unsuccessful  recanalization. 

Abbreviations  EF  = ejection  fraction;  t = increase;  I = de- 
crease. 


As  part  of  the  TIMI  trial,  we  are  now  evaluating 
recombinant  tissue  plasminogen  activator  (r-TPA),  ad- 
ministered intravenously  to  patients  with  acute  trans- 
mural MI.  r-TPA  is  a protease  with  a molecular  weight 
of  63,000  that  requires  fibrin  as  a cofactor  to  activate 
plasminogen,  and  only  activates  plasminogen  bound 
to  clots,  thus  not  producing  a significant  “lytic  state.” 
r-TPA  is  approximately  twice  as  effective  as  strepto- 


kinase when  administered  intravenously,  with  a suc- 
cess rate  of  62%  and  70%  demonstrated  by  the  TIMI9 
and  European10  studies  respectively,  compared  to  31% 
and  55%  effectiveness  for  streptokinase.  The  TIMI 
trial  is  currently  evaluating  the  use  of  r-TPA  in  com- 
bination with  PTC  A in  acute  MI.  It  is  expected  that 
r-TPA  will  become  the  fibrinolytic  agent  of  choice, 
and  that  TIMI  will  provide  important  information  con- 
cerning the  potential  benefits  of  combining  early  fi- 
brinolysis and  PTC  A in  acute  MI. 

Approach  to  the  Patient  With  Suspected 
Acute  MI 

Figure  6 illustrates  our  current  approach  to  patients 
who  present  with  chest  pain  and  electrocardiographic 
changes  consistent  with  evolving  MI.  After  initial  eval- 
uation, usually  in  the  emergency  room,  the  patient  is 
immediately  transferred  to  the  cardiac  catheterization 
laboratory  where  LV  and  coronary  angiography  are 
performed  employing  the  femoral  percutaneous  (Jud- 
kins) approach.  In  a minority  of  patients,  acute  MI  is 
excluded  by  demonstrating  normal  LV  function  and 
coronary  arteries.  These  patients  represent  a heterog- 
enous group  that  may  include  acute  pericarditis,  “early 
repolarization”  changes  on  electrocardiogram,  gas- 
trointestinal pain  associated  with  transient  electrocar- 
diographic changes,  and  aortic  dissection.  These  pa- 
tients are  difficult  to  evaluate,  would  normally  be 
admitted  to  the  coronary  care  unit  for  several  days  and 
most  would  undergo  coronary  angiography  late  in  their 
hospital  stay.  By  excluding  coronary  artery  disease, 
early  coronary  angiography  can  simplify  the  manage- 
ment of  these  patients,  shorten  their  hospital  stay,  and 
prevent  costly  and  unnecessary  cardiovascular  evalu- 
ation. An  additional  advantage  of  early  angiography 
is  to  exclude  patients  with  aortic  dissection  that  can 
be  confused  with  acute  myocardial  ischemia  from  ath- 
erosclerotic disease,  particularly  if  the  intimal  dissec- 
tion involves  a coronary  artery.  In  these  patients,  as 
in  those  with  acute  pericarditis,  the  use  of  thrombolytic 
agents  is  contraindicated  and  can  result  in  serious  and 
often  fatal  complications.23 

In  those  patients  in  whom  acute  MI  is  confirmed  by 
demonstrating  a thrombotic  occlusion  of  a coronary 
artery  and  a corresponding  area  of  LV  asynergy,  ther- 
apy depends  on  the  severity  and  extent  of  the  ather- 
osclerotic process  and  LV  dysfunction.  In  patients  with 
single  vessel  disease,  with  only  the  infarct  artery  in- 
volved, we  attempt  reperfusion  by  either  thrombolysis 
or  PTC  A.  If  in  addition  to  occlusion  of  the  infarct 
artery,  there  is  severe  atherosclerotic  disease  in  one  or 
the  other  two  major  epicardial  coronary  arteries  or 
branches,  we  consider  thrombolysis  or  PTCA  to  re- 
canalize the  infarct  artery,  but  will  consider  an  addi- 
tional procedure,  either  PTCA  or  coronary  artery  by- 
pass surgery  to  revascularize  the  non-infarct  arteries 
at  a later  date.  In  patients  with  severe  left  main  disease 
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Figure  6:  Approach  to  patients  with  suspected  acute  myocardial 
infarction.  See  text  for  discussion. 

Abbreviations  Ao  = aortic;  Rx  = treatment;  CAD  = coronary  ar- 
tery disease;  PTC A=  percutaneous  transluminal  coronary  angio- 
plasty; CABG  = coronary  artery  bypass  grafting. 


(>  50%  stenosis),  we  frequently  proceed  with  emer- 
gent coronary  artery  bypass  surgery.  In  patients  with 
a small  infarct  artery  and  a small  MI,  usually  asso- 
ciated with  a benign  hospital  course,  and  in  whom  the 
benefits  of  aggressive  therapy  are  less  clear,  we  may 
elect  conventional  therapy. 

Cardiac  catheterization  can  be  performed  safely  and 
with  minimal  complications  during  evolving  MI.  It 
provides  important  information  concerning  global  and 
regional  LV  function  and  coronary  arterial  anatomy. 
It  allows  identification  of  those  patients  most  likely  to 
benefit  from  coronary  reperfusion,  and  the  best  ap- 
proach to  achieve  it.  It  also  provides  information  to 
exclude  patients  without  acute  MI,  or  other  patholo- 
gies, in  whom  coronary  reperfusion  is  not  indicated 
or  contraindicated. 


Conclusions 

During  the  last  decade,  the  treatment  of  acute  MI 
has  evolved  from  an  emphasis  on  hemodynamic  mon- 
itoring and  treatment  of  complications,  to  a more  ag- 
gressive attempt  to  alter  the  natural  history  of  my- 
ocardial necrosis  by  early  reestablishment  of  coronary 
blood  flow.  This  change  is  the  result  of  better  under- 
standing of  the  pathophysiology  of  MI,  and  the  role 
of  acute  coronary  thrombosis.  Early  recanalization  of 
the  infarct  artery,  either  by  thrombolytic  therapy  or 
PTC  A,  can  preserve  LV  function  and  reduce  morbidity 
and  mortality.  The  optimal  approach,  whether 
thrombolytic  therapy,  PTC  A,  or  a combination  of  both, 
remains  to  be  established. 

With  the  acquisition  of  new  information  about  the 
pathophysiology  of  reperfusion,  the  availability  of  more 


effective  and  safer  thrombolytic  agents,  and  improved 
PTC  A technology,  the  next  decade  will  undoubtedly 
witness  an  unprecedented  evolution  in  the  treatment 
of  MI.  0 
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PHYSICIANS, 
SCHEDULE 
SOME  TIME  FOR 
YOUR  COUNTRY. 

Many  physicians  would 
like  to  devote  some  time  to  their 
country  in  a local  Army  Reserve 
unit.  We  know  that  making  a 
weekend  commitment  can  be 
difficult  for  most  physicians.  So  it 
is  practical  for  the  Army  Reserve 
units  to  be  flexible  about  time. 
It’s  worth  discussing. 

Incidentally,  in  addition 
to  satisfying  your  own  desire  to 
serve  your  country,  there  are 
exceptional  opportunities  to  do 
something  totally  different  from 
a day-to-day  routine.  Oppor- 
tunities to  study  new  areas  of 
medicine,  meet  new  people  in 
your  specialty,  and  be  a part  of 
one  of  the  world’s  most  advanced 
medical  teams. 

Discuss  the  opportunities 
with  our  Army  Medical  Person- 
nel Counselor. 


FOR 

SURGEONS 
LOOKING  FOR 
A CHALLENGE. 

Your  challenge  could  be  the 
Army  Reserve  unit  near  you.  It’s  a 
unit  that  requires  the  services  of 
surgeons. 

You  may  wish  to  explore  the 
challenge  of  teaching  in  a major 
medical  center.  You  may  wish  to 
explore  the  special  challenges  of  your 
specialty  in  triage.  Certainly  you'll  be 
confronted  by  challenges  very 
different  from  your  daily  routine. 

You’ll  also  have  an  opportunity 
to  participate  in  a number  of  pro- 
grams in  which  you’ll  be  able  to 
exchange  views  and  information  with 
other  surgeons  from  all  over  the 
country. 

The  Army  Reserve  understands 
the  time  demands  on  a busy  physi- 
cian, so  you  can  count  on  us  to  be 
totally  flexible  in  making  time  for  you 
to  share  your  specialty  with  your 
country.  We’ll  arrange  your  training 
program  to  work  with  your  practice. 

To  find  out  about  the  benefits  of 
serving  with  a nearby  Army  Reserve 
unit,  we  recommend  you  call  our 
Army  Medical  Personnel  Counselor. 


PHYSICIANS.THERE 
ARE  TWO  KINDS 
OF  FLEXIBILITY  IN 
THE  ARMY  RESERVE 
WE  THINK  YOU'LL  LIKE. 

One,  time.  We  know  how 
tough  it  is  for  a busy  physician 
to  make  weekend  time  commit- 
ments. So  we  offer  flexible 
training  programs  that  allow  a 
physician  to  share  some  time 
with  his  or  her  country.  We 
arrange  a schedule  to  suit  your 
requirements. 

Tw5,  the  opportunity  to 
explore  other  phases  of  medi- 
cine, to  add  a different  kind  of 
knowledge— the  challenge  of 
military  health  care.  Its  a flexi- 
bility which  could  prove  to  be 
both  stimulating  and  reward- 
ing, with  the  opportunity  to 
participate  in  a variety  of 
programs  that  can  put  you  in 
contact  with  medical  leaders 
from  all  over  the  country. 

See  how  flexible  we  can 
be,  call  our  Army  Medical 
Personnel  Counselor. 


ARMY  RESERVE. 
BEALLYOUCANBE. 


HERE'S  ONE  DOCTOR 
WHO  WON'T  PAY 
HIS  MALPRACTICE 
PREMIUMS  THIS  YEAR. 

The  Army  covers  his  premiums. 
Since  he’s  an  Army  Physician . there  are 
a lot  of  worries  associated  with  private 
practice  that  he  won’t  have  to  con  tend 
with.  Like  excessive  paperwork,  and  the 
overhead  costs  incurred  in  running  a 
privatepractice. 

What  he  will  get  is  a highly  challeng- 
ing, highly  rewardingexperience.  The 
Army  offers  varied  assignments, 
chances  to  specialize,  or  further  your 
education,  and  toworkwith  a teamof 
dedicated  health  care  professionals. 

Plus  a generous  benefits  package. 

If  you're  interested  in  practicing  high 
quality  healthcare  with  a minimum  of 
administrative  burdens,  examine  Army 
medicine.  Talk  to  your  local  Army 
Medical  Department  Counselor  for 
moreinformation. 

ARMY  MEDICINE. 
BEALLYOUCANBE. 


MAJOR  OPPORTUNITIES  FOR 
HEALTH  PROFESSIONALS. 


Army  Medicine 
Mid-Memphis  Tower  Bldg. 
Suite  702 
1407  Union  Ave. 
Memphis,  TN  38104 
Call  collect:  (901)  521-2855 

Army  Reserve  Medicine 
255  West  Oxmoor  Rd. 

Room  R-105 
Birmingham,  AL  35209 
Call  collect:  (205)  942-6570 


To  showyou  how  many 
hypertensives  stayed  on 

INDERAL  LA 

(PROPRANOLOL  HCl) 

after  a major  nationwide  trial... 
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60,073 patients  (90%)  who  started  on 
INDERAE  LA  stayed  on  INDERAL  LAI 


Surprising?  Not  really. 

Because  most  patients  on  INDERAL  LA  (propranolol  HC1)  don't  even  know 
it's  working. 

A recent  double-blind,  placebo-controlled,  crossover  study  in  138  hyper- 
tensive patients2  revealed  that  INDERAL  LA  has  a side  effects  profile 
unsurpassed  by  atenolol  or  metoprolol  — which  shows  how  well-tolerated 
once-daily  INDERAL  LA  can  be. 

Sole  therapy  or  concomitant  therapy? 

Fifty-nine  percent  of  the  time,  INDERAL  LA  stood  on  its  own. 


The  patients  in  the  nationwide  compliance  trial  were  no  different  from  yours 
Generally  when  the  antihypertensive  regimen  is  complicated,  compliance 
may  become  a problem.  So,  the  effectiveness  of  INDERAL  LA  as  once-daily 
monotherapy  is  a big  plus.  Of  the  remaining  hypertensives  in  the  program, 
36%  were  controlled  merely  with  the  addition  of  a diuretic  to  INDERAL  LA. 


For  the  noncompliant  patients  in  your  practice,  INDERAL  LA  may 
well  be  the  answer. 

Almost  20,000  of  the  patients  in  the  nationwide  compliance  trial  were  identi- 
fied as  having  been  noncompliant  with  their  previous  antihypertensive 
therapy.  Their  physicians  reported  that  88%  showed  improved  compliance 
when  placed  on  once-daily  INDERAL  LA. 


Control,  comfort,  and  compliance 


ONCE-DAILY 
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Like  conventional  INDERAL  Tablets.  INDERAL  LA  should  not  be  used 
in  the  presence  of  congestive  heart  failure,  sinus  bradycardia,  cardio- 
genic shock,  heart  block  greater  than  first  degree,  and  bronchial  asthma 

'After  a 30-day  trial  with  INDERAL  LA, physicians  reported  that  90% 
of  the  patients  would  remain  on  INDERAL  LA 


The  one  you  know  best 
keeps  looking  better 


Please  see  next  page  for  brief  summary  of  prescribing  information 


The  one  you  know  best  keeps  looking  better 


BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION  SEE  PACKAGE  CIRCULAR  ) 
INDERAL  LA  brand  ol  propranolol  hydrochloride  (Long  Acting  Capsules) 
DESCRIPTION.  Inderal  LA  is  lormulated  to  provide  a sustained  release  ol  propranolol 
hydrochloride  Inderal  LA  is  available  as  80  mg  120  mg,  and  160  mg  capsules 
CLINICAL  PHARMACOLOGY.  INDERAL  is  a nonselective  beta-adrenergic  receptor  block 
ing  ageni  possessing  no  other  autonomic  nervous  system  activity  It  specifically  competes  with 
beta-adrenergic  receptor  stimulating  agents  lor  available  receptor  sites  When  access  to 
beta-receptor  sites  is  blocked  by  INDERAL,  the  chronotropic,  inotropic,  and  vasodilator  re- 
sponses to  beta  adrenergic  stimulation  are  decreased  proportionately 

INDERAL  LA  Capsules  (80  120,  and  160  mg)  release  propranolol  HCI  al  a controlled  and 
predictable  rate  Peak  blood  levels  following  dosing  with  INDERAL  LA  occur  at  about  6 hours 
and  the  apparent  plasma  half-lite  is  about  10  hours  When  measured  at  steady  state  over  a 
24-hour  period  the  areas  under  the  propranolol  plasma  concentration-time  curve  (AUCs)  lor 
the  capsules  are  approximately  60%  to  65%  ol  the  AUCs  tor  a comparable  divided  daily  dose 
of  INDERAL  tablets  The  lower  AUCs  for  the  capsules  are  due  to  greater  hepatic  metabolism  of 
propranolol,  resulting  from  the  slower  rate  of  absorption  of  propranolol  Over  a twenty-four  (24) 
hour  period  blood  levels  are  fairly  constant  for  about  twelve  ( 12)  hours  then  decline  exponen- 
tially 

INDERAL  LA  should  not  be  considered  a simple  mg  for  mg  substitute  for  conventional 
propranolol  and  the  blood  levels  achieved  do  not  match  (are  lower  than)  those  of  two  to  four 
times  daily  dosing  with  the  same  dose  When  changing  to  INDERAL  LA  from  conventional 
propranolol,  a possible  need  for  retitration  upwards  should  be  considered  especially  to  main- 
tain effectiveness  at  the  end  of  the  dosing  interval  In  most  clinical  settings,  however,  such  as 
hypertension  or  angina  where  there  is  little  correlation  between  plasma  levels  and  clinical 
effect  INDERAL  LA  has  been  therapeutically  equivalent  to  the  same  mg  dose  of  conventional 
INDERAL  as  assessed  by  24-hour  effects  on  blood  pressure  and  on  24-hour  exercise  re- 
sponses of  heart  rate,  systolic  pressure  and  rate  pressure  product  INDERAL  LA  can  provide 
effective  beta  blockade  for  a 24-hour  period 

The  mechanism  of  the  antihypertensive  effect  of  INDERAL  has  not  been  established  Among 
the  factors  that  may  be  involved  in  contributing  to  the  antihypertensive  action  are  ( 1 ) decreased 
cardiac  output.  (2)  inhibition  of  renin  release  by  ihe  kidneys,  and  (3)  diminution  of  tonic 
sympathetic  nerve  outflow  from  vasomotor  centers  in  the  brain  Although  total  peripheral 
resistance  may  increase  initially,  it  readiusts  to  or  below  the  pretreatment  level  with  chronic  use 
Effects  on  plasma  volume  appear  to  be  minor  and  somewhat  variable  INDERAL  has  been 
shown  to  cause  a small  increase  in  serum  potassium  concentration  when  used  in  the  treatment 
of  hypertensive  patients 

In  angina  pectoris,  propranolol  generally  reduces  the  oxygen  requirement  of  the  heart  at  any 
given  level  of  effort  by  blocking  the  catecholamine-induced  increases  in  the  heart  rate,  systolic 
blood  pressure,  and  the  velocity  and  extent  of  myocardial  contraction  Propranolol  may  in- 
crease oxygen  requirements  by  increasing  left  ventricular  fiber  length,  end  diastolic  pressure 
and  systolic  election  period  The  net  physiologic  effect  of  beta-adrenergic  blockade  is  usually 
advantageous  and  is  manifested  during  exercise  by  delayed  onset  of  pain  and  increased  work 
capacity 

In  dosages  greater  than  required  for  beta  blockade,  INDERAL  also  exerts  a quimdme-like  or 
anesthetic-like  membrane  action  which  affects  Ihe  cardiac  action  potential  The  significance  of 
the  membrane  action  in  the  treatment  of  arrhythmias  is  uncertain 

The  mechanism  of  the  antimigraine  effect  of  propranolol  has  not  been  established  Beta- 
adrenergic  receptors  have  been  demonstrated  in  the  pial  vessels  of  the  brain 

Beta  receptor  blockade  can  be  useful  in 
conditions  in  which,  because  of  pathologic  or 
functional  changes,  sympathetic  activity  is  det- 
rimental to  the  patient  But  there  are  also  situa- 
tions in  which  sympathetic  stimulation  is  vital 
For  example,  in  patients  with  severely  dam- 
aged hearts,  adequate  ventricular  function  is 
maintained  by  virtue  of  sympathetic  drive 
which  should  be  preserved  In  the  presence  of 
AV  block,  greater  than  first  degree,  beta  block- 
ade may  prevent  the  necessary  facilitating  ef- 
fect of  sympathetic  activity  on  conduction  Beta 
blockade  results  in  bronchial  constriction  by 
interfering  with  adrenergic  bronchodilator  ac- 
tivity which  should  be  preserved  in  patients 
subject  to  bronchospasm 

Propranolol  is  not  significantly  dialyzable 

INDICATIONS  AND  USAGE.  Hypertension:  INDERAL  LA  is  indicated  in  the  manage- 
ment of  hypertension,  it  may  be  used  alone  or  used  in  combination  with  other  antihypertensive 
agents,  particularly  a thiazide  diuretic  INDERAL  LA  is  not  indicated  in  the  management  of 
hypertensive  emergencies 

Angina  Pectoris  Due  to  Coronary  Atherosclerosis:  INDERAL  LA  is  indicated  for  the 
long-term  management  of  patients  with  angina  pectons, 

Migraine:  INDERAL  LA  is  indicated  for  the  prophylaxis  of  common  migraine  headache 
The  efficacy  of  propranolol  in  the  treatment  of  a migraine  attack  that  has  started  has  not  been 
established  and  propranolol  is  not  indicated  for  such  use 

Hypertrophic  Subaortic  Stenosis:  INDERAL  LA  is  useful  in  the  management  of  hyper- 
trophic subaortic  stenosis,  especially  for  treatment  of  exertional  or  other  stress-induced 
angina,  palpitations,  and  syncope  INDERAL  LA  also  improves  exercise  performance  The 
effectiveness  of  propranolol  hydrochloride  in  this  disease  appears  to  be  due  to  a reduction  of 
the  elevated  outflow  pressure  gradient  which  is  exacerbated  by  beta-receptor  stimulation 
Clinical  improvement  may  be  temporary 

CONTRAINDICATIONS.  INDERAL  is  contraindicated  in  1)  cardiogenic  shock,  2)  sinus 
bradycardia  and  greater  than  first  degree  block,  3)  bronchial  asthma,  4)  congestive  heart 
failure  (see  WARNINGS)  unless  the  failure  is  secondary  to  a tachyarrhythmia  treatable  with 
INDERAL 

WARNINGS.  CARDIAC  FAILURE  Sympathetic  stimulation  may  be  a vital  component  sup- 
porting circulatory  function  in  patients  with  congestive  heart  failure,  and  its  inhibition  by  beta 
blockade  may  precipitate  more  severe  failure  Although  beta  blockers  should  be  avoided  in 
overt  congestive  heart  failure,  if  necessary,  they  can  be  used  with  close  follow-up  in  patients 
with  a history  of  failure  who  are  well  compensated  and  are  receiving  digitalis  and  diuretics 
Beta-adrenergic  blocking  agents  do  not  abolish  the  inotropic  action  of  digitalis  on  heart 
muscle 

IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE,  continued  use  of  beta  blockers 
can,  in  some  cases,  lead  to  cardiac  failure  Therefore,  at  the  first  sign  or  symptom  of  heart 
failure  the  patient  should  be  digitalized  and/or  treated  with  diuretics,  and  the  response 
observed  closely,  or  INDERAL  should  be  discontinued  (gradually,  it  possible) 
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IN  PATIENTS  WITH  ANGINA  PECTORIS,  there  have  been  reports  of  exacerbation  of 
angina  and,  in  some  cases,  myocardial  infarction,  following  abrupt  discontinuance  of 
INDERAL  therapy  Therefore,  when  discontinuance  of  INDERAL  is  planned  the  dosage 
should  be  gradually  reduced  over  at  least  a few  weeks,  and  the  patient  should  be 
cautioned  against  interruption  or  cessation  of  therapy  without  the  physician's  advice  If 
INDERAL  therapy  is  interrupted  and  exacerbation  of  angina  occurs,  it  usually  is  advisable 
to  reinstitute  INDERAL  therapy  and  take  other  measures  appropriate  for  the  management 
of  unstable  angina  pectoris  Since  coronary  artery  disease  may  be  unrecognized,  it  may 
be  prudent  to  follow  the  above  advice  in  patients  considered  at  risk  of  having  occult 
atherosclerotic  heart  disease  who  are  given  propranolol  for  other  indications 


Nonallergic  Bronchospasm  (e.g.,  chronic  bronchitis,  emphysema)  PATIENTS 
WITH  BRONCHOSPASTIC  DISEASES  SHOULD  IN  GENERAL  NOT  RECEIVE  BETA 
BLOCKERS  INDERAL  should  be  administered  with  caution  since  it  may  block  bronchodilation 
produced  by  endogenous  and  exogenous  catecholamine  stimulation  of  beta  receptors 
MAJOR  SURGERY  The  necessity  or  desirability  of  withdrawal  of  beta-blocking  therapy  prior 


to  major  surgery  is  controversial  It  should  be  noted,  however,  that  the  impaired  ability  of  the 
heart  to  respond  lo  reflex  adrenergic  stimuli  may  augment  the  risks  of  general  anesthesia  and 
surgical  procedures 

INDERAL  (propranolol  HCI).  like  other  beta  blockers,  is  a competitive  inhibitor  of  beta-recep- 
tor agonists  and  its  effects  can  be  reversed  by  administration  of  such  agents,  e g , dobutamme 
or  isoproterenol  However,  such  patients  may  be  sub|ect  to  protracted  severe  hypotension 
Difficulty  in  starting  and  maintaining  the  heartbeat  has  also  been  reported  with  beta  blockers 
DIABETES  AND  HYPOGLYCEMIA  Beta-adrenergic  blockade  may  prevent  the  appearance 
of  certain  premonitory  signs  and  symptoms  (pulse  rate  and  pressure  changes)  of  acute 
hypoglycemia  in  labile  insulin-dependent  diabetes  In  these  patients,  it  may  be  more  difficult  to 
adjust  Ihe  dosage  of  insulin 

THYROTOXICOSIS  Beta  blockade  may  mask  certain  clinical  signs  of  hyperthyroidism 
Therefore  abrupt  withdrawal  of  propranolol  may  be  followed  by  an  exacerbation  of  symptoms 
of  hyperthyroidism,  including  thyroid  storm  Propranolol  does  not  distort  thyroid  function  tests 
IN  PATIENTS  WITH  WOLFF-PARKINSON-WHITE  SYNDROME,  several  cases  have  been 
reported  in  which,  after  propranolol,  the  tachycardia  was  replaced  by  a severe  bradycardia 
requiring  a demand  pacemaker  In  one  case,  this  resulted  after  an  initial  dose  of  5 mg 
propranolol, 

PRECAUTIONS.  General  Propranolol  should  be  used  with  caution  in  patients  with  impaired 
hepatic  or  renal  function  INDERAL  (propranolol  HCI)  is  not  indicated  for  the  treatment  of 
hypertensive  emergencies 

Beta-adrenoreceptor  blockade  can  cause  reduction  of  intraocular  pressure  Patients  should 
be  told  that  INDERAL  may  interfere  with  the  glaucoma  screening  test  Withdrawal  may  lead  to  a 
return  of  increased  intraocular  pressure 

Clinical  Laboratory  Tests  Elevated  blood  urea  levels  in  patients  with  severe  heart  disease, 
elevated  serum  transaminase,  alkaline  phosphatase,  lactate  dehydrogenase 
DRUG  INTERACTIONS  Patients  receiving  catecholamine-depleting  drugs  such  as  reser- 
pine  should  be  closely  observed  if  INDERAL  is  administered  The  added  catecholamine- 
blocking  action  may  produce  an  excessive  reduction  of  resting  sympathetic  nervous  activity 
which  may  result  in  hypotension,  marked  bradycardia,  vertigo,  syncopal  attacks,  or  orthostatic 
hypotension 

Carcinogenesis,  Mutagenesis,  Impairment  ol  Fertility  Long-term  studies  in  animals  have 
been  conducted  to  evaluate  toxic  effects  and  carcinogenic  potential  In  18-month  studies  in 
both  rats  and  mice,  employing  doses  up  to  150  mg/kg/day,  there  was  no  evidence  of  signifi- 
cant drug-induced  toxicity  There  were  no  drug-related  tumorigemc  effects  at  any  of  the 
dosage  levels  Reproductive  studies  in  animals  did  not  show  any  impairment  of  fertility  that  was 
attributable  to  the  drug 

Pregnancy  Pregnancy  Category  C INDERAL  has  been  shown  to  be  embryotoxic  in  animal 
studies  at  doses  about  10  times  greater  than  the  maximum  recommended  human  dose 
There  are  no  adequate  and  well-controlled  studies  in  pregnant  women  INDERAL  should  be 
used  during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus 
Nursing  Mothers  INDERAL  is  excreted  in  human  milk  Caution  should  be  exercised  when 
INDERAL  is  administered  to  a nursing  woman 
Pediatric  Use  Safety  and  effectiveness  in  children  have  not  been  established 

ADVERSE  REACTIONS.  Most  adverse  effects  have  been  mild  and  transient  and  have  rarely 
required  the  withdrawal  of  therapy 

Cardiovascular  bradycardia,  congestive  heart  failure,  intensification  of  AV  block,  hypoten- 
sion paresthesia  of  hands,  thrombocytopenic  purpura,  arterial  insufficiency,  usually  of  the 

Raynaud  type 

Central  Nervous  System  lightheadedness, 
mental  depression  manifested  by  insomnia, 
lassitude,  weakness,  fatigue,  reversible  mental 
depression  progressing  to  catatonia,  visual 
disturbances,  hallucinations,  an  acute  revers- 
ible syndrome  characterized  by  disorientation 
for  time  and  place,  short-term  memory  loss, 
emotional  lability,  slightly  clouded  sensorium, 
and  decreased  performance  on  neuropsycho- 
inetrics 

Gastrointestinal  nausea,  vomiting,  epigas- 
tric distress,  abdominal  cramping,  diarrhea 
constipation,  mesenteric  arterial  thrombosis, 
ischemic  colitis 
Allergic  pharyngitis  and  agranulocytosis, 
erythematous  rash,  fever  combined  with  aching  and  sore  throat,  laryngospasm  and  respiratory 
distress 

Respiratory  bronchospasm 

Hematologic  agranulocytosis  nonthrombocytopenic  purpura,  thrombocytopenic  purpura 
Auto-Immune  In  extremely  rare  instances,  systemic  lupus  erythematosus  has  been  re- 
ported 

Miscellaneous  alopecia,  LE-like  reactions,  psoriasiform  rashes,  dry  eyes,  male  impotence, 
and  Peyronie's  disease  have  been  reported  rarely  Oculomucocutaneous  reactions  involving 
the  skin,  serous  membranes  and  conjunctivae  reported  for  a beta  blocker  (practolol)  have  not 
been  associated  with  propranolol 

DOSAGE  AND  ADMINISTRATION.  INDERAL  LA  provides  propranolol  hydrochloride  in  a 
sustained-release  capsule  for  administration  once  daily  If  patients  are  switched  from  INDERAL 
tablets  to  INDERAL  LA  capsules,  care'should  be  taken  to  assure  that  the  desired  therapeutic 
effect  is  maintained  INDERAL  LA  should  not  be  considered  a simple  mg  for  mg  substitute  for 
INDERAL  INDERAL  LA  has  different  kinetics  and  produces  lower  blood  levels  Retitration  may 
be  necessary  especially  to  maintain  effectiveness  at  the  end  of  the  24-hour  dosing  interval 
HYPERTENSION  — Dosage  must  be  individualized  The  usual  initial  dosage  is  8C  mg 
INDERAL  LA  once  daily,  whether  used  alone  or  added  to  a diuretic  The  dosage  may  be 
increased  to  120  mg  once  daily  or  higher  until  adequate  blood-pressure  control  is  achieved 
The  usual  maintenance  dosage  is  120  to  160  mg  once  daily  In  some  instances  a dosage  of  640 
mg  may  be  required  The  time  needed  for  full  hypertensive  response  to  a given  dosage  is 
variable  and  may  range  from  a few  days  to  several  weeks 
ANGINA  PECTORIS  — Dosage  must  be  individualized  Starting  with  80  mg  INDERAL  LA 
once  daily,  dosage  should  be  gradually  increased  at  three  to  seven  day  intervals  until  optimum 
response  is  obtained  Although  individual  patients  may  respond  at  any  dosage  level,  the 
average  optimum  dosage  appears  to  be  160  mg  once  daily  In  angina  pectoris,  the  value  and 
safety  of  dosage  exceeding  320  mg  per  day  have  not  been  established 
If  treatment  is  to  be  discontinued,  reduce  dosage  gradually  over  a period  of  a few  weeks  (see 
WARNINGS) 

MIGRAINE  — Dosage  must  be  individualized  The  initial  oral  dose  is  80  mg  INDERAL  LA 
once  daily  The  usual  effective  dose  range  is  160-240  mg  once  daily  The  dosage  may  be 
increased  gradually  to  achieve  optimum  migraine  prophylaxis  If  a satisfactory  response  is  not 
obtained  within  four  to  six  weeks  after  reaching  the  maximum  dose,  INDERAL  LA  therapy 
should  be  discontinued  It  may  be  advisable  to  withdraw  the  drug  gradually  over  a period  of 
several  weeks 

HYPERTROPHIC  SUBAORTIC  STENOSIS -80-160  mg  INDERAL  LA  once  daily 
PEDIATRIC  DOSAGE —At  this  time  the  data  on  the  use  of  the  drug  in  this  age  group  are  too 
limited  to  permit  adequate  directions  for  use 
"The  appearance  of  these  capsules  is  a registered  trademark  of  Ayerst  Laboratories 
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Intraosseous  Infusion: 
A Technique  Whose 
Time  Has  Returned 

Steven  T.  Baldwin,  M.D.* 

Carden  Johnston,  M.D.f 


Intravascular  administration  of  fluids  and  drugs  is 
important  in  the  management  of  many  pediatric, 
medical  and  surgical  problems.  Unfortunately,  the  es- 
tablishment of  vascular  access  with  conventional  cath- 
eters and  techniques  can  often  be  very  difficult  and 
time  consuming  in  the  pediatric  patient.  Such  delays 
can  be  especially  critical  in  emergency  situations  when 
life  sustaining  therapy  is  urgently  needed.1  Because  of 
these  problems,  alternative  means  of  establishing  vas- 
cular access  are  sometimes  useful  and  potentially  life 
saving.  A needle  placed  in  the  intraosseous  space  is 
one  such  alternative  which  can  provide  an  easily  es- 
tablished and  secure  means  for  the  infusion  of  drugs 
and  fluids.  This  paper  reviews  the  indications,  tech- 
niques, complications  and  contraindications  for  in- 
traosseous infusions  in  pediatric  patients. 


•Department  of  Pediatrics.  University  of  Alabama  at  Birmingham.  School  of  Med- 
icine 

•Associate  Professor  of  Pediatrics.  Director.  Emergency  Medicine.  Department  of 
Pediatrics,  University  of  Alabama  at  Birmingham,  School  of  Medicine 


Indications 

Intraosseous  infusions  are  indicated  as  means  of  ad- 
ministering intravascular  fluid  and  drug  therapy  when- 
ever conventional  intravenous  access  is  not  readily 
available.  It  is  particularly  useful  in  young  children 
(less  than  six  years  of  age)  because  of  the  difficulty 
in  establishing  intravenous  access  quickly  in  these  pa- 
tients.24 Intraosseous  infusions  can  be  viewed  as  a 
temporary  means  of  vascular  access  to  provide  emer- 
gency fluid  and  drug  therapy  until  satisfactory  and 
secure  intravenous  access  can  be  obtained  by  percu- 
taneous or  cut-down  techniques.  It  is  an  excellent  source 
of  intravenous  therapy  during  transport. 

Intraosseous  infusion  allows  the  administration  of 
any  fluid  that  can  ordinarily  be  given  intravenously. 
The  rate  of  fluid  infusion  is  generally  somewhat  slower 
through  the  intraosseous  route  compared  to  a central 
route.  The  maximum  rate  of  intraosseous  infusion  of 
crystalloid  has  been  reported  to  be  10  cc’s  per  minute 
per  site.  With  an  infusion  pressure  of  300  torr  this  rate 
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in  an  animal  tibia  can  be  increased  to  about  40  cc’s 
per  minute  per  site.5  Even  higher  administration  rates 
can  be  achieved  in  infusing  fluid  in  more  than  one 
intraosseous  site.  Intraosseous  infusions  should  there- 
fore be  considered  as  an  additional  alternative  tem- 
porary means  of  administering  significant  fluid  vol- 
umes quickly  in  an  emergency  situation. 

The  intraosseous  route  can  also  be  used  effectively 
to  administer  parenteral  non-sclerosing  medications. 
Initial  studies  have  found  intravenously  and  intraos- 
seously  administered  drug  levels  or  effects  to  be  com- 
parable for  atropine,  sodium  bicarbonate,  diazepam 
and  phenobarbital.69  Dopamine  effects  have  been  ob- 
served when  administered  via  the  intraosseous  route.10 
Limited  data  suggest  that  emergency  drug  therapy 
through  the  intraosseous  route  during  a cardiac  arrest 
achieves  satisfactory  blood  levels  and  is  therefore  an 
effective  alternative  to  the  intravenous  route  in  this 
setting.6  Therefore,  the  intraosseous  route  of  drug 
administration  may  allow  timely  initiation  of  emer- 
gency drug  therapy.  The  intraosseous  route  has  par- 
ticular value  for  the  administration  of  drugs  such  as 
sodium  bicarbonate  which  cannot  be  given  intratra- 
cheally. 

An  intraosseous  needle  has  limited  value  for  ob- 
taining specimens  for  laboratory  analysis.  Bone  mar- 
row aspirates  obtained  before  fluid  or  drug  infusion  is 
commenced  can  be  analyzed  for  blood  chemistries, 
type  and  crossmatch  and  cultures.  However,  other  lab- 
oratory tests  such  as  a CBC  cannot  be  reliably  done 
on  bone  marrow  aspirates. 

Technique 

An  intraosseous  infusion  can  be  established  readily 
and  simply  on  an  emergent  basis  in  most  infants  and 
children.  The  anteromedial  tibia  just  distal  (about  1 
cm)  to  the  tibial  tuberosity  is  one  site  that  can  be  readily 
located  and  utilized  in  an  emergency.  Use  of  this  site 
will  not  interfere  with  other  resuscitation  efforts.  An- 
other site  used  at  The  Children’s  Hospital  of  Alabama 
has  been  the  iliac  crest. 

In  order  to  establish  an  intraosseous  infusion,  pre- 
pare the  skin  with  alcohol  and  then  providone-iodine 
solution  in  the  standard  manner.  One  should  consider 
the  use  of  a local  anesthetic  if  the  patient  is  conscious. 

Once  the  site  is  properly  prepared,  an  appropriate 
needle  is  selected.  In  neonates,  an  18  to  22  gauge 
spinal  or  regular  needle  is  usually  readily  available  and 
satisfactory,  while  in  infants  and  children  a 14  to  16 
gauge  bone  marrow  needle  is  most  easily  utilized.  At 
The  Children’s  Hospital  of  Alabama  bone  marrow 
needles  are  stocked  on  all  crash  carts. 

Insertion  of  the  needle  is  performed  in  a sterile  man- 
ner by  directing  the  needle  slightly  distal  to  the  epi- 
physis while  firmly  pushing  and  twisting  the  needle 
through  the  bone  cortex  until  a sudden  release  of  re- 
sistance occurs.  The  correct  positioning  of  the  needle 


can  be  confirmed  by  aspirating  bone  marrow  once  the 
stylet  is  removed.  In  addition,  the  needle  should  be 
well  stabilized  by  cortical  bone.  The  needle  then  can 
be  used  for  the  intramedullary  infusion  of  all  fluids 
and  drugs  necessary  to  resuscitate  or  maintain  the  patient 
until  adequate  venous  access  can  be  established.1012 
Gross  signs  of  local  infiltration  indicate  that  the  needle 
is  misplaced  and  requires  repositioning  or  reinsertion. 

The  sternum  has  been  described  as  another  site  op- 
tion, but  is  avoided  because  of  its  thinness  and  the 
proximity  of  the  thoracic  structures. 

Complications 

The  problems  with  intraosseous  infusions  that  have 
been  seen  at  The  Children’s  Hospital  of  Alabama  have 
included  the  inability  to  enter  the  medullary  cavity 
because  of  lack  of  immediate  availability  of  proper 
needles  (which  was  solved  by  placing  bone  marrow 
needles  on  all  crash  carts)  and  improper  initial  posi- 
tioning or  accidental  dislodgement  of  the  intraosseous 
needle  resulting  in  soft  tissue  fluid  infiltration.  Soft 
tissue  infiltration  has  also  occurred  when  infused  fluid 
leaked  from  the  medullary  cavity  through  an  adjacent 
hole  in  the  cortical  bone  from  a previous  intraosseous 
needle.  Potential  serious  complications  such  as  growth 
plate  injury  or  fat  emboli  have  not  been  seen  at  The 
Children’s  Hospital  of  Alabama  and  have  not  been 
reported. 

Bone  infections  appear  to  occur  with  less  than  one 
percent  of  the  infusions,13  and  can  be  minimized  by 
using  aseptic  technique  and  removing  the  needle  as 
soon  as  it  is  no  longer  essential. 


Contraindications 

There  are  essentially  no  contraindications  to  the  use 
of  intraosseous  infusion  in  emergency  situations.  If  the 
child  has  bone  or  marrow  problems  such  as  osteoge- 
nesis imperfecta  or  osteopetrosis  the  cut-down  should 
be  the  procedure  of  choice. 

Conclusion 

Intraosseous  infusions  are  an  alternative  method  for 
administering  fluids  and  drugs  when  conventional 
routes  are  not  available.  Intraosseous  infusions  may 
be  particularly  valuable  in  children’s  emergency  sit- 
uations because  of  the  ease  and  rapidity  with  which 
they  can  be  established  without  interfering  with  other 
resuscitation  efforts.  The  use  of  this  technique  in  pe- 
diatric patients  may  be  particularly  advantageous  be- 
cause intraosseous  needles  can  be  placed  much  more 
quickly  and  easily  than  intravenous  lines,  thereby  al- 
lowing lifesaving  fluid  and  drug  therapy  to  be  com- 
menced much  more  rapidly.  Intraosseous  access  can 
thus  be  a valuable  temporary  alternative  to  intravenous 
access  in  pediatric  urgent  and  emergency  situations. 
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Abstract 

Classical  biomedical  clinical  problem  solv- 
ing has  been  shown  to  be  inadequate  for  psy- 
chosocial problems.  A review  of  classical  (lin- 
ear) clinical  problem  solving  modes  are 
outlined.  Problems  with  classical  problem  solv- 
ing is  outlined.  A description  of  clinical  prob- 
lem solving  using  the  family  systems  (non-lin- 
ear) approach  is  discussed.  Quantifiable 
variables  not  previously  used  in  classical  clin- 
ical problem  solving  paradigms  add  significant 
information  to  problem  solving  processes  es- 
pecially when  biopsychosocial  issues  are  ex- 
amined clinically.  Although  systems  models 
have  been  described  in  the  literature  as  a clin- 
ical problem  solving  mechanism,  a proposal  is 
made  to  describe  a method  for  using  the  family 
systems  approach.  Family  systems  represents 
a stepwise  and  model  which  could  be  appli- 
cable to  all  patients  being  seen  in  ambulatory 
and  hospital  settings. 
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Introduction 

Medicine  has  traditionally  used  the  biomedical 
model  as  a basis  for  diagnosis  and  treatment. 
The  biomedical  model  uses  molecular  biology  as  its 
foundation.  Its  operating  principle  is  cause  and  effect, 
that  is,  symptoms  lead  to  disease.  Inherent  in  the 
biomedical  is  the  separation  of  mind  and  body.  This 
model  fails  to  include  the  patient’s  total  human  attri- 
butes since  psychosocial  elements  are  not  included  in 
the  analysis  of  each  clinical  problem.  Technology  alone 
fails  to  provide  clinical  answers  and  can  result  in  frus- 
trations for  both  physician  and  patient  because  illness 
has  not  been  relieved  despite  physical  examinations 
and  laboratory  testing. 

The  family  systems  model  for  clinical  problem  solv- 
ing uses  a broader  patient  oriented  approach  as  opposed 
to  the  disease  oriented  biomedical  model.  Family  sys- 
tems theory  places  the  family,  as  opposed  to  the  in- 
dividual, into  the  patient’s  role.  Since  the  family  is  a 
dynamic  unit  which  has  constant  interplay  between  its 
members,  illness  in  one  member  will  influence  the 
roles  of  other  family  members.  Patients  who  present 
with  illness  may  not  be  diseased  but  rather  reflect 
another  family  members  feelings  or  illnesses  or  it  may 
reflect  only  a certain  amount  of  stress  within  the  total 
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family  system.  The  family  systems  model  does  not 
exclude  biomedical  data  but  extends  the  biomedical 
approach  in  neglected  areas. 

Biomedical  Models 

Some  of  the  major  biomedical  approaches  to  clinical 
decision  making  include  Bayes’  theorem,  decision 
analysis  and  clinical  algorithms.  These  are  based  on 
mathematical  probabilities  and  yes/no  decisions.  For 
a given  symptom  or  positive  test  result  there  is  a pre- 
determined probability  of  the  presence  of  a specific 
disorder. 

Bayes’  formula  comes  in  many  different  forms  and 
complexities.  A simplified  version  is  P(D/S)  — (P(D) 
X P(S/D))/(P(D)  X P(S/D)  X P (S/D)  + (P(D)  X PCS/ 
D))  where  P(D/S)  is  the  probability  of  having  the  dis- 
ease given  the  sign;  P(D)  is  the  prevalence  of  the 
disease;  P(S/D)  is  the  probability  of  the  sign  (symptom) 
occurring  given  the  disease,  P(D)  is  the  probability 
that  the  patient  does  not  have  the  disease  and  P(S/D) 
is  the  probability  of  having  the  symptom  when  disease 
is  not  present.  This  formula  may  be  used  for  deter- 
mining the  reliability  of  laboratory  tests.9 

One  problem  with  the  Bayesean  approach  is  that 
each  symptom  must  be  independent  of  all  others.  If 
this  is  not  the  case,  the  formula  becomes  imprecise.10 
With  this  assumption,  any  contributing  factors  will  not 
be  considered  in  making  the  diagnosis  and  thus  ignores 
all  but  the  given  symptoms.  This  can  lead  to  missed 
or  incorrect  diagnoses. 

Use  of  the  formula  does  not  generally  allow  for 
explanation  of  the  clinical  problem.  That  which  is  ob- 
tained from  the  formula  is  a probability  of  the  presence 
of  disease  give  a sign  or  symptom.  Diagnostic  tests 
have  built  in  errors  which  compound  errors  in  diag- 
nosis if  only  numbers  are  put  into  a formula.10- 11 

The  use  of  probabilities  of  the  occurrence  of  disease 
also  supplies  a source  of  error.9  Data  is  lacking  in 
accurate  probabilities  of  all  diseases.  Standard  prob- 
abilities based  on  a given  population  negate  the  indi- 
vidual characteristics  of  a particular  patient.  A person 
may  be  atypical  and/or  have  a certain  genetic  predis- 
position and  therefore  the  formula  would  be  incorrect. 
Decision  analysis  uses  a decision  tree,  probabilities 
and  utilities  to  reach  a decision  or  diagnosis.  A de- 
cision tree  has  two  types  of  branch  points:  1)  decision 
node  and  2)  chance  node.  At  a decision  node  the  choice 
is  one  way  or  the  other;  a linear  approach.  The  chance 
nodes  are  the  result  of  decision  node  choice,  and  as 
their  name  indicates,  results  are  determined  by  chance 
or  probability.9  First,  the  decision  tree  is  constructed 
which  has  all  the  possible  options  and  outcomes  on  it. 
After  the  tree  is  made,  probabilities  are  assigned  to 
nodes. 

These  probabilities  come  from  the  literature,  experts 
in  the  field  or  from  one’s  own  clinical  experience.  The 
next  stage  is  the  addition  of  the  utilities.  Utilities  are 


the  attempt  to  put  numbers  on  intangible  outcomes, 
like  avoiding  severe  drug  reactions,  long  painful  death, 
etc.,  which  became  difficult  to  assess.  Also,  outcomes 
may  have  multiple  results  and  thus  be  difficult  to  con- 
fine. The  establishment  of  utilities  is  difficult  and  rep- 
resent a source  of  error.15  Utilities  are  based  on  an 
arbitrary  scale  and  are  the  ranking  of  the  end  results 
in  regard  to  their  meaning  to  the  patient.  The  expected 
utilities  are  calculated  by  multiplying  the  probabilities 
at  each  node  by  the  utilities.12- 13- 14  The  path  chosen 
is  the  one  that  gives  the  highest  expected  utility. 

There  are  various  sources  of  error  in  using  a decision 
tree:  1)  probabilities,  2)  construction  of  the  tree  and 
3)  utility  valves.15  The  probabilities  used  have  been 
shown  to  lack  accuracy.10  16 

Constructing  a decision  tree  which  includes  every 
provision  is  difficult. 10  It  is  hard  for  someone  to  foresee 
every  outcome  and  problem  especially  if  the  problem 
is  a complicated  one. 

Decision  analysis  also  does  not  allow  for  dealing 
with  multifaceted  problems.  All  the  decisions  are  one 
or  the  other.  It  does  not  allow  for  the  consideration  of 
several  symptoms  or  complaints  at  one  time.  In  this 
way  some  aspects  may  be  overlooked. 

Clinical  algorithms17- 18  are  flowcharts  of  steps  for 
reaching  an  end  result  such  as  a diagnosis  or  treatment. 
There  are  execution  steps  and  decision  steps  in  an 
algorithm.  Each  branch  point  (decision  step)  is  usually 
a yes/no  type  decision.  The  advantage  of  algorithms 
is  that  a designer  can  express  his  own  priorities  while 
maintaining  the  variables.  Also,  an  algorithm  is  a closed 
system  so  once  entered,  an  end  result  is  reached.  Al- 
gorithms can  also  insure  consistency  of  medical  care.19 

Problems  with  the  use  of  algorithms  include  expense 
and  time  consumption.  The  yes/no  format  is  another 
advantage.  This  leaves  the  algorithm  incapable  of  deal- 
ing with  multifaceted  problems  since  it  can  only  handle 
only  one  main  idea  at  a time.  Also,  this  approach  tends 
to  try  to  fit  patients  into  a preconceived  pattern  which 
will  eliminate  individual  characteristics  of  the  patient. 

Family  Systems  Model 

A good  working  definition  of  a family  is  given  by 
Smilkstein:  “the  family  is  a basic  societal  unit  in  which 
members  have  a commitment  to  nurture  each  other 
emotionally  and  physically.”21 

The  family  systems  approach  is  a multifaceted  model. 
It  may  encompass  many  aspects  of  an  individual's  life: 
interactions  with  the  family;  stress  from  a job,  school, 
etc.  as  well  as  biomedical  problems.  Engle  describes 
it  this  way:  “The  biopsychosocial  model  is  a scientific 
model  constructed  to  take  into  account  the  missing 
dimensions  of  the  biomedical  model.”2  The  family  and 
its  interactions  are  an  important  part  of  this  model. 
There  are  several  ways  to  define  the  family  unit. 

In  a different  view,  Christie-Seely6  defines  the  fam- 
ily as  a system  with  certain  characteristics.  When  a 
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family  works  together  in  a coordinated  manner  then  it 
can  achieve  goals  greater  than  any  of  the  individual 
parts.  This  requires  open  communication  between 
members  and  as  a result  a person  can  become  an  in- 
dividual while  still  being  part  of  the  family.  Problems 
arise  when  communication  is  closed  and  disharmony 
occurs.  This  may  result  in  one  or  more  family  members 
developing  physical  symptoms. 

A system  or  family  is  governed  by  laws.  These  are: 
1)  the  whole  is  greater  than  the  sum  of  the  parts,  2) 
if  the  system  is  affected,  each  member  of  the  system 
will  also  be  affected,  and  3)  a change  in  one  member 
will  affect  all  others  as  well  as  the  system  as  a whole.20 

The  community  and  environment  in  which  a family 
lives  will  have  a great  influence  on  the  family.  Each 
community  has  certain  norms  and  lifestyles  which  will 
determine  how  a family  lives  and  functions  in  the 
community.  If  the  community  is  “sick”  as  seen  during 
hard  economic  times,  this  may  be  reflected  in  the  fam- 
ilies of  the  community  by  increased  illnesses  and  phys- 
ical complaints.6  Medalie,  et  al20  considers  the  envi- 
ronment of  a family  as  having  several  aspects. 
Geophysical,  psychosocial,  cultural  and  economic  fac- 
tors are  all  parts  of  the  environment  which  influence 
a family. 

Families  undergo  a life  cycle  which  has  been  de- 
scribed previously.22  There  are  several  stages  a family 
goes  through  as  it  ages  and  the  individuals  develop. 
Courtship  is  the  first  stage,  then  marriage,  first  child, 
addition  of  more  children,  when  the  first  child  leaves 
home,  when  the  last  child  leaves,  “empty  nest,”  wid- 
owhood and  termination  of  the  family.  At  each  stage 
the  family  undergoes  a transition  and  sometimes  the 
transition  can  lead  to  a crisis. 

An  important  part  of  the  family  systems  approach 
is  the  assessment  of  the  family.  This  entails  getting  a 
family  history  of  illnesses,  deaths,  births,  marriages 
and  interactions.  The  genogram23- 24  is  an  excellent 
technique  for  accomplishing  this  task.  There  are  other 
information-gathering  approaches  like  PRACTICE6 
which  stands  for  problems,  roles,  affect,  communi- 
cation, time  in  life  cycle,  illness,  coping  with  stress, 
and  environment.  Also,  there  is  SCEEM25  which  is  an 
acronym  for  social,  cultural,  economic,  education  and 
medical  resources.  APGAR26  stand  for  adaptability, 
partnership,  growth,  affection  and  resolve. 

The  genogram  is  a graphic  display  of  kinship  through 
multiple  generations.  It  includes  dates  of  births,  mar- 
riages, deaths,  ages,  and  major  medical  problems  such 
as  surgery,  hospitalization  and  illnesses. 

Once  the  genogram  is  complete  the  entire  family 
history  is  in  a concise  form  for  viewing  and  can  be 
used  for  examining  specific  problems.  Particular  pat- 
terns of  illness  can  be  detected,  possibility  of  genetic 
disorders  and  other  trends  can  be  seen. 

The  genogram  is  a preliminary  step  of  the  patient’s 
total  evaluation.  It  should  be  a part  of  the  patient’s 


chart.  The  next  step  is  a physical  exam  and  appropriate 
laboratory  tests  which  constitute  the  biomedical  aspect 
of  this  model.  If  no  physical  cause  for  a given  com- 
plaint can  be  detected  then  one  returns  to  the  genogram 
to  see  if  any  event  or  family  situations  may  be  having 
an  influence  on  the  patient.  Since  stress,  problems  with 
relationships  or  other  life  problems  may  present  as 
physical  symptoms,5  failure  to  obtain  and  properly  in- 
terpret important  psychosocial  data  can  result  in  mis- 
diagnosis. 

Frequently  patients  have  overlapping  problems. 
There  may  be  a pathophysiologic  condition  present  as 
well  as  symptoms  related  to  a life  event.  The  biomed- 
ical model  would  miss  the  later  problem  thus  leaving 
the  patient  distressed  because  the  symptoms  are  still 
present. 

The  use  of  the  family  systems  model  is  rational  since 
the  family  unit  is  the  oldest  institution  on  record.27 
Interactions  between  the  family  members  affect  other 
family  members  emotionally  and  physically.  Since 
these  interactions  have  been  shown  to  have  such  con- 
sequences, family  data  is  essential  for  adequate  as- 
sessment of  clinical  problems.  0 
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Brief  Summary  of  Prescribing  Information 

INDICATIONS  AND  USAGE  GLUCOTROL  is  indicated  as  an  adiunct  to  diet  for  the  control  of  hyperglycemia  in  patients 
with  non-insulm-dependent  diabetes  mellitus  (NIDDM  type  II)  after  an  adequate  trial  of  dietary  therapy  has  proved 
unsatisfactory 

CONTRAINDICATIONS  GLUCOTROL  is  contraindicated  in  patients  with  known  hypersensitivity  to  the  drug  or  with 
diabetic  ketoacidosis,  with  or  without  coma,  which  should  be  treated  with  insulin 

SPECIAL  WARNING  ON  INCREASED  RISK  OF  CARDIOVASCULAR  MORTALITY  The  administration  of  oral  hypogly 
cemic  drugs  has  been  reported  to  be  associated  with  increased  cardiovascular  mortality  as  compared  to 
treatment  with  diet  alone  or  diet  plus  insulin  This  warning  is  based  on  the  study  conducted  by  the  University 
Group  Diabetes  Program  (UGDP).  a long-term  prospective  clinical  trial  designed  to  evaluate  the  effectiveness  of 
glucose-lowering  drugs  In  preventing  or  delaying  vascular  complications  in  patients  with  non-insulin-dependent 
diabetes  The  study  involved  823  patients  who  were  randomly  assigned  to  one  of  tour  treatment  groups  [Diabetes, 
19  supp  2 747-830.  1970). 

UGOP  reported  that  patients  treated  for  5 to  8 years  with  diet  plus  a fixed  dose  of  tolbutamide  (1.5  grams  per  day) 
had  a rate  of  cardiovascular  mortality  approximately  2-1/2  times  that  of  patients  treated  with  diet  alone  A 
significant  increase  in  total  mortality  was  not  observed,  but  the  use  of  tolbutamide  was  discontinued  based  on  the 
increase  in  cardiovascular  mortality,  thus  limiting  the  opportunity  for  the  study  to  show  an  increase  in  overall 
mortality  Despite  controversy  regarding  the  interpretation  of  these  results,  the  findings  of  the  UGDP  study  provide 
an  adequate  basis  for  this  warning.  The  patient  should  be  informed  of  the  potential  risks  and  advantages  of 
GLUCOTROL  and  of  alternative  modes  of  therapy 

Although  only  one  drug  in  the  sulfonylurea  class  (tolbutamide)  was  included  in  this  study,  it  is  prudent  from  a 
safety  standpoint  to  consider  that  this  warning  may  also  apply  to  other  oral  hypoglycemic  drugs  in  this  class,  in 
view  of  their  close  similarities  in  mode  of  action  and  chemical  structure 

PRECAUTIONS  Renal  and  Hepatic  Disease:  The  metabolism  and  excretion  of  GLUCOTROL  may  be  slowed  in  patients 
with  impaired  renal  and/or  hepatic  function  Hypoglycemia  may  be  prolonged  in  such  patients  should  it  occur 
Hypoglycemia:  All  sulfonylureas  are  capable  of  producing  severe  hypoglycemia  Proper  patient  selection,  dosage, 
and  instructions  are  important  to  avoid  hypoglycemia  Renal  or  hepatic  insufficiency  may  increase  the  risk  of 
hypoglycemic  reactions  Elderly,  debilitated  or  malnourished  patients  and  those  with  adrenal  or  pituitary  insufficiency 
are  particularly  susceptible  to  the  hypoglycemic  action  of  glucose-lowering  drugs  Hypoglycemia  may  be  difficult  to 
recognize  in  the  elderly  or  people  taking  beta-adrenergic  blocking  drugs  Hypoglycemia  is  more  likely  to  occur  when 
caloric  intake  is  deficient,  after  severe  or  prolonged  exercise,  when  alcohol  is  ingested,  or  when  more  than  one 
glucose-lowering  drug  is  used 

Loss  of  Control  of  Blood  Glucose  A loss  of  control  may  occur  in  diabetic  patients  exposed  to  stress  such  as  fever, 
trauma,  infection  or  surgery  It  may  then  be  necessary  to  discontinue  GLUCOTROL  and  administer  insulin 
Laboratory  Tests:  Blood  and  urine  glucose  should  be  monitored  periodically  Measurement  of  glycosylated  hemo- 
globin may  be  useful 

Information  for  Patients:  Patients  should  be  informed  of  the  potential  risks  and  advantages  of  GLUCOTROL.  of 
alternative  modes  of  therapy,  as  well  as  the  importance  of  adhering  to  dietary  instructions,  of  a regular  exercise 
program,  and  of  regular  testing  of  urine  and/or  blood  glucose  The  risks  of  hypoglycemia,  its  symptoms  and 
treatment,  and  conditions  that  predispose  to  its  development  should  be  explained  to  patients  and  responsible  family 
members  Primary  and  secondary  failure  should  also  be  explained 

Drug  Interactions.  The  hypoglycemic  action  of  sulfonylureas  may  be  potentiated  by  certain  drugs  including  non- 
steroidal anti-inflammatory  agents  and  other  drugs  that  are  highly  protein  bound,  salicylates,  sulfonamides,  chlo- 
ramphenicol. probenecid,  coumanns.  monoamine  oxidase  inhibitors,  and  beta  adrenergic  blocking  agents  In  vitro 
studies  indicate  that  GLUCOTROL  binds  differently  than  tolbutamide  and  does  not  interact  with  salicylate  or  dicumarol 
However,  caution  must  be  exercised  in  extrapolating  these  findings  to  a clinical  situation  Certain  drugs  tend  to 
produce  hyperglycemia  and  may  lead  to  loss  of  control,  including  the  thiazides  and  other  diuretics,  corticosteroids, 
phenothiazmes,  thyroid  products,  estrogens,  oral  contraceptives,  phenytom,  nicotinic  acid,  sympathomimetics, 
calcum  channel  blocking  drugs,  and  isomazid  A potential  interaction  between  oral  miconazole  and  oral  hypoglycemic 
agents  leading  to  severe  hypoglycemia  has  been  reported  Whether  this  interaction  also  occurs  with  the  intravenous, 
topical,  or  vaginal  preparations  of  miconazole  is  not  known 

Carcinogenesis.  Mutagenesis.  Impairment  of  Fertility:  A 20-month  study  in  rats  and  an  18-month  study  in  mice  at 
doses  up  to  75  times  the  maximum  human  dose  revealed  no  evidence  of  drug-related  carcinogenicity  Bacterial  and 
m vivo  mutagenicity  tests  were  uniformly  negative  Studies  in  rats  of  both  sexes  at  doses  up  to  75  times  the  human 
dose  showed  no  effects  on  fertility. 

Pregnancy:  Pregnancy  Category  C GLUCOTROL  (glipizide)  was  found  to  be  mildly  fetotoxic  in  rat  reproductive  studies 
at  all  dose  levels  (5-50  mg/kg)  This  fetotoxicity  has  been  similarly  noted  with  other  sulfonylureas,  such  as 
tolbutamide  and  tolazamide  The  effect  is  perinatal  and  believed  to  be  directly  related  to  the  pharmacologic 
(hypoglycemic)  action  of  GLUCOTROL  In  studies  in  rats  and  rabbits  no  teratogenic  effects  were  found  There  are  no 
adequate  and  well  controlled  studies  in  pregnant  women  GLUCOTROL  should  be  used  during  pregnancy  only  if  the 
potential  benefit  justifies  the  potential  risk  to  the  fetus 

Because  recent  information  suggests  that  abnormal  blood  glucose  levels  during  pregnancy  are  associated  with  a 
higher  incidence  of  congenital  abnormalities,  many  experts  recommend  that  insulin  be  used  during  pregnancy  to 
maintain  blood  glucose  levels  as  close  to  normal  as  possible 

Nonteratogenic  Effects:  Prolonged  severe  hypoglycemia  has  been  reported  in  neonates  born  to  mothers  who  were 
receiving  a sulfonylurea  drug  at  the  time  of  delivery  This  has  been  reported  more  frequently  with  the  use  of  agents  with 
prolonged  half-lives  GLUCOTROL  should  be  discontinued  at  least  one  month  before  the  expected  delivery  date 
Nursing  Mothers:  Since  some  sulfonylurea  drugs  are  known  to  be  excreted  in  human  milk,  insulin  therapy  should  be 
considered  it  nursing  is  to  be  continued 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been  established 

ADVERSE  REACTIONS  in  controlled  studies,  the  frequency  of  serious  adverse  reactions  reported  was  very  low  Of 
702  patients.  11  8%  reported  adverse  reactions  and  in  only  1 5%  was  GLUCOTROL  discontinued 
Hypoglycemia:  See  PRECAUTIONS  and  OVERDOSAGE  sections 

Gastrointestinal:  Gastrointestinal  disturbances,  the  most  common,  were  reported  with  the  following  approximate 
incidence  nausea  and  diarrhea,  one  in  70.  constipation  and  gastralgia,  one  in  100  They  appear  to  be  dose-related  and 
may  disappear  on  division  or  reduction  of  dosage  Chloestatic  jaundice  may  occur  rarely  with  sulfonylureas 
GLUCOTROL  should  be  discontinued  if  this  occurs 

Dermatologic:  Allergic  skin  reactions  including  erythema,  morbilliform  or  maculopapular  eruptions,  urticaria 
pruritus,  and  eczema  have  been  reported  in  about  one  in  70  patients  These  may  be  transient  and  may  disappear 
despite  continued  use  of  GLUCOTROL.  if  skin  reactions  persist,  the  drug  should  be  discontinued  Porphyria  cutanea 
tarda  and  photosensitivity  reactions  have  been  reported  with  sulfonylureas 

Hematologic:  Leukopenia,  agranulocytosis,  thrombocytopenia,  hemolytic  anemia,  aplastic  anemia,  and  pan- 
cytopenia have  been  reported  with  sulfonylureas 

Metabolic:  Hepatic  porphyria  and  disulfiram-like  alcohol  reactions  have  been  reported  with  sulfonylureas  Clinical 
experience  to  date  has  shown  that  GLUCOTROL  has  an  extremely  low  incidence  of  disulfiram-like  reactions 
Endocrine  Reactions:  Cases  of  hyponatremia  and  the  syndrome  of  inappropriate  antidiuretic  hormone  (SIA0H) 
secretion  have  been  reported  with  this  and  other  sulfonylureas 

Miscellaneous:  Dizziness,  drowsiness,  and  headache  have  oeen  reported  in  about  one  in  fifty  patients  treated  with 
GLUCOTROL  They  are  usually  transient  and  seldom  require  discontinuance  of  therapy 
OVERDOSAGE:  Overdosage  of  sulfonylureas  including  GLUCOTROL  can  produce  hypoglycemia  If  hypoglycemic 
coma  is  diagnosed  or  suspected,  the  patient  should  be  given  a rapid  intravenous  injection  of  concentrated 
(50%)  glucose  solution  This  should  be  followed  by  a continuous  infusion  of  a more  dillute  (10%)  glucose  solution  at  a 
rate  that  will  maintain  the  blood  glucose  at  a level  above  100  mg/dL  Patients  should  be  closely  monitored  for  a 
minimum  of  24  to  48  hours  since  hypoglycemia  may  recur  after  apparent  clinical  recovery  Clearance  of  GLUCOTROL 
from  plasma  would  be  prolonged  in  persons  with  liver  disease  Because  of  the  extensive  protein  binding  of 
GLUCOTROL  (glipizide),  dialysis  is  unlikely  to  be  of  benefit 

DOSAGE  AND  ADMINISTRATION:  There  is  no  fixed  dosage  regimen  for  the  management  of  diabetes  mellitus  with 
GLUCOTROL.  in  general,  it  should  be  given  approximately  30  minutes  before  a meal  to  achieve  the  greatest  reduction 
in  postprandial  hyperglycemia 

Initial  Dose:  The  recommended  starting  dose  is  5 mg  before  breakfast  Geriatric  patients  or  those  with  liver  disease 
may  be  started  on  2 5 mg  Dosage  adjustments  should  ordinarily  be  in  increments  of  2 5-5  mg,  as  determined  by 
blood  glucose  response  At  least  several  days  should  elapse  between  titration  steps 
Maximum  Dose:  The  maximum  recommended  total  daily  dose  is  40  mg 

Maintenance:  Some  patients  may  be  effectively  controlled  on  a once-a-day  regimen,  while  others  show  better 
response  with  divided  dosing  Total  daily  doses  above  15  mg  should  ordinarily  be  divided 
HOW  SUPPLIED:  GLUCOTROL  is  available  as  white,  dye-free,  scored  diamond-shaped  tablets  imprinted  as  follows 
5 mg  tablet— Pfizer  411  (NDC  5 mg  0049-4110-66)  Bottles  of  100. 10  mg  tablet— Pfizer  412  (NDC 10  mg  0049-4120-65) 
Bottles  of  100 

CAUTION:  Federal  law  prohibits  dispensing  without  prescription 

More  detailed  professional  information  available  on  request 
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Priapism  Complicates 
Pharmacological  Treatment  of 
Severe  Psychosis 

Miroslav  Velek,  M.D. 

Georgie  K.  Stanford,  M.D.* 


A number  of  drugs  (antihypertensives,  an- 
tipsychotics,  antidepressants)  can  produce 
either  impotence  or  priapism.  Severe  pria- 
pism, of  five  days  duration,  developed  after 
concurrent  administration  of  thioridazine  and 
metoclopramide  in  a patient  with  sickle  cell 
trait.  It  was  resolved  by  administration  of  di- 
phenhydramine 50  mg  tid,  following  exchange 
transfusion. 


Priapism  is  a prolonged,  painful  erection  of  the  penis 
unassociated  with  sexual  desire.  In  contrast  to  sex- 
ually evoked  erections,  in  priapism  only  the  corpora 
cavernosa  are  involved  but  the  corpus  spongiosum  re- 
mains unengorged.  A variety  of  drugs,  including  al- 
cohol, marihuana,  adrenal  steroids,  tolbutamide, 
antihypertensives1  (prazosin),  antidepressants2  (trazo- 

•From  the  Department  of  Psychiatry  and  Behavioral  Science.  University  of  South 
Alabama  College  of  Medicine.  Mobile.  Alabama  Address  reprint  requests  to  Dr 
Velek,  University  of  South  Alabama  Medical  Center,  Department  of  Psychiatry,  2451 
Fillingim  St..  Mobile.  AL  36617 
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done)  and  antipsychotics3'5  (chlorpromazine,  thio- 
ridazine, fluphenazine,  haloperidol,  molindone)  have 
been  implicated  etiologically.  Chlorpromazine,  thio- 
ridazine, fluphenazine  have  been  known  for  a long 
time  as  impotence  inducing  drugs  but  only  recently 
priapism  has  been  reported  with  their  use.  Metoclo- 
pramide, a dopamine  antagonist  generally  used  as  an- 
tiemetic agent,  is  also  known  to  cause  impotence  but 
no  reports  are  available  suggesting  its  potential  for 
causing  priapism.  Priapism  in  sickle  cell  disease  and 
trait  is  most  frequently  present  during  sleep  when  spon- 
taneous erections  occur  during  REM  stages.  In  these 
cases,  the  stasis  of  blood  with  its  increased  transit  time 
through  the  corpora  cavernosa  induces  sickling  of  the 
RBSs,  resulting  in  sludging  and  thrombosis  in  the  cor- 
pora cavernosa  with  subsequent  priapism.6 

We  will  present  here  a case  of  priapism  with  possible 
multiple  etiologies  which  required  a multidisciplinary 
treatment  approach  for  successful  resolution. 

Case  Report 

A thirty  year  old  black  male  with  a long  history  of 
paranoid  schizophrenia  controlled  by  neuroleptic  med- 
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ication,  discontinued  his  treatment  18  months  ago  and 
developed  feelings  of  being  depreciated  and  rejected 
by  his  family,  friends  and  neighbors.  He  also  felt  that 
everyone  was  laughing  at  him  because  of  his  disfigured 
left  arm  into  which  he  had  injected  a syringe  full  of 
water  several  years  back,  which  caused  severe  tissue 
necrosis.  The  patient  was  seen  in  the  emergency  room 
for  the  first  time  with  burning  epigastric  pain  24  hours 
prior  to  his  hospitalization. 

An  electrocardiogram  revealed  no  abnormalities  and 
he  was  prescribed  metoclopramide  10  mg  tid,  for  what 
was  thought  to  be  heartburn  due  to  gastroesophageal 
reflux,  and  was  referred  to  a psychiatrist  who  put  him 
on  thioridazine  50  mg  tid  the  same  day.  It  was  the 
following  day  that  we  saw  him  for  the  first  time  in  the 
emergency  room  with  a painful  erection.  Immediate 
laboratory  work  at  that  time  revealed  sickle  cell  trait, 
to  which  the  priapism  was  originally  attributed.  He 
denied  recent  intercourse,  masturbation  or  trauma  to 
the  genital  area.  He  refused  a shunting  operation  for 
priapism  but  gave  consent  for  an  exchange  transfusion 
of  three  units  of  blood.  Electrophoresis  showed  2/3 
Hgb  A and  1/3  Hgb  S after  exchange  transfusion  which 
eliminated  the  risk  of  further  sickling.  Priapism  re- 
mained essentially  unchanged,  decreasing  approxi- 
mately 10%  from  a maximum  penile  length  of  18  cm 
and  circumference  of  11.5  cm,  but  did  allow  sponta- 
neous voluntary  urination.  On  further  work-up,  a chest 
X-ray  revealed  what  appeared  to  be  a piece  of  wire 
approximately  13  cm  long  extending  from  the  anterior 
chest  wall  through  the  right  lateral  margin  of  the  heart, 
with  the  left  and  appearing  to  lie  within  the  left  ven- 
tricular chamber.  The  patient  then  revealed  that,  hav- 
ing learned  that  acupuncture  was  used  successfully  for 
treatment  of  tension  and  anxiety,  he  had  stuck  a piece 
of  guitar  wire  into  the  left  side  of  his  neck  some  five 
weeks  earlier.  He  experienced  no  significant  discom- 
fort from  this  until  he  had  sought  medical  help  in  the 
emergency  room  the  first  time  because  of  a burning 
epigastric  pain  as  stated  above.  It  then  became  clear 
that  the  X-ray  image  must  represent  migration  of  the 
wire  to  the  vicinity  of  the  heart  and  that  burning  epi- 
gastric pain  was  probably  related  to  this  trauma.  Be- 
cause the  patient  was  psychotic  and  acting  under  in- 
fluence of  delusions  and  refused  to  sign  consent  for 
surgical  removal  of  the  wire,  a protective  court  order 
was  obtained,  allowing  his  mother  to  consent.  The 
wire  was  removed  through  median  sternotomy  and 
multiple  small  perforations  of  the  left  and  right  ven- 
tricle were  found,  and  approximately  15  ml  of  old 
blood  was  removed  from  the  pericardial  cavity.  Pria- 
pism was  essentially  unchanged  during  this  procedure 
under  general  anesthesia.  To  reduce  the  contributory 
risk  of  phenothiazines  on  priapism,  haloperidol  5 mg 
tid  was  used  as  maintenance  medication  for  the  pa- 
tient’s delusional  psychosis.  Diphenhydramine  50  mg 
tid  was  given  for  its  anticholinergic  effect.  The  pria- 
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pism  gradually  subsided  during  the  next  five  days  of 
the  patient’s  hospitalization. 

Discussion 

This  dramatic  case  illustrates  well  two  points:  First, 
a severe  complication,  priapism,  may  distract  from 
another  one  even  more  severe,  myocardial  perforation. 
Second,  it  is  necessary  to  carefully  evaluate  all  con- 
tributory factors  in  the  etiology  of  priapism.  In  our 
case,  administration  of  thioridazine  might  appear  to  be 
the  causative  factor,  but  on  the  other  hand  the  relatively 
small  dose  of  thioridazine  (150  mg)  raises  doubts  as 
to  its  capability  to  cause  priapism  of  such  a degree  and 
duration.  A contributory  factor  may  be  interaction  of 
thioridazine,  with  metoclopramide  as  considered  be- 
low. An  additional  factor  might  be  the  sickle  cell  trait 
to  which  priapism  in  our  case  was  originally  attributed. 
Crystalization  of  hemoglobin  S occurs  because  of  in- 
creased oxygen  extraction  as  a result  of  the  decreased 
blood  flow  through  the  corpora  cavernosa  during  erec- 
tion. The  sickled  cells  begin  sludging,  thus  further 
impending  venous  outflow,  resulting  eventually  in 
thrombosis  of  corpora  cavernosa  and  priapism.  Using 
hemoglobin  electrophoresis  a heterozygous  carrier,  Hgb 
(AS)  can  be  distinguished  from  a homozygenous  sickle 
cell  disease  Hgb(SS).  In  both  types,  priapism  has  the 
same  mechanisms  of  development  and,  in  both,  an 
exchange  transfusion  is  used  to  dilute  hemoglobin  S 
to  less  than  40  percent  of  the  total  hemoglobin  level. 
By  removing  abnormal  cells  the  vicious  cycle  of  stasis, 
hypoxia  and  sickling  is  interrupted,  allowing  normal 
venous  draining  of  the  corpora  cavernosa.  Following 
exchange  transfusion  in  our  patient,  electrophoresis 
showed  2/3  of  Hgb  A and  1/3  Hgb  S,  but  priapism 
remained  essentially  unchanged.  This  suggests  that 
sickling  was  not  the  direct,  sole  etiology  of  his  pria- 
pism. 

Surgical  procedures  for  treatment  of  priapism  range 
from  simple  needle  aspiration  with  irrigation  of  cor- 
pora cavernosa  bilaterally  to  procedures  rerouting  ven- 
ous drainage  through  the  unaffected  corpus  spon- 
giosum, to  the  long  saphenous  vein,  or  to  the  dorsal 
vein  of  the  penis.7  As  stated  above,  our  patient  refused 
any  surgical  intervention  for  treatment  of  priapism. 

The  goal  of  medical  management  of  priapism  is  to 
restore  the  balance  between  sympathetic  and  parasym- 
pathetic stimuli.  Some  antipsychotic  drugs  with  their 
strong  alpha-adrenergic  and  cholinergic  receptor 
blocking  properties  can  produce  both  extremes  of  sex- 
ual dysfunction,  impotence  and  priapism,  the  former 
resulting  from  sympathetic,  and  the  latter  from  chol- 
ingeric  dominance.  Alpha-adrenergic  blocking  agents 
(phenoxybenzamine,  phentolamine,  verapamil,  naftid- 
rofuryl,  thymoxamine)  are  successfully  used  for  the 
treatment  of  impotency  in  the  form  of  I.V.  injections 

continued  on  page  47 
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WHAT  WILL  WE  HAVE  10 IIYIPORT  NEXT.  COLLEGE  GRADUATES? 


Ever  since  World  War  I,  most  of  the  rest  of  the  world 
has  come  to  the  United  States  for  the  latest  technology 
and  for  the  newest  in  business  management. 

Now  we're  in  real  danger  that  the  pendulum 
is  swinging  the  other  way.  Our  technological  lead  is 
being  cut.  We're  importing  know-how  in  many  fields 
instead  of  exporting  it. 

Unfortunately  this  situation  will  get  progressively 
worse.  Unless  we  all  make  absolutely  sure  that  our 
colleges  and  universities  continue  to  be  first-class. 

For  our  colleges  and  universities  supply  most  of 
the  basic  research  upon  which  technological  progress 
is  built.  Not  to  mention  the  trained  minds  that  are 


best  able  to  direct  its  uses. 

But  America's  colleges  are  being  hurt  by  inflation. 
Rising  costs  are  eating  away  at  their  operations  to  a 
dangerous  degree. 

So,  please  make  sure  that  your  company  is  giving  ' 
as  much  as  it  can,  as  much  as  it  should,  to  the  colleges  I 
of  its  choice.  This  year.  Today. 

If  we  keep  the  intellectual  "balance  of  trade"  in  our 
favor,  the  industrial  balance  is  bound  to  follow. 

Send  for  our  free  booklet,  "How  to  Develop  an 
Effective  Program  of  Corporate  Support  for  Higher 
Education!'  Write  CFAE,  680  Fifth  Ave.,  New  York, 
N.Y.  10019. 
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ISOPTIN 

(verapamil  HCI/Knoll) 

240  mg  scored  .sustained -release  tablets 


JAMES  B. 

38,  black  male,  heavy  smoker. 
Prescribed  a diuretic  by  an- 
other physician  last  year  for 
hypertension. 

YOUR  CONCERNS 
Presents  with  "smoker's 
cough."  Workup  reveals  a BP 
of  150/107. 

A LOGICAL  CHOICE  FOR 
CONTROL  OF  HIS  BP 
ISOPTIN*  (verapamil 
HCI/Knoll)  because... 

“ Black  hypertensives  often 
have  low  plasma  renin  ac- 
tivity and  generally  do  not 
respond  favorably  to  beta 
blockers. 

— Beta  blockers  may 
increase  the  likelihood  of 
bronchospasm. 


THOMAS  G. 

70,  asthmatic.  In  the  past,  BP 
adequately  controlled  with 
25  mg  hydrochlorothiazide 
daily. 

YOUR  CONCERNS 
Today  patient  presents  with 
symptoms  of  gout.  Workup 
reveals  high  uric  acid  level, 
low  serum  potassium,  and  BP 
elevated  to  180/98. 

A LOGICAL  CHOICE  FOR 
CONTROL  OF  HIS  BP 
ISOPTIN*  (verapamil 
HCI/Knoll)  because... 

— Unlike  diuretics,  ISOPTIN 
will  not  decrease  serum  po- 
tassium levels  or  elevate  uric 
acid  levels. 

— Unlike  beta  blockers, 
ISOPTIN  can  be  used  safely  in 
asthma  and  COPD  patients. 


ALICE  W. 

65,  diabetic,  overweight.  Her 
BP  has  elevated  to  190/98. 

YOUR  CONCERNS 

She's  on  daily  insulin. 

A LOGICAL  CHOICE  FOR 
CONTROL  OF  HER  BP 
ISOPTIN*  (verapamil 
HCI/Knoll)  because... 

— Unlike  most  beta  blockers 
and  diuretics,  ISOPTIN  has  no 
adverse  effects  on  serum 
glucose  levels. 

— Unlike  most  beta  blockers, 
ISOPTIN  does  not  mask  the 
symptoms  of  hypoglycemia. 


JOHN  K. 

42,  Annual  physical  uncov- 
ered diastolic  BP  of  102 . . . 
confirmed  on  three  successive 
office  visits.  Unresponsive  to 
nonpharmacologic 
intervention. 

YOUR  CONCERNS 
Salesman,  spends  many  hours 
of  his  working  day  in  car... 
total  cholesterol  level  300, 
HDL  35. 

A LOGICAL  CHOICE  FOR 
CONTROL  OF  HIS  BP 
ISOPTIN*  (verapamil 
HCI/Knoll)  because. . . 

— Unlike  diuretics,  ISOPTIN 
does  not  cause  urinary 
urgency. 

— Unlike  either  beta  blockers 
or  diuretics,  ISOPTIN  will  not 
adversely  affect  his  already 
seriously  compromised  lipid 
profile. 

— Unlike  with  propranolol, 
fatigue  and  impotence  are 
rarely  reported. 


Antihypertensive  therapy  you 
and  your  patients  can  live  with 
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In  mild  to  moderate  hypertension  Brief  Summary 
THE  FIRST  ONCE  DAILY 
CALCIUM  CHANNEL  BLOCKER 

ISOPTIN®  SR 
(verapamil  HCI/Knoll) 

240  mg  scored,  sustained-release  tablets 

CONTRAINDICATIONS:  1)  Severe  left  ventricular  dysfunction  (see  WARNINGS).  2)  Hypotension 
(less  than  90  mmHg  systolic  pressure)  or  cardiogenic  shock,  3)  Sick  sinus  syndrome  or  2nd  or 
3rd  degree  AV  block  (except  in  patients  with  a functioning  artificial  ventricular  pacemaker). 

WARNINGS:  Heart  Failure:  ISOPTIN  should  be  avoided  in  patients  with  severe  left  ventricular 
dysfunction  (see  DRUG  INTERACTIONS).  Patients  with  milder  ventricular  dysfunction  should,  if 
possible,  be  controlled  before  verapamil  treatment.  Hypotension:  ISOPTIN  (verapamil  HCI)  may 
produce  occasional  symptomatic  hypotension.  Elevated  Liver  Enzymes:  Elevations  of  trans- 
aminases with  and  without  concomitant  elevations  in  alkaline  phosphatase  and  bilirubin  have 
been  reported.  Periodic  monitoring  of  liver  function  in  patients  receiving  verapamil  is  therefore 
prudent  Accessory  Bypass  Tract  (Wolff-Parkinson-White):  Patients  with  paroxysmal  and/or 
chronic  atrial  flutter  or  atrial  fibrillation  and  a coexisting  accessory  AV  pathway  have  developed 
increased  antegrade  conduction  across  the  accessory  pathway  producing  a very  rapid 
ventricular  response  or  ventricular  fibrillation  after  receiving  intravenous  verapamil.  While  this 
has  not  been  reported  with  oral  verapamil,  it  should  be  considered  a potential  risk.  Treatment  is 
usually  D C. -cardioversion.  Atrioventricular  Block:  The  effect  of  verapamil  on  AV  conduction  and 
the  SA  node  may  cause  asymptomatic  1st  degree  AV  block  and  transient  bradycardia.  Higher 
degrees  of  AV  block,  while  infrequent  (0.8%).  may  require  a reduction  in  dosage  or,  in  rare 
instances,  discontinuation  of  verapamil  HCI.  Patients  with  Hypertrophic  Cardiomyopathy 
(IHSS):  Although  verapamil  has  been  used  in  the  therapy  of  patients  with  IHSS,  severe 
cardiovascular  decompensation  and  death  have  been  noted  in  this  patient  population 

PRECAUTIONS:  Impaired  Hepatic  or  Renal  Function:  Verapamil  is  highly  metabolized  by  the 
liver  with  about  70%  of  an  administered  dose  excreted  in  the  urine.  In  patients  with  impaired 
hepatic  or  renal  function  verapamil  should  be  administered  cautiously  and  the  patients 
monitored  for  abnormal  prolongation  of  the  PR  interval  or  other  signs  of  excessive  phar- 
macological effects  (see  OVERDOSAGE) 

Drug  Interactions:  Beta  Blockers:  Concomitant  use  of  ISOPTIN  and  oral  beta-adrenergic 
blocking  agents  may  be  beneficial  in  certain  patients  with  chronic  stable  angina  or  hypertension, 
but  available  information  is  not  sufficient  to  predict  with  confidence  the  effects  of  concurrent 
treatment  in  patients  with  left  ventricular  dysfunction  or  cardiac  conduction  abnormalities. 
Digitalis:  Clinical  use  of  verapamil  in  digitalized  patients  has  shown  the  combination  to  be  well 
tolerated  if  digoxm  doses  are  properly  adjusted  However,  chronic  verapamil  treatment  increases 
serum  digoxm  levels  by  50  to  75%  during  the  first  week  of  therapy  and  this  can  result  in  digitalis 
toxicity.  Upon  discontinuation  of  ISOPTIN  (verapamil  HCI),  the  patient  should  be  reassessed  to 
avoid  underdigitalization  Antihypertensive  Agents:  Verapamil  administered  concomitantly  with 
oral  antihypertensive  agents  (e  g . vasodilators,  angiotensin-converting  enzyme  inhibitors, 
diuretics,  beta  blockers,  prazosin)  will  usually  have  an  additive  effect  on  lowering  blood 
pressure  Patients  receiving  these  combinations  should  be  appropriately  monitored.  Dis- 
opyramide:  Disopyramide  should  not  be  administered  within  48  hours  before  or  24  hours  after 
verapamil  administration  Oumidine:  In  patients  with  hypertrophic  cardiomyopathy  (IHSS). 
concomitant  use  of  verapamil  and  quinidme  resulted  in  significant  hypotension  There  has  been 
a report  of  increased  quinidme  levels  during  verapamil  therapy.  Nitrates:  The  pharmacologic 
profile  of  verapamil  and  nitrates  as  well  as  clinical  experience  suggest  beneficial  interactions. 
Cimetidme:  Two  clinical  trials  have  shown  a lack  of  significant  verapamil  interaction  with 
cimetidine  A third  study  showed  cimetidine  reduced  verapamil  clearance  and  increased 
elimination  to  1/2.  Anesthetic  Agents:  Verapamil  may  potentiate  the  activity  of  neuromuscular 
blocking  agents  and  inhalation  anesthetics  Carbamazepine:  Verapamil  may  increase  car- 
bamazepme  concentrations  during  combined  therapy.  Rifampin:  Therapy  with  rifampin  may 
markedly  reduce  oral  verapamil  bioavailability.  Lithium:  Verapamil  may  lower  lithium  levels  in 
patient  on  chronic  oral  lithium  therapy.  Carcinogenesis.  Mutagenesis,  Impairment  of  Fertility: 
There  was  no  evidence  of  a carcinogenic  potential  of  verapamil  administered  to  rats  for  two 
years  Verapamil  was  not  mutagenic  in  the  Ames  test.  Studies  in  female  rats  did  not  show 
impaired  fertility  Effects  on  male  fertility  have  not  been  determined  Pregnancy  (Category  C): 
There  are  no  adequate  and  well-controlled  studies  in  pregnant  women  ISOPTIN  crosses  the 
placental  barrier  and  can  be  detected  in  umbilical  vein  blood  at  delivery  This  drug  should  be 
used  during  pregnancy,  labor,  and  delivery,  only  if  clearly  needed  Nursing  Mothers:  ISOPTIN  is 
excreted  in  human  milk,  therefore,  nursing  should  be  discontinued  while  verapamil  is 
administered  Pediatric  Use  Safety  and  efficacy  of  ISOPTIN  in  children  below  the  age  of  18  years 
have  not  been  established 


ADVERSE  REACTIONS:  Constipation  8 4%,  dizziness  3 5%,  nausea  2 7%,  hypotension  2 5%, 
edema  21%,  headache  1.9%.  CHF/pulmonary  edema  1.8%,  fatigue  1.7%,  bradycardia  1.4%, 
3°  AV  block  0 8%,  flushing  0 1%,  elevated  liver  enzymes  (see  WARNINGS).  The  following 
reactions,  reported  in  less  than  1.0%  of  patients,  occurred  under  conditions  (open  trials, 
marketing  experience)  where  a causal  relationship  is  uncertain;  they  are  mentioned  to  alert  the 
physician  to  a possible  relationship  angina  pectoris,  arthralgia  and  rash.  AV  block,  blurred 
vision,  cerebrovascular  accident,  chest  pain,  claudication,  confusion,  diarrhea,  dry  mouth, 
dyspnea,  ecchymosis  or  bruising,  equilibrium  disorders,  exanthema,  gastrointestinal  distress, 
gingival  hyperplasia,  gynecomastia,  hair  loss,  hyperkeratosis,  impotence,  increased  urination, 
insomnia,  macules,  muscle  cramps,  myocardial  infarction,  palpitations,  paresthesia,  psychotic 
symptoms,  purpura  (vasculitis),  shakiness,  somnolence,  spotty  menstruation,  sweating, 
syncope,  urticaria  Treatment  of  Acute  Cardiovascular  Adverse  Reactions  Whenever  severe 
hypotension  or  complete  AV  block  occur  following  oral  administration  of  verapamil,  the 
appropriate  emergency  measures  should  be  applied  immediately,  e g , intravenously  admin- 
istered isoproterenol  HCI.  levarterenol  bitartrate,  atropine  (all  in  the  usual  doses),  or  calcium 
gluconate  (10%  solution)  If  further  support  is  necessary,  inotropic  agents  (dopamine  or 
dobutamme)  may  be  administered  Actual  treatment  and  dosage  should  depend  on  the  severity 
and  the  clinical  situation  and  the  ludgment  and  experience  of  the  treating  physician 

OVEROOSAGE:  Treatment  of  overdosage  should  be  supportive  Beta-adrenergic  stimulation  or 
parenteral  administration  of  calcium  solutions  may  increase  calcium  ion  flux  across  the  slow 
channel,  and  have  been  used  effectively  in  treatment  of  deliberate  overdosage  with  verapamil 
Clinically  significant  hypotensive  reactions  or  fixed  high  degree  AV  block  should  be  treated  with 
vasopressor  agents  or  cardiac  pacing,  respectively  Asystole  should  be  handled  by  the  usual 
measures  including  cardiopulmonary  resuscitation 
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Priapism 

continued  from  page  42 

in  the  corpora  cavernosa.8  Alpha-adrenergic  stimulat- 
ing agents  such  as  metaraminol,  also  in  I.V.  admin- 
istration, on  contrary  effectively  contributes  to  detu- 
mescence of  the  penis  in  priapism.9  Use  of 
anticholinergic  agents  (benztropine,  diphenhydra- 
mine) is  another  way  to  restore  adrenergic  preponder- 
ance. In  our  case,  administration  of  diphenhydramine 
50  mg  tid  resulted  in  slow  detumescence  over  the  course 
of  five  days. 

This  still  does  not  explain  why  our  patient  developed 
priapism  to  such  an  extent,  after  a single  dose  of  thior- 
idazine (150  mg).  The  possibility  that  metoclopramide 
potentiated  the  effect  of  thioridazine,  has  to  be  con- 
sidered. Metoclopramide,  structurally  related  to  sul- 
piride, the  latter  a neuroleptic  drug  with  reported  an- 
tidepressant effect,  is  a centrally  acting  dopamine 
antagonist,  which  shares  with  other  antipsychotic  drugs 
various  extrapyramidal  side  effects,  mainly  of  the  dys- 
tonic  type.  These  may  be  potentiated  with  phenothi- 
azines  and  butyrophenones.  Exhibiting  only  weak  an- 
tipsychotic effect,  metoclopramide’s  clinical  use  is 
limited  to  utilization  of  its  antiemetic  properties.  It  has 
been  used  extensively  for  nausea  and  vomiting  in  pa- 
tients receiving  chemotherapy  with  alkylating  agents 
and  in  patients  with  gastroesophageal  reflux.  Meto- 
clopramide can  be  compared  with  prochlorperazine, 
which  is  extensively  used  in  obstetrics  as  an  antiemetic 
compound.10  The  possibility  that  the  dopamine  block- 
ing effect  of  thioridazine  was  potentiated  by  concurrent 
use  of  metoclopramide  may  provide  an  explanation 
why  priapism  developed  in  our  case  after  administra- 
tion of  such  a low  dose  of  both  drugs.  Possibly,  pria- 
pism was  an  idiosyncratic  reaction  in  this  patient  but 
interaction  of  metoclopramide  with  thioridazine  cannot 
be  ruled  out.  Therefore,  concurrent  use  of  metoclo- 
pramide with  phenothiazines,  haloperidol  and  tricyclic 
antidepressants  should  be  considered,  if  at  all,  with 
great  caution.  0 
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You  don’t  have  to  move  mountains  to 
make  a difference  on  this  earth.  Or  be  a 
Michelangelo  to  leave  your  mark  on  it. 

Leaving  even  the  smallest  legacy  to  the 
American  Cancer  Society  can  help  change 
the  future  for  generations  to  come.  By 
including  the  American  Cancer  Society  in 
your  will,  you’ll  he  leaving  a loving  and 


lasting  impression  on  life. 

You  see,  cancer  is  beatable.  The  survival 
rate  for  all  cancers  is  already  approaching 
50%  in  the  United  States,  j 

You’ll  be  giving  a gift  AMERICAN 
of  life  to  the  future.  And  ^CANCER 
giving  life  is  the  greatest  K SOCIETY® 
way  of  leaving  your  mark  on  it. 

American  C ancer  Soviets,  4 West  45th  Street,  Ness  Mirk,  NA  10001. 


For  more  information,  call  sour  local  ACS  l Hit  or  write  to  tl 


Sometimes 
you  just  can’t 
operate 
alone. 


When  it  comes  to  saving  lives,  teamwork 
becomes  not  only  desirable;  it  becomes 
necessary. 

In  an  operating  room,  in  an  emergency  room, 
in  consultation  with  other  physicians,  teamwork 
helps  you  do  your  job  to  the  best  of  your  ability. 

The  American  Medical  Association  and  your 
state  and  county  medical  societies  believe  in  the 
value  of  teamwork  — and  the  necessity  of  it,  in 
the  face  of  an  increasingly  complex  professional 
environment. 

We  also  believe  that  medical  societies  have 
certain  tasks  that  the  individual  physician 
couldn’t  possibly  assume  — and  shouldn’t 
have  to. 


Join  Your 
Medical  Societies 
Today. 

For  more  information,  contact  your 
county  or  state  medical  societies,  or  call 
the  AMA  collect  at  312/751-6196  Or 
return  the  coupon  below  to  your  state 
or  county  medical  society 


For  example,  to  keep  government  regulations 
from  interfering  with  your  practice,  we  effectively 
represent  your  interests  at  local  and  national 
levels. 

To  influence  policies  of  organized  medicine 
with  which  you  disagree,  we  provide  the  means 
to  have  your  views  heard  and  respected. 

And  to  keep  you  up  to  date  on  the  latest  med- 
ical advances,  we  publish  JAMA,  AM  News, 
specialty,  state,  and  county  journals. 

In  fact,  for  all  the  times  you  can’t  operate 
alone,  your  medical  societies  will  be  there. 
Working  with  you  to  defend  your  rights  and  pro- 
tect your  freedoms. 


□ Please  send  me  information  on  AMA.  county,  and  state  society  membership 

□ I am  a member  of  my  county  and  state  societies;  please  send  me  information 
on  joining  the  AMA. 

Name 

Street 

City State Zip 

County 


\ “When  I 
1'  dance, 
i\  /fee/ 

J l better 
wki  and 

f y beautiful.” 

Melissa  Berman  is  nine 

■ years  old,  deaf  and  a “natural 

■ dancer.”  She  takes  ballet  at  the 
Joffrey  Ballet  School  where 

IB  Meredith  Baylis  teaches  a 

special  class  for  the  non-hearing. 
The  children  respond  to  the 
vibration  in  the  floor  and  some- 
times get  their  instruction 
| through  an  interpreter. 

/ m Dance  seems  to  offer  an 

/ g ■ escape  valve  for  the  remarkable 

9 energy  that  would  otherwise 
be  bottled  up  in  Melissa  and 
her  classmates.  Melissa’s 
mother  reports  that  when 
“The  Nutcracker”  appeared  on 
television,  Melissa  got  up  and 
joined  in  the  dancing.  Melissa  is 
also  an  accomplished  gymnast 
but  her  great  love  is  dance  which 
she  hopes  to  pursue. 

Here  in  the  dance  studio, 
with  the  pianist  pounding  away, 
Melissa  is  indeed  beautiful! 

President’s  Committee  on 
Employment  of  the  Handicapped 
Washington.  D.C.  20210 

Produced  by  The  School  of  Visual  Arts 
Public  Advert  ising  System 


from  pain 


Just  one  part  of 
pain  relief  therapy. 

Vicodin  provides  greater 
patient  acceptance 


Blank  space  indicates  that  no  such  activity  has  been  reported. 

Table  adapted  from  Facts  and  Comparisons  (Nov ) 1984  and  Catalano  RB  The 
medical  approach  to  management  of  pain  caused  by  cancer  "Semin  Oncol"  1975, 
2.  379-92  and  Reuler  JB,  et  al  The  chronic  pain  syndrome  misconceptions  and 
management  "Ann  Intern  Med"  1980,  93,  588  96 

♦ Vicodin  offers:  less  nausea,  less  sedation,  less 
constipation. 

...and  longer  lasting  pain  relief- 
up  to  6 hours. 

♦ Vicodin  contains  hydrocodone  not  codeine.  In 
one  study,  10  mg.  of  hydrocodone  alone  was 
shown  to  be  as  effective  as  60  mg.  of  codeine.1 

♦ In  a double-blind  study,  Vicodin  (2  tablets), 
provided  longer  lasting  pain  relief  than  60  mg. 
of  codeine.2 

Plus... 

♦ Vicodin  offers  the  convenience  of  Clll 
prescribing. 

♦ Dosage  flexibility-1  tablet  every  6 hours  or 
2 tablets  every  6 hours  (up  to  8 tablets  in  24 
hours). 


hydrocodon*  bitarlrate  S mg  (Warning  May  be  habit 
forming)  with  acetaminophen  SOO  mg 


The  original  hydrocodone  analgesic. 


COMPARATIVE  PHARMACOLOGY  OF  THREE  ANALGESICS 

CONSTIPATION 

RESPIRATORY 

DEPRESSION 

SEDATION  EMESIS 

PHYSICAL 

DEPENDENCE 

HYDROCODONE 

X 

X 

CODEINE 

X 

X 

X X 

X 

OXYCODONE 

XX 

XX 

XX  XX 

XX 

Specify  " Dispense  as  written"  for  the  original 

hydrocodone  analgesic. 


INDICATIONS  AND  USAGE:  For  the  relief  of  moderate  to  moderately  severe  pain 
CONTRAINDICATIONS:  Hypersensitivity  to  acetaminophen  or  hydrocodone 

WARNINGS: 

Drug  Abuse  and  Dependence:  VICODIN  ‘ issubject  to  the  Federal  Controlled  Substances  Act 
(Schedule  III)  Psychic  dependence,  physical  dependence  and  tolerance  may  develop  upon 
repeated  administration  of  narcotics,  therefore,  VICODIN  should  be  prescribed  and  admin- 
istered with  the  same  caution  appropriate  to  the  use  of  other  oral-narcotic-containing 
medications. 


Respiratory  Depression:  At  high  doses  or  in  sensitive  patients,  hydrocodone  may  produce 
dose-related  respiratory  depression  by  acting  directly  on  brain  stem  respiratory  centers 
Hydrocodone  also  affects  centers  that  control  respiratory  rhythm,  and  may  produce  irregu- 
lar and  periodic  breathing. 

Head  Injury  and  Increased  Intracranial  Pressure:  The  respiratory  depressant  effects  of 
narcotics  and  their  capacity  to  elevate  cerebrospinal  fluid  pressure  may  be  markedly  exag- 
gerated in  the  presence  of  head  injury,  other  intracranial  lesions  or  a preexisting  increase  in 
intracranial  pressure  Furthermore,  narcotics  produce  adverse  reactions  which  may  obscure 
the  clinical  course  of  patients  with  head  injuries. 

Acute  Abdominal  Conditions:  The  administration  of  narcotics  may  obscure  the  diagnosis 
or  clinical  course  of  patients  with  acute  abdominal  conditions. 

PRECAUTIONS: 

Special  Risk  Patients:  VICODIN  should  be  used  with  caution  in  elderly  or  debilitated 
patients  and  those  with  severe  impairment  of  hepatic  or  renal  function,  hypothyroidism, 
Addison’s  disease,  prostatic  hypertrophy  or  urethral  stricture 

Information  For  Patients:  VICODIN,  like  all  narcotics,  may  impairthe  mental  and/or  physical 
abilities  required  for  the  performance  of  potentially  hazardous  tasks  such  as  driving  a car 
or  operating  machinery:  patients  should  be  cautioned  accordingly. 

Cough  Reflex:  Hydrocodone  suppresses  the  cough  reflex;  caution  should  be  exercised 
when  VICODIN  is  used  postoperatively  and  in  patients  with  pulmonary  disease 
Drug  Interactions:  The  CNS-depressant  effects  of  VICODIN  may  be  additive  with  that  of 
other  CNS  depressants  When  combined  therapy  is  contemplated,  the  dose  of  one  or  both 
agents  should  be  reduced.  The  use  of  MAO  inhibitors  or  tricyclic  antidepressants  with 
hydrocodone  preparations  may  increase  the  effect  of  either  the  antidepressant  or 
hydrocodone  The  concurrent  use  of  anticholinergics  with  hydrocodone  may  produce  para- 
lytic ileus 

Usage  in  Pregnancy:  Pregnancy  Category  C.  Hydrocodone  has  been  shown  to  be 
teratogenic  in  hamsters  when  given  in  doses  700  times  the  human  dose  There  are  no 
adequate  and  well-controlled  studies  in  pregnant  women.  VICODIN  should  be  used  during 
pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus. 
Nonteratogemc  Effects:  Babies  born  to  mothers  who  have  been  taking  opioids  regularly 
prior  to  delivery  will  be  physically  dependent.  The  intensity  of  the  syndrome  does  not 
always  correlate  with  the  duration  of  maternal  opioid  use  or  dose 

Labor  and  Delivery:  Administration  of  VICODIN  to  the  mother  shortly  before  delivery  may 
result  in  some  degree  of  respiratory  depression  in  the  newborn,  especially  if  higher  doses 
are  used 

Nursing  Mothers:  It  is  not  known  whether  this  drug  is  excreted  in  human  milk;  therefore, 
a decision  should  be  made  whether  to  discontinue  nursing  or  to  discontinue  the  drug, 
taking  into  account  the  importance  of  the  drug  to  the  mother. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been  established 

ADVERSE  REACTIONS: 

Central  Nervous  System:  Sedation,  drowsiness,  mental  clouding,  lethargy,  impairment  of 
mental  and  physical  performance,  anxiety,  fear,  dysphoria,  dizziness,  psychic  dependence, 
mood  changes 

Gastrointestinal  System:  Nausea  and  vomiting  may  occur,  they  are  more  frequent  in 
ambulatory  than  in  recumbent  patients.  Prolonged  administration  of  VICODIN  may  pro- 
duce constipation. 

Genitourinary  System:  Ureteral  spasm,  spasm  of  vesical  sphincters  and  urinary  retention 
have  been  reported 

Respiratory  Depression:  (See  WARNINGS.) 

DOSAGE  AND  ADMINISTRATION:  Dosage  should  be  adjusted  according  to  the  severity  of 
the  pain  and  the  response  of  the  patient  However,  tolerance  to  hydrocodone  can  develop 
with  continued  use,  and  the  incidence  of  untoward  effects  is  dose  related 
The  usual  dose  is  one  tablet  every  six  hours  as  needed  for  pain  (If  necessary,  this  dose  may 
be  repeated  at  four-hour  intervals.)  In  cases  of  more  severe  pain,  two  tablets  every  six  hours 
(up  to  eight  tablets  in  24  hours)  may  be  required 

Revised,  April  1982  5685 

1 Hopkmson  JH  III:  Curr  Ther Res  24  503-516,  1978 
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hydrocodone  bitartrate  5 mg.  (Warning  . May  be  habit 
.--—forming)  with  acetaminophen  500  mg. 


ALABAMA 

MEDICINE 

CLASSIFIED 


Classified  advertising  is  $15.00  for  30  words  or  less,  plus 
20  cents  for  each  additional  word,  payable  in  advance.  Clas- 
sified displays  are  $20.00  per  column  inch.  Ad  box  number 
can  be  substituted  for  formal  addresses  upon  request  at  a cost 
of  $2.  Copy  deadline  is  6 weeks  preceding  date  of  publica- 
tion. Send  copy  to:  Advertising  Manager,  ALABAMA 
MEDICINE,  P.O.  Box  1900-C,  Montgomery,  Alabama 
36197-4201. 


PRIMARY  CARE  PHYSICIANS  desperately  needed  to  locate  in 
West  Central  Alabama  rural  communities,  one  hour  from  Birming- 
ham. Faculty  appointment  with  Family  Practice  Center  at  Universi- 
ty of  Alabama  if  qualified.  Join  established  practice  or  work  indi- 
vidually. Salary  of  $50,000  to  $65,000  guaranteed  until  practice  is 
self-sufficient.  Generous  fringe  benefits  include  life,  disability, 
health,  retirement,  and  malpractice  insurance,  two  weeks  con- 
tinuing education,  and  three  weeks  annual  leave.  All  equipment, 
including  X-ray  and  lab,  furniture,  and  supplies  provided.  Manage- 
ment services  including  personnel,  payroll,  tax  reports,  and  billing 
provided.  If  invited  to  visit,  all  expenses  will  be  paid.  All  moving 
expenses  covered.  Write  Health  Development  Corporation,  P.O. 
Box  1486,  Tuscaloosa,  Alabama  35403,  or  telephone  Frank 
Cochran,  collect  at  758-7545  for  more  information. 


NORTHEASTERN  ALABAMA:  Seeking  Emergency  Department 
Director  and  part-time  physicians  for  low  volume  hospital  in  resort 
area.  Flexible  schedule  and  malpractice  insurance  provided.  Please 
contact  Emergency  Consultants.  Inc.,  2240  South  Airport  Road, 
Room  9,  Traverse  City,  Ml  49684;  800/253-1795,  or,  in  Michigan 
800/632-3496. 


INTERNIST  WANTED:  For  association  with  four  internists 
Southeast  Coast  of  Florida,  board  qualified,  salary:  $50,000,  plus 
percentage.  Early  partnership  assured,  reply:  P.O.  Box  768,  Lake 
Worth.  Florida  33460 


50%  OFF  PREVIOUSLY  OWNED  MEDICAL,  LABORATORY, 
office,  x-ray,  ultrasound  equipment  in  excellent  condition.  We 
buy.  sell,  broker  and  repair.  Office  appraisals  available  by  certified 
surg-consultants.  Call  Medical  Equipment  Resale  and  Repair.  Inc. 
anytime.  (313)477-6880. 


EXPANDING  E D.  GROUP  (50.000+  VISITS)  seeks  additional 
full  or  part-time  physicians.  Competitive  compensation.  BC/BE 
in  primary  care  specialty  or  equivalent  experience.  Reply  Box  861 , 
Huntsville,  AL  35804. 


BE  A PART  OF  IT  — the  excitement  of  owning  a thoroughbred 
racehorse.  Experienced  horse  trainer  from  major  eastern  track  re- 
locating to  Birmingham  Turf  Club,  seeking  potential  owner,  tax 
benefits.  (609)769-0604. 


LARGE  MEDICAL  OFFICE  FOR  SALE  in  Fort  Deposit.  Ala- 
bama (Lowndes  Co.)  Would  make  a great  satellite  office.  Very 
reasonable  price.  If  interested  call  376-5630  days,  382-8813  nights. 


FLORIDA:  Emergency  Department  position  available  for  primary 
care  physician  with  ER  experience  in  northeast  Florida.  Commute 
from  St.  Augustine,  Jacksonville,  or  Gainesville  to  this  120-bed 
facility  seeing  20,000  patients  annually.  Enjoy  flexible  scheduling, 
no  on-call  time,  and  annual  compensation  in  excess  of  $75,000. 
In  addition,  complete  professional  liability  insurance  procured  on 
your  behalf.  Contact:  Kathy  V alii , Coastal  Emergency  Services, 
Inc.,  (800)  328-1038  in  US  or  (800)  432-3093  in  FL;  2200  W. 
Commerical  Blvd.,  Ste.  203,  Ft.  Lauderdale,  FL  33309. 


THE  UNIVERSITY  OF  ALABAMA  at  Birmingham  is  seeking  a 
full  time,  board  certified  physician  to  assist  in  providing  primary 
care  services  to  UAB  students. 

Candidates  should  possess  a minimum  of  ten  years  experience  in 
Internal  Medicine,  Pediatrics,  or  Family  Practice  with  a demon- 
strated interest/training  in  Adolescent  and  Preventive  Medicine. 
Salary  commensurate  with  experience.  Excellent  retirement  plan 
and  fringe  benefits.  Good  climate,  excellent  community  and  cul- 
tural environment. 

Individuals  interested  in  this  opportunity  are  invited  to  send  re- 
sumes and  at  least  three  professional  references  to:  Glenn  H.  Mont- 
gomery, M.D.,  Director  of  Student  Health  Services,  University 
of  Alabama  at  Birmingham,  CHSB  — Room  #301,  University 
Station,  Birmingham,  Alabama  35294  AA/EOE. 


NATIONAL  HEALTHCARE,  INC.,  an  Alabama  based  hospital 
management  corporation  currently  owning/managing  twelve  fa- 
cilities in  Alabama,  has  practice  opportunities  available  for  all 
specialties.  Solo,  partnership  and  group  arrangements  are  all  avail- 
able. Generous  financial  packages.  For  more  information,  contact 
Debbie  Goins  or  Cathy  Carmichael  toll  free  at  1-800-422-0183 
(outside  Alabama  1-800-523-6214)  or  collect  205-793-2399.  CVs 
may  be  sent  to  Physician  Relations/Recruitment.  Dept.  87-25. 
National  Healthcare,  Inc.,  P.O.  Box  1649,  Dothan,  Alabama 36302. 


MULTI  SPECIALTY  CLINIC  seeks  BC/BE  hcmatologist/oncol- 
ogist.  Modern,  fully  equipped  220  bed  hospital.  Contact  John 
Wallace,  Internal  Medicine  Clinic,  1203  Jefferson  Street.  Laurel, 
MS  (601)  649-6382  or  MS  WATS  1-800-654-7918. 


PEDIATRICIAN:  Practice  opportunity  for  Board  Eligiblc/Board 
Certified  Pediatrician  in  a warm  and  friendly  community  in  Eastern 
South  Carolina,  North  Myrtle  Beach  vicinity.  Ideal  recreational 
opportunities  to  include  the  beach,  sailing,  fishing,  tennis  and  golf. 
The  pediatric  practice  is  very  well  established.  Excellent  financial 
package  from  hospital  — a 105  bed,  modem  hospital  with  a 40 
bed  Extended  Care  facility.  Contact  Alton  Ewing.  Assistant  Ad- 
ministrator. Loris  Community  Hospital,  Loris,  SC  29569,  tele- 
phone (803)  756-4011. 
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time.  Fill  out  this  card  and  mail  it 
in  to  find  out  how 


They’re  off 
to  a good 
time... 
on  your 
money 

What  a shock  it  is  to  learn  that  one’s  trust  has  been  misplaced.  Or 
one’s  patience  abused.  But  it  happens. 

There  are  people  who  finance  good  times  with  interest-free  loans. 
Loans  in  the  form  of  slowing  payments  to  creditors  whose  trust  and 
patience  is  mistaken  for  weakness. 

Learn  how  I.C.  System  can  help  _ 

keep  your  money  coming  in  on  | |)Q  SVStClll 

Works  Si 


Tell  me  more  about  the  I.C.  System  program 


I.C.  SYSTEM,  INC. 

ACCOUNTS  RECEIVABLE  CONTROL  SERVICE 

444  East  Highway  96 
P.O.  Box  43639 
St.  Paul,  MN  55164 


Name  (Firm) 
Address 


AUXILIARY 


Mrs.  Ronald  R.  DiNella 
A-MASA  President 


Physician’s  Support  Group 
Organized  for  Alabama 


Although  many  of  those  outside  the  medical  profes- 
sion feel  that  litigation  is  just  part  of  the  cost  of 
doing  business  these  days,  we  in  medical  families  know 
that  the  repercussions  of  a legal  assault  for  the  indi- 
vidual physician  are  of  grave  consequence.  The  per- 
sonal life  and  the  professional  life  of  the  physician  are 
seriously  affected. 

Generally  speaking,  any  legal  action  is  a major  life 
stress.  However,  for  a physician  it  is  even  more  stress- 
ful because  he  takes  it  as  a personal  affront  and  feels 
that  it  challenges  his  professional  integrity. This  in  turn 
affects  the  doctor/patient  relationship  and  also  his  free- 
dom to  make  sound  clinical  judgments. 

A physician  may  react  to  the  stress  of  litigation  in 
many  different  ways.  A very  common  first  reaction  is 
anger  ...  he  is  angry  at  the  patient  and  the  lawyers 
who  have  filed  the  suit,  for  which  he  usually  feels 
there  is  no  sound  basis.  These  responses  do  not  indicate 
ineffectiveness  in  coping  with  the  litigation  — they 


merely  indicate  that  the  physician  is  human  and  is 
dealing  with  a very  stressful  event  in  his  life  in  a normal 
way. 

The  very  nature  of  a physician’s  work  demands  that 
he  contain  his  emotions  and  reactions  in  order  to  carry 
out  his  expected  responsibilities  to  patients  and  col- 
leagues. When  confronted  with  a lawsuit,  personal 
reactions  may  become  so  overwhelming  that  conflicts 
and  tensions  arise  between  the  needs  of  the  physician 
and  the  needs  of  his  or  her  patients. 

One  of  the  most  effective  ways  to  cope  with  such 
tensions  is  to  share  emotions  and  reactions  with  others 
who  have  had  similar  experiences.  The  Medical  As- 
sociation of  the  State  of  Alabama  and  the  Auxiliary 
have  established  a referral  panel  of  physicians  and 
spouses  who  are  available  to  talk  with  doctors  and 
their  spouses  who  are  currently  involved  in  litigation. 
Any  Alabama  physician  who  feels  that  such  support 
would  be  helpful  can  be  put  in  touch  with  a member 
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of  the  panel.  All  referrals  are  made  in  strict  confidence 
and  no  records  are  kept  of  calls  or  conversations.  The 
contacts  at  the  Medical  Association  and  the  Auxiliary 
are  only  involved  in  order  to  coordinate  things  and 
make  referrals.  No  other  members  of  either  group  have 
access  to  this  list. 

The  tenor  of  the  program  is  the  desire  of  colleagues 
to  lend  support  during  a critical  period  of  a fellow 
physician’s  life.  Legal,  medical  or  insurance  advice  is 
the  responsibility  of  those  respective  experts  — not  of 
the  panel  — because  the  panel  is  not  in  position  to 
deal  with  such  aspects  of  the  problem.  The  intention 
of  the  referral  program  is  to  provide  an  informed  and 
sympathetic  listener  for  the  stressed  physician.  All 
panelists  are  Alabama  physicians  who  have  lived 
through  malpractice  litigation  and  have  volunteered  to 
help  others  who  are  confronted  with  similar  difficul- 
ties. 

The  problem  of  medical  malpractice  is  an  insidious 
one.  It  affects  physicians  not  only  professionally  and 
economically  but  also  psychologically.  The  Alabama 
Medical  Association  and  the  Auxiliary  are  attempting 
to  combat  the  far  reaching  effects  of  the  malpractice 
crisis. 

Efforts  include  legislative  and  educational  programs 
for  the  physicians  and  the  public  regarding  professional 
liability.  The  concern  of  the  medical  profession  for 
those  doctors  who  are  experiencing  the  distress  of  mal- 
practice litigation  is  very  great  and  very  sincere.  It  is 
our  hope  that  this  newly  formed  support  group  will  be 
an  effective  means  of  assisting  troubled  physicians  and 


their  spouses  who  are  presently  involved  in  problems 
stemming  from  malpractice  litigation.  We  also  hope 
that  the  physician  facing  a lawsuit  will  resist  the  temp- 
tation to  bottle  up  his  tribulations  within  himself,  es- 
pecially since  such  an  approach  could  foster  psycho- 
logical problems  such  as  anxiety  and  depression. 

Brochures  outlining  our  support  program  are  avail- 
able through  the  MAS  A Headquarters  in  Montgomery. 
The  two  contacts  to  call  are  Dr.  George  Oetting  at  1- 
800-392-5668  or  (205)  263-6441  with  the  Medical  As- 
sociation, and  Mrs.  Robert  Rhyne,  Jr.  at  (205)  974- 
1193  with  the  Medical  Auxiliary. 

Hopefully  by  the  time  you  read  this,  our  state  leg- 
islature will  be  well  on  the  way  to  passing  a much 
needed  tort  reform  bill,  and  legal  aid  will  soon  be  on 
its  way  to  relieve  this  crisis  situation.  We  realize  that 
a tort  reform  package  is  not  a cure-all,  but  it  does  seem 
to  be  a step  in  the  right  direction  and  in  theory  is  a 
feasible  approach  to  the  problem.  However,  in  the 
meantime,  remember  that  you  are  not  alone  and  a 
sympathetic  colleague  is  just  a phone  call  away.  Don’t 
hesitate  to  call.  0 
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There’s  never  been 
a better  time  for  her. . . 
and 

PREMARBM* 

njugated  Estrogens  Tablets) 


Now  the  evidence  looks  better 
than  ever 


Significantly  reduced  risk  of 
endometrial  hyperplasia 

Endometrial  hyperplasia  was  significantly  reduced  when  pro- 
gestin was  added  to  PREMARIN  therapy  for  more  than  ten  days 
a month! 4 The  risk  of  endometrial  hyperplasia  may  also  be 
reduced  through  cyclic  administration  of  unopposed,  low-dose 
PREMARIN. 


Effect  on  lipids — an  important  feature 

PREMARIN  used  alone  does  not  adversely  affect  lipid  levels.  In 
fact,  a clinical  study  has  shown  a significant  increase  in  HDL 
cholesterol — from  49.7  mg/dL  to  56.4  mg/dL — and  decrease  in 
LDL  cholesterol — from  165.1  mg/dL  to  138.1  mg/dL—  after  one 
year  of  therapy  with  PREMARIN,  0.625  mg.5 

Low-dose  control  of  menopausal  symptoms 

PREMARIN  effectively  relieves  vasomotor  symptoms,  such  as 
hot  flashes.  When  estrogen  deficiency  is  limited  to  atrophic 
vaginitis,  PREMARIN  ■ (conjugated  estrogens)  Vaginal  Cream 
restores  the  vaginal  environment  to  its  premenopausal  state. 


The  most  widely  used,  most  extensively 
studied  estrogen  worldwide. 


PREMARIN' 

(Conjugated  Estrogens  Tablets) 

Most  trusted  for  more  reasons 


PREMARIN  is  indicated  for  moderate-to-severe  vasomotor  symptoms 
Please  see  following  page  for  brief  summary  of  prescribing  information 


For  moderate-to-severe 
vasomotor  symptoms 


For  atrophic  vaginitis 


PREMARIN 

(Conjugated  Estrogens  Tablets) 


PREMARIN 

(Conjugated  Estrogens) 


0.3  mg 


The  appearance  of  these  tablets  is  a trademark  of  Ayerst  Laboratories. 


Vaginal 

Cream 


0.625mg/g 
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BRIEF  SUMMARY  (EOR  FULL  PRESCRIBING  INFORMATION  AND  PATIENT  INFORMATION.  SEE  PACKAGE 
CIRCULARS  I 

PREMARIN ' Brand  ol  conjugated  estrogens  tablets.  USP 

PREMARIN'  Brand  ol  conjugated  estrogens  Vaginal  Cream  in  a nonliquefying  base 


1 ESTROGENS  HAVE  BEEN  REPORTEO  TO  INCREASE  THE  RISK  OF  ENDOMETRIAL  CARCINOMA 

Three  independent  case  control  studies  have  reported  an  increased  risk  of  endometrial  cancer  in 
postmenopausal  women  exposed  to  exogenous  estrogens  tor  more  than  one  year  This  risk  was  indepen- 
dent of  the  other  known  risk  factors  for  endometrial  cancer  These  studies  are  further  supported  by  the 
finding  that  incidence  rates  of  endometrial  cancer  have  increased  sharply  since  1969  in  eight  different  areas 
of  the  United  States  with  population-based  cancer  reporting  systems,  an  increase  which  may  be  related  lo 
the  rapidly  expanding  use  of  estrogens  during  the  last  decade  The  three  case  control  studies  reported  that 
the  risk  of  endometrial  cancer  in  estrogen  users  was  about  4 5 to  13  9 times  greater  than  in  nonusers  The 
risk  appears  to  depend  on  both  duration  of  treatment  and  on  estrogen  dose  In  view  of  these  findings,  when 
estrogens  are  used  for  the  treatment  of  menopausal  symptoms,  the  lowest  dose  that  will  control  symptoms 
should  be  utilized  and  medication  should  be  discontinued  as  soon  as  possible  When  prolonged  treatment  is 
medically  indicated,  the  patient  should  be  reassessed  on  at  least  a semiannual  basis  to  determine  the  need 
for  continued  therapy  Although  the  evidence  must  be  considered  preliminary,  one  study  suggests  that 
cyclic  administration  of  low  doses  of  estrogen  may  carry  less  risk  than  continuous  administration,  it 
therefore  appears  prudent  to  utilize  such  a regimen  Close  clinical  surveillance  of  all  women  taking 
estrogens  is  important  In  all  cases  of  undiagnosed  persistent  or  recurring  abnormal  vaginal  bleeding, 
adequate  diagnostic  measures  should  be  undertaken  to  rule  out  malignancy  There  is  no  evidence  at  present 
that  "natural  estrogens  are  more  or  less  hazardous  than  "synthetic"  estrogens  at  equiestrogemc  doses 

2 ESTROGENS  SHOULD  NOT  BE  USED  DURING  PREGNANCY 

The  use  of  female  sex  hormones,  both  estrogens  and  progestogens.  during  early  pregnancy  may  seriously 
damage  the  offspring  It  has  been  shown  that  females  exposed  in  utero  to  diethylstilbestrol.  a non-steroidal 
estrogen,  have  an  increased  risk  of  developing  in  later  life  a form  of  vaginal  or  cervical  cancer  that  is 
ordinarily  extremely  rare  This  risk  has  been  estimated  as  not  greater  than  4 per  1,000  exposures 
Furthermore,  a high  percentage  of  such  exposed  women  (from  30%  to  90%)  have  been  found  to  have 
vaginal  adenosis,  epithelial  changes  of  the  vagina  and  cervix  Although  these  changes  are  histologically 
benign,  it  is  not  known  whether  they  are  precursors  of  malignancy  Although  similar  data  are  not  available 
with  the  use  of  other  estrogens,  it  cannot  be  presumed  they  would  not  induce  similar  changes  Several 
reports  suggest  an  association  between  intrauterine  exposure  to  female  sex  hormones  and  congenital 
anomalies,  including  congenital  heart  defects  and  limb  reduction  defects  One  case  control  study  estimated 
a 4 7-fold  increased  risk  of  limb  reduction  defects  in  infants  exposed  in  utero  to  sex  hormones  (oral 
contraceptives,  hormone  withdrawal  tests  for  pregnancy,  or  attempted  treatment  for  threatened  abortion) 
Some  of  these  exposures  were  very  short  and  involved  only  a few  days  of  treatment  The  data  suggest  that 
the  risk  of  limb  reduction  detects  in  exposed  fetuses  is  somewhat  less  than  1 per  1 .000  In  the  past,  female 
sex  hormones  have  been  used  during  pregnancy  in  an  attempt  to  treat  threatened  or  habitual  abortion  There 
is  considerable  evidence  that  estrogens  are  ineffective  for  these  indications,  and  there  is  no  evidence  from 
well  controlled  studies  that  progesiogens  are  effective  tor  these  uses  It  PREMARIN  is  used  during 
pregnancy,  or  if  the  patient  becomes  pregnant  while  taking  this  drug,  she  should  be  apprised  of  the  potential 
risks  to  the  fetus,  and  the  advisability  of  pregnancy  continuation 


DESCRIPTION:  PREMARIN  (conjugated  estrogens.  USP)  contains  a mixture  of  estrogens,  obtained  exclusively 
from  natural  sources,  blended  to  represent  the  average  composition  of  material  derived  from  pregnant  mares' 
urine  It  contains  estrone,  equilm,  and  17a-dihydroequilin,  together  with  smaller  amounts  of  17a-estradiol 
equilemn.  and  17a-dihydroequilenm  as  salts  of  their  sulfate  esters  Tablets  are  available  in  0 3 mg.  0 625  mg,  0 9 
mg,  1 25  mg,  and  2 5 mg  strengths  of  conjugated  estrogens  Cream  is  available  as  0 625  mg  conjugated 
estrogens  per  gram 

INDICATIONS  AND  USAGE:  PREMARIN  (conjugated  estrogens  tablets.  USP)  Moderate-to-severe  vasomotor 
symptoms  associated  with  the  menopause  (There  is  no  evidence  that  estrogens  are  effective  for  nervous 
symptoms  or  depression  without  associated  vasomotor  symptoms  and  they  should  not  be  used  to  treat  such 
conditions  I Osteoporosis  (abnormally  low  bone  mass).  Atrophic  vaginitis  Kraurosis  vulvae  Female 
castration 

PREMARIN  (conjugated  estrogens)  Vaginal  Cream  is  indicated  in  the  treatment  of  atrophic  vaginitis  and 
kraurosis  vulvae  PREMARIN  HAS  NOT  BEEN  SHOWN  TO  BE  EFFECTIVE  FOR  ANY  PURPOSE  DURING  PREG- 
NANCY AND  ITS  USE  MAY  CAUSE  SEVERE  HARM  TO  THE  FETUS  (SEE  BOXED  WARNING) 

Concomitant  Progestin  Use:  The  lowest  effective  dose  appropriate  for  the  specific  indication  should  be  utilized 
Studies  of  the  addition  of  a progestin  for  7 or  more  days  of  a cycle  of  estrogen  administration  have  reported  a 
lowered  incidence  of  endometrial  hyperplasia  Morphological  and  biochemical  studies  of  the  endometrium 
suggest  that  10  to  13  days  of  progestin  are  needed  to  provide  maximal  maturation  of  the  endometrium  and  to 
eliminate  any  hyperplastic  changes  Whether  this  will  provide  protection  from  endometrial  carcinoma  has  not 
been  clearly  established  There  are  possible  additional  risks  which  may  be  associated  with  the  inclusion  of 
progestin  in  estrogen  replacement  regimens  (See  PRECAUTIONS  ) The  choice  of  progestin  and  dosage  may  be 
important,  product  labeling  should  be  reviewed  to  minimize  possible  adverse  effects 
CONTRAINDICATIONS:  Estrogens  should  not  be  used  in  women  (or  men)  with  any  of  the  following  conditions  1 
Known  or  suspected  cancer  of  the  breast  except  in  appropriately  selected  patients  being  treated  for  metastatic 
disease  2 Known  or  suspected  estrogen-dependent  neoplasia  3 Known  or  suspected  pregnancy  (See  Boxed 
Warning)  4 Undiagnosed  abnormal  genital  bleeding  5 Active  thrombophlebitis  or  thromboembolic  disorders 
6 A past  history  of  thrombophlebitis,  thrombosis,  or  thromboembolic  disorders  associated  with  previous 
estrogen  use  (except  when  used  in  treatment  of  breast  or  prostatic  malignancy) 

WARNINGS:  Long-term  continuous  administration  of  natural  and  synthetic  estrogens  in  certain  animal  species 
increases  the  frequency  of  carcinomas  of  the  breast,  cervix,  vagina,  and  liver  There  are  now  reports  that 
estrogens  increase  the  risk  of  carcinoma  of  the  endometrium  in  humans  (See  Boxed  Warning  ) At  the  present 
time  there  is  no  satisfactory  evidence  that  estrogens  given  to  postmenopausal  women  increase  the  risk  of  cancer 
of  the  breast,  although  a recent  study  has  raised  this  possibility  There  is  a need  for  caution  in  prescribing 
estrogens  for  women  with  a strong  family  history  of  breast  cancer  or  who  have  breast  nodules,  fibrocystic 
disease,  or  abnormal  mammograms  A recent  study  has  reported  a 2-  to  3-fold  increase  in  the  risk  of  surgically 
confirmed  gallbladder  disease  in  women  receiving  postmenopausal  estrogens 

Adverse  effects  of  oral  contraceptives  may  be  expected  at  the  larger  doses  of  estrogen  used  to  treat  prostatic  or 
breast  cancer  or  postpartum  breast  engorgement:  it  has  been  shown  that  there  is  an  increased  risk  of  thrombosis 
in  men  receiving  estrogens  for  prostatic  cancer  and  women  for  postpartum  breast  engorgement  Users  ol  oral 
contraceptives  have  an  increased  risk  of  diseases,  such  as  thrombophlebitis,  pulmonary  embolism,  stroke,  and 
myocardial  infarction  Cases  of  retinal  thrombosis,  mesenteric  thrombosis,  and  optic  neuritis  have  been  reported 
in  oral  contraceptive  users  An  increased  risk  of  postsurgery  thromboembolic  complications  has  also  been 
reported  in  users  of  oral  contraceptives  If  feasible,  estrogen  should  be  discontinued  at  least  4 weeks  before 
surgery  of  the  type  associated  with  an  increased  risk  of  thromboembolism,  or  during  periods  ol  prolonged 
immobilization  Estrogens  should  not  be  used  in  persons  with  active  thrombophlebitis,  thromboembolic  disor- 
ders. or  in  persons  with  a history  of  such  disorders  in  association  with  estrogen  use  They  should  be  used  with 


caution  in  patients  with  cerebral  vascular  or  coronary  artery  disease  Large  doses  (5  mg  conjugated  estrogens 
per  day),  comparable  to  those  used  to  treat  cancer  of  the  prostate  and  breast,  have  been  shown  to  increase  the 
risk  of  nonfatal  myocardial  infarction,  pulmonary  embolism  and  thrombophlebitis  When  doses  of  this  size  are 
used,  any  of  the  thromboembolic  and  thrombotic  adverse  effects  should  be  considered  a clear  risk 
Benign  hepatic  adenomas  should  be  considered  in  estrogen  users  having  abdominal  pain  and  tenderness, 
abdominal  mass,  or  hypovolemic  shock  Hepatocellular  carcinoma  has  been  reported  in  women  taking  estrogen- 
containing  oral  contraceptives  Increased  blood  pressure  may  occur  with  use  of  estrogens  in  the  menopause  and 
blood  pressure  should  be  monitored  with  estrogen  use  A worsening  of  glucose  tolerance  has  been  observed  in 
patients  on  estrogen-containing  oral  contraceptives  For  this  reason,  diabetic  patients  should  be  carefully 
observed  Estrogens  may  lead  to  severe  hypercalcemia  in  patients  with  breast  cancer  and  bone  metastases 
PRECAUTIONS:  Physical  examination  and  a complete  medical  and  family  history  should  be  taken  prior  to  the 
initiation  of  any  estrogen  therapy  with  special  reference  to  blood  pressure,  breasts , abdomen . and  pelvic  organs , 
and  should  include  a Papanicolaou  smear  As  a general  rule,  estrogen  should  not  be  prescribed  for  longer  than 
one  year  without  another  physical  examination  being  performed  Conditions  influenced  by  fluid  retention  such  as 
asthma,  epilepsy,  migraine,  and  cardiac  or  renal  dysfunction,  require  careful  observation  Certain  patients  may 
develop  manifestations  of  excessive  estrogenic  stimulation,  such  as  abnormal  or  excessive  uterine  bleeding 
mastodyma,  etc  Prolonged  administration  of  unopposed  estrogen  therapy  has  been  reported  to  increase  the  risk 
of  endometrial  hyperplasia  in  some  patients  Oral  contraceptives  appear  to  be  associated  with  an  increased 
incidence  of  mental  depression  Patients  with  a history  of  depression  should  be  carefully  observed  Preexisting 
uterine  leiomyomata  may  increase  in  size  during  estrogen  use  The  pathologist  should  be  advised  of  estrogen 
therapy  when  relevant  specimens  are  submitted  If  jaundice  develops  in  any  patient  receiving  estrogen,  the 
medication  should  be  discontinued  while  the  cause  is  investigated  Estrogens  should  be  used  with  care  in  patients 
with  impaired  liver  function,  renal  insufficiency,  metabolic  bone  diseases  associated  with  hypercalcemia,  or  in 
young  patients  in  whom  bone  growth  is  not  complete  If  concomitant  progestin  therapy  is  used,  potential  risks 
may  include  adverse  effects  on  carbohydrate  and  lipid  metabolism 
The  following  changes  may  be  expected  with  larger  doses  of  estrogen 
a Increased  sulfobromophthalem  retention 

b Increased  prothrombin  and  factors  VII,  VIII,  IX,  and  X,  decreased  antithrombin  3:  increased  nor- 
epmephrine-mduced  platelet  aggregability 

c Increased  thyroid  binding  globulin  (TBG)  leading  to  increased  circulating  total  thyroid  hormone,  as 
measured  by  PBI.  T4  by  column,  or  T4  by  radioimmunoassay  Free  T3  resin  uptake  is  decreased,  reflecting  the 
elevated  TBG,  free  T4  concentration  is  unaltered 
d Impaired  glucose  tolerance 
e Decreased  pregnanediol  excretion 
f Reduced  response  to  metyrapone  test 
g Reduced  serum  folate  concentration 

h Increased  serum  triglyceride  and  phospholipid  concentration  As  a general  principle,  the  administration  of 
any  drug  to  nursing  mothers  should  be  done  only  when  clearly  necessary  since  many  drugs  are  excreted  in  human 
milk 

ADVERSE  REACTIONS:  The  following  have  been  reported  with  estrogenic  therapy,  including  oral  contraceptives 
breakthrough  bleeding,  spotting,  change  in  menstrual  flow,  dysmenorrhea,  premenstrual-like  syndrome, 
amenorrhea  during  and  after  treatment,  increase  in  size  of  uterine  libromyomata,  vaginal  candidiasis,  change  in 
cervical  erosion  and  in  degree  of  cervical  secretion;  cystitis-like  syndrome:  tenderness,  enlargement,  secretion 
(of  breasts);  nausea,  vomiting,  abdominal  cramps,  bloating;  cholestatic  jaundice;  chloasma  or  melasma  which 
may  persist  when  drug  is  discontinued,  erythema  multiforme,  erythema  nodosum;  hemorrhagic  eruption,  loss  of 
scalp  hair;  hirsutism;  steepening  of  corneal  curvature,  intolerance  to  contact  lenses;  headache,  migraine, 
dizziness,  mental  depression,  chorea,  increase  or  decrease  in  weight;  reduced  carbohydrate  tolerance;  aggrava- 
tion of  porphyria;  edema,  changes  in  libido 

ACUTE  0VER00SAGE:  May  cause  nausea,  and  withdrawal  bleeding  may  occur  in  females 

DOSAGE  AND  ADMINISTRATION 

PREMARIN"  Brand  ol  conjugated  estrogens  tablets.  USP 

1.  Given  cyclically  lor  short-term  use  only.  For  treatment  of  moderate  to  severe  vasomotor  symptoms,  atrophic 
vaginitis,  or  kraurosis  vulvae  associated  with  the  menopause  (0  3 to  1 25  mg  or  more  daily)  The  lowest  dose  that 
will  control  symptoms  should  be  chosen  and  medication  should  be  discontinued  as  promptly  as  possible 
Administration  should  be  cyclic  (eg.  three  weeks  on  and  one  week  off).  Attempts  to  discontinue  or  taper 
medication  should  be  made  at  three-  to  six-month  intervals 

2 Given  cyclically  Female  castration  Osteoporosis  Female  castration — 1 25  mg  daily,  cyclically  Adiust 
upward  or  downward  according  to  response  of  the  patient  For  maintenance,  adjust  dosage  fo  lowest  level  that 
will  provide  effective  control  Osteoporosis  —0  625  mg  daily  Administration  should  be  cyclic  (eg.  three  weeks 
on  and  one  week  off) 

Patients  with  an  intact  uterus  should  be  monitored  for  signs  of  endometrial  cancer  and  appropriate  measures 
taken  to  rule  out  malignancy  in  the  event  of  persistent  or  recurring  abnormal  vaginal  bleeding 

PREMARIN"  Brand  of  conjugated  estrogens  Vaginal  Cream 

Given  cyclically  lor  short-term  use  only  For  treatment  of  atrophic  vaginitis  or  kraurosis  vulvae 
The  lowest  dose  that  will  control  symptoms  should  be  chosen  and  medication  should  be  discontinued  as 
promptly  as  possible 

Administration  should  be  cyclic  (eg.  three  weeks  on  and  one  week  off) 

Attempts  to  discontinue  or  taper  medication  should  be  made  at  three-to-six  month  intervals 
Usual  dosage  range  2 to  4 g daily,  intravaginally,  depending  on  the  severity  of  the  condition 
Treated  patients  with  an  intact  uterus  should  be  monitored  closely  for  signs  of  endometrial  cancer  and 
appropriate  diagnostic  measures  should  be  taken  to  rule  out  malignancy  In  the  event  of  persistent  or  recurring 
abnormal  vaginal  bleeding 

1 . Whitehead  Ml , Townsend  PT,  Pryse-Oavies  J.  et  al  Effects  of  estrogens  and  progestms  on  the  biochemistry  and 
morphology  of  the  postmenopausal  endometrium  N Engl  J Med  1981  305  1599-1605  2.  Paterson  MEL,  Wade- 
Evans  T,  Sturdee  DW.  et  al  Endometrial  disease  after  treatment  with  oestrogens  and  progestogens  in  the 
climacteric  fir  Med  J 1980:280  822-824  3.  Magos  AL.  Brmcat  M.  Studd  JWW.  et  al  Amenorrhea  and 
endometrial  atrophy  with  continuous  oral  estrogen  and  progestogen  therapy  in  postmenopausal  women  Obstel 
Gynecol  1985. 67  496-499  4.  Whitehead  Ml.  Lane  G,  Siddle  N.  et  al  Avoidance  of  endometrial  hyperstimulation 
in  estrogen-treated  postmenopausal  women  Semin  Reprod  Endocrinol  1983,1  1,41-52  5.  Barnes  RB,  Roy  S, 
Lobo  RA  Comparison  of  lipid  and  androgen  levels  after  conjugated  estrogen  or  depo-medroxyprogesterone 
acetate  treatment  in  postmenopausal  women  Obslel  Gynecol  1985:66  216-219 
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YOUR  ROCHE  REPRESENTATIVE 
WOULD  LIKE  YOU  TO  HAVE 
SOMETHING  THAT  WILL... 


. . . improve  patient  satisfaction  with  office  visits 
. . . improve  patient  compliance  with  your  instructions 
. . . reduce  follow-up  calls  to  clarify  instructions 


The  new  Roche  product  books 

• Offer  a supplement  to,  not  a substitute  for,  patient  contact 

• Support  your  specific  instructions  to  the  patient 

• Provide  a long-term  reinforcement  of  your  oral  counseling 

Because  you  are  the  primary  source  of  medical  information  for  your  patients, 
we  invite  you  to  look  over  the  Roche  Product  Booklets  shown  below  and  ask 
your  Roche  representative  for  a complimentary  supply  of  those  applicable  to 
your  practice. 


BACTRIM' 


Ita.rwalUintta 


2 ! 5 


ROCHE 

MEDICATION 

ME 

EDUCATION 


Medicines  that  matter  from  people  who  care 
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Presenting 

the  winners  of  the  1987 

Roche  President’s  Achievement  Awards 

Hoffmann-La  Roche  is  pleased  to  honor  these  outstanding  sales  repre- 
sentatives, chosen  for  their  unparalleled  dedication  to  the  health-care 
field,  professionalism  and  consistent  high  level  of  performance.  Please 
join  us  in  congratulating  these  exceptional  individuals. 
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Jack  A.  Raia 


Turn  to  the  preceding  page  and  find  out  how  your  award-winning 
Roche  representative  can  help  both  you  and  your  patients. 
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Malpractice: 

I < n*l  l e A Taieet... 


Your  office  staff  may  be  working  against 
you  in  avoiding  a malpractice  lawsuit. 

Patients  often  get  an  impression  of  you  as 
a physician  by  the  way  they  are  treated  in 
your  office  — even  before  they  see  you.  Yet 
office  staff  generally  get  little  guidance  in 
this  important  area. 

To  help  the  members  of  your  office  staff, 
Mutual  Assurance  offers  a comprehensive 
loss  prevention  program  for  them. 

Using  audio  tapes  and  detailed  workbooks, 
the  program  delivers  custom  instruction  to 
your  receptionist,  your  office  manager,  your 


billing  clerk  and  your  nurses.  And  unlike  cost- 
ly seminars,  the  program  can  be  reused  time 
and  time  again  for  refresher  courses  and  for 
new  employees. 

The  program  includes  written  examinations 
for  each  member  of  your  staff.  The  examina- 
tion is  graded  by  an  educational  testing  ser- 
vice and  returned  for  your  review  and 
follow-up. 

The  cost  — $85.  To  order  your  set  of  five 
tapes  and  workbooks,  call  1-800-272-6401 
(Toll  Free)  or  933-7280  in  Birmingham. 
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It's  Your  Company  Use  It! 


OFFICE  OF  PUBLICATION:  P.O.  Box  1900-C,  Montgomery,  Alabama  36197-4201 . Subscription  Prices:  member,  $15.00;  non-member,  $30.00  per  year.  $2.50  per  copy.  Second 
class  postage  paid  at  Montgomery,  Alabama  and  at  additional  mailing  offices.  Published  monthly  by  The  Medical  Association  of  The  State  of  Alabama  at  19  South  Jackson  Street, 
Montgomery,  Alabama  36197-4201. 


How  MoreThan 2000  Doctors 
Have  Eased  The  Pain 
Of  Managing  A Practice. 


If  your  practice  is  like  a lot  of  others, 
you  often  spend  more  time  on  office 
problems  than  on  the  health  problems  of 
your  patients. 

Our  one  easy-to-use,  fully-integrated 
computer  system  can  take  care  of  billing, 
provide  financial  updates,  help  you  market 
your  practice.  And  give  you  more  time  to  do 
what  you  went  to  medical  school  for. 

“Medic  continues  to  be  the  best 
system  for  our  clients.” 

Thomas  Booth,  president  of  The  PM  Group, 
Battle  Creek,  Michigan 

When  this  nationally-recognized 
medical  consulting  firm  recommends  a 
product  to  their  clients,  you  know  it's  been 
carefully  scrutinized.  After  reviewing  over 
60  medical  systems,  The  PM  Group  judged 
our  system  to  be  the  best.  And  the  one  that 
offers  the  best  support  and  service. 

“It’s  helped  our  cash  flow 
tremendously.” 

Mike  G riga,  general  manager  of  Mayfield 
Neurological  Institute,  Cincinnati,  Ohio 
Changing  the  billing  system  from  once 
a month  to  once  a week  is  just  one  way 
Medic  has  improved  the  bottom  line  of  the 
nation's  largest  neurosurgery  group.  Our 
system  can  ease  the  process  of  sending 


statements  and  reduce  the  number  of 
uncollected  bills.  Plus,  our  easy-to- 
understand  printouts  help  you  keep  better 
track  of  your  financial  condition. 

“When  lightning  knocked  out  our 
system,  Medic  worked  through  the 
night  to  get  it  up  and  running  quickly.” 

Doug  Speak,  assistant  administrator  of 
Suncoast  Medical  Clinic,  St.  Petersburg, 
Florida 

We'll  do  whatever  it  takes  to  keep  your 
system  working.  Day  or  night.  We  have  a 
toll-free  STAT  line  to  handle  questions  and 
problems.  And  there’s  a STAT  PLUS  line 
from  our  support  center  to  your  system 
for  software  updates  and  diagnoses. 

So  if  you're  looking  to  increase  the 
efficiency,  productivity  and  profitability  of 
your  practice,  take  a look  at  the  Medic 
Computer  System. 

Over  2000  physicians  in  more  than 
600  practices  throughout  the  U.S.  are 
calling  it  a minor  medical  miracle. 


6601  Six  Forks  Road,  Suite  150 
Raleigh,  North  Carolina  27609 

Telephone  toll-free:  1-800-334-8534 
North  Carolina:  919-84  7-8102 

Other  offices:  Cincinnati,  Ann  Arbor 
Orlando,  Pittsburgh,  Richmond 

P Please  tell  me  how  Medic  Computer 
Systems  can  help  my  practice. 

I Name I 

I I 

i Address i 


Stale Zip 

Phone ( ) 

Number  ol  physicians  in  practice 

Specialty 

Medic  Computer  Systems 

6601  Six  Forks  Rd.,  Suite  150 
Raleigh,  North  Carolina  27609 
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Information  for  Authors 
Concerning  Manuscripts 


Manuscripts  should  be  typewritten,  double  spaced 
on  white  paper  8'/2xl  1 inches  with  adequate  margins. 
Two  copies  should  be  submitted.  Authority  for  approv- 
al of  all  contributions  rests  with  the  Editor.  Alabama 
Medicine  reserves  the  right  to  edit  any  material  submit- 
ted. The  publishers  accept  no  responsibility  for  opin- 
ions expressed  by  contributors. 

Style:  The  first  page  should  list  title  (please  be  brief), 
the  author  (or  authors),  degrees,  and  any  institutional  or 
other  credits.  Bibliographies  must  contain,  in  the  order 
given:  Name  of  author,  title  of  article,  name  of 
periodicals  with  volume,  page,  month  — day  of  month 
if  weekly  — and  year.  Number  should  be  limited  to 
absolute  minimum.  References  should  be  numbered 
consecutively  in  order  in  which  they  appear  in  the  text. 

The  Sty lebook/ Editorial  Manual,  published  by  the 
AM  A,  is  the  general  reference  for  questions  of  style.  It 
is  particularly  useful  in  the  proper  presentation  of  data. 
When  conflicts  occur  between  usage,  etc. , by  an  author 
and  the  stylebook,  these  will  be  resolved  in  favor  of  the 
author  if  his  method  is  persuasive  and  logical. 

Helpful  to  many  writers  is  The  Elements  of  Style  by 
William  Strunk,  Jr.,  and  E.  B.  White,  which  empha- 
sizes brevity,  vigor  and  clarity. 


Final  authority  on  grammar  is  Webster’s  New  Inter- 
national, Unabridged,  Second  Edition. 

Length  of  Articles:  Articles  should  not  exceed 
3,000  words  (approximately  3-4  printed  pages).  Under 
exceptional  circumstances  only  will  articles  of  more 
than  4,000  words  be  published. 

Illustrations:  Illustrations  should  be  numbered  con- 
secutively and  indicated  in  the  text.  The  number,  in- 
dication of  the  top,  and  the  author's  name  should  be 
attached  to  the  back  of  each  illustration.  Legend  should 
be  typed,  numbered,  and  attached  to  each  illustration. 
Photographs  should  be  clear  and  distinct;  drawings 
should  be  made  in  black  ink  on  white  paper.  For  photo- 
graphs, glossy  prints  are  preferred. 

Reprints:  Reprint  orders  should  be  returned  at  once. 
Prices  for  reprints,  based  on  number  of  pages,  will  be 
furnished  upon  request  by  MASA  Services.  Com- 
munications should  be  addressed  to  Alabama  Medi- 
cine, The  Medical  Association  of  the  State  of  Alabama. 
P.  O.  Box  1900-C,  Montgomery.  Alabama  36197. 
Telephone  (205)  263-6441,  or  (toll-free  in  Alabama) 
1-800-392-5668. 


The  Future  in  Diagnostic  Imaging 
is  Here  . . . Today! 


Mammography  with 
Breast  Self  Exam 
Education 
Nuclear  Medicine 


■ General  Diagnostic 
Radiology 

■ Digital  Radiography 

■ Ultrasound 


Magnetic  Resonance 
imaging  (MRl) 

C.T.  Scanning 


We’re  Alabama's  premier  free-standing  imaging  center  and  provide  the  latest  in 
imaging  technology.  Charges  are  20-40  percent  less  than  traditional  sources  and 
reports  are  ready  the  same  day  of  the  exam.  We  take  diagnostic  imaging  seriously, 
because  that’s  all  we  do. 


Mulberry  Diagnostic  imaging  Center 

2100  Chestnut  Street 
Montgomery,  AL  36106 
264-9729 
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Consider  the 
causative  organisms... 


cefaclor 


250-mg  Pulvules  t.i.d. 
offers  effectiveness  against 
the  major  causes  of  bacterial  bronchitis 


Haemophilus  influenzae,  H influenzae,  Streptococcus  pneumoniae,  Streptococcus  pyogenes 

(ampicillin-susceptible)  (ampicillin-resistant) 


Note:  Ceclor®  is  contraindicated  in  patients  with  known  allergy 
to  the  cephalosporins  and  should  be  given  cautiously  to  penicillin- 
allergic  patients. 

CeClOf  (cefaclor) 


Penicillin  is  the  usual  drug  of  choice  in  the  treatment  and 
prevention  of  streptococcal  infections,  including  the  prophylaxis 
of  rheumatic  fever.  See  prescribing  information. 


Summary.  Consult  the  package  literature 
for  prescribing  information. 

Indications:  Lower  respiratory  infections, 
including  pneumonia,  caused  by  sus- 
ceptible  strains  of  Streptococcus  pneu- 
moniae, Haemophilus  influenzae,  and 
S pyogenes  (group  A beta-hemolytic 
streptococci). 

Contraindications:  Known  allergy  to 
cephalosporins. 

Warnings:  CECLOR  SHOULD  BE  ADMIN- 
ISTERED CAUTIOUSLY  TO  PENICILLIN- 
SENSITIVE  PATIENTS,  PENICILLINS 
AND  CEPHALOSPORINS  SHOW  PARTIAL 
CROSS-ALLERGENICITY.  POSSIBLE 
REACTIONS  INCLUDE  ANAPHYLAXIS 

Administer  cautiously  to  allergic 
patients 

Pseudomembranous  colitis  has  been 
reported  with  virtually  all  broad-spectrum 
antibiotics.  It  must  be  considered  in 
differential  diagnosis  of  antibiotic- 


associated  diarrhea.  Colon  flora  is  altered 
by  broad-spectrum  antibiotic  treatment, 
possibly  resulting  in  antibiotic-associated 
colitis. 

Precautions: 

• Discontinue  Ceclor  in  the  event  of 
allergic  reactions  to  it. 

• Prolonged  use  may  result  in  overgrowth 
of  nonsusceptible  organisms.  , 

• Positive  direct  Coombs'  tests  have 
been  reported  during  treatment  with 
cephalosporins. 

• In  renal  impairment,  safe  dosage  of 
Ceclor  may  be  lower  than  that  usually 
recommended.  Ceclor  should  be  admin- 
istered with  caution  in  such  patients. 

• Broad-spectrum  antibiotics  should  be 
prescribed  with  caution  in  individuals 
with  a history  of  gastrointestinal 
disease,  particularly  colitis. 

• Safety  and  effectiveness  have  not  been 
determined  in  pregnancy,  lactation,  and 
infants  less  than  one  month  old.  Ceclor 


penetrates  mother's  milk.  Exercise 
caution  in  prescribing  for  these  patients. 

Adverse  Reactions:  (percentage  of 
patients) 

Therapy-related  adverse  reactions  are 
uncommon.  Those  reported  include: 

• Gastrointestinal  (mostly  diarrhea):  2.5%. 
•Symptoms  of  pseudomembranous 

colitis  may  appear  either  during  or  after 
antibiotic  treatment. 

• Hypersensitivity  reactions  (including 
morbilliform  eruptions,  pruritus,  urticaria, 
erythema  multiforme,  serum-sickness- 
like  reactions):  1.5%;  usually  subside 
within  a few  days  after  cessation  of 
therapy  These  reactions  have  been 
reported  more  frequently  in  children 
than  in  adults  and  have  usually  occurred 
during  or  following  a second  course  of 
therapy  with  Ceclor.  No  serious  sequelae 
have  been  reported.  Antihistamines 
and  corticosteroids  appear  to  enhance 
resolution  of  the  syndrome. 


• Cases  of  anaphylaxis  have  been  reported, 
half  of  which  have  occurred  in  patients 
with  a history  of  penicillin  allergy 

• Other:  eosinophilia,  2%;  genital  pruritus 
or  vaginitis,  less  than  1% 

Abnormalities  in  laboratory  results  of 

uncertain  etiology 

• Slight  elevations  in  hepatic  enzymes. 

• Transient  fluctuations  in  leukocyte 
count  (especially  in  infants  and  children) 

• Abnormal  urinalysis;  elevations  in  BUN 
or  serum  creatinine 

• Positive  direct  Coombs'  test 

• False-positive  tests  for  urinary  glucose 
with  Benedict's  or  Fehling  s solution  and 
Clinitest  " tablets  but  not  with  Tes-Tape® 
(glucose  enzymatic  test  strip,  Lilly) 
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Idealism 


This  month  I will  attend  my  1 1th  annual  session  as 
Executive  Director  of  your  Association.  In  a blurred 
review  of  the  10  that  have  gone  before,  I would  say 
that  the  one  salient  feature  is  that  of  rededication  to 
the  idealism  of  medicine. 

Whether  in  the  scientific  lectures  or  in  the  sessions 
devoted  to  pressing  socioeconomic  matters;  whether 
in  the  orientation  programs  for  new  members  or  in  the 
Saturday  morning  debates  at  the  annual  business  ses- 
sion — the  one  dominant  note  I can  remember  is  that 
of  speakers  and  participants  invoking  the  idealism  of 
medicine. 

Idealism  has  its  cynical  detractors,  of  course;  every 
transcendent  quality  in  mankind  does.  The  iconoclast 
H.  L.  Mencken  sneered  once  that,  “An  idealist  is  one 
who,  on  noticing  that  a rose  smells  better  than  a cab- 
bage, concludes  that  it  will  also  make  better  soup.” 

And  all  of  you  have  heard  variations  on  this:  “If 
you  are  not  an  idealist  by  the  time  you  are  20  you 
don’t  have  a heart;  but  if  you  are  still  an  idealist  by 
30  you  don’t  have  a head.” 


Physicians,  I believe,  more  than  any  other  profes- 
sionals, retain  their  idealism  even  under  the  persistent 
pounding  of  those  intruders  who  want  to  make  ordinary 
tradesmen  of  them.  Their  ideals  may  be  put  aside  from 
time  to  time,  but  they  always  return. 

Annual  sessions  offer  abundant  proof  of  how  doctors 
can  never  escape  the  inner  voice  of  their  calling,  prob- 
ably best  described  in  these  words  by  that  man  for  all 
seasons.  General  Carl  Schurz,  American  soldier,  jour- 
nalist, editor,  statesman  (1829-1906): 

“Ideals  are  like  stars:  you  will  not  succeed  in  touch- 
ing them  with  your  hands,  but  like  the  seafaring  man 
on  the  desert  of  waters,  you  choose  them  as  your 
guides,  and  following  them  you  reach  your  destiny.” 

I know  from  talking  to  so  many  of  you  over  the  last 
decade  that  there  are  times  when  ideals  of  the  profes- 
sion are  sorely  tested  by  external  threat  and  all  manner 
of  vexation.  There  have  been  many  times  in  recent 
years,  I am  sure,  when  you  felt  you  were  flying  blind, 
as  Carl  Sandburg  once  admitted  he  was  when  he  said: 
“I  am  an  idealist.  I don’t  know  where  I am  going,  but 
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I’m  on  my  way.” 

Annual  session,  notably  in  the  chance  for  reunion 
with  colleagues  of  years  ago,  seems  to  provide,  as  no 
other  function  of  MASA  could  do,  the  opportunity  for 
temporarily  lost  idealists  to  refresh  themselves  at  the 
wellsprings  of  their  profession.  Sometimes  this  seems 
to  happen  in  the  most  improbable  places  — during  a 
break,  even  on  a walk  through  the  exhibit  area,  at  one 
of  the  cocktail  parties,  and  so  on. 

Perhaps  the  phenomenon  has  much  to  do  with  the 
ambience  of  the  occasion,  but  no  matter:  it  happens. 
You  will,  I am  sure,  hear  it  in  all  the  discussions  of 
tort  reform,  because  the  ideals  of  medicine  are  inter- 
woven into  physicians’  pleas  to  the  Legislature  to  let 
them  return  to  their  calling  of  patient  care  without  the 
constant  peril  of  traumatic  lawsuit. 

As  it  happens  this  year,  annual  sessions  and  the 
opening  of  the  1987  Legislature  almost  coincide;  and 
so  the  drive  for  tort  reform  that  began  last  year  will 
be  of  immediate  interest,  sharpening,  I would  think, 
the  professional  ideals  embodied  in  discussions. 

This  year’s  annual  session  in  Birmingham  will  be 
a considerable  change  of  scenery  — in  the  spanking 
new  Galleria  complex,  which  will  also  provide  diver- 
sion for  spouses  while  their  mates  are  involved  in  the 
business  of  the  Association.  I am  somewhat  reluctant 
to  suggest  this,  because  I know  the  Galleria  offers 
some  unique  shopping  opportunities  that  many  find 
irresistible. 

Join  us  April  23-25  in  Birmingham. 

* * * 

While  April  is  always  a time  of  anticipation  and 
reunion  for  MASA,  it  also  brings  with  it  a note  of 
sadness:  one  President  gives  up  the  gavel  after  leading 
the  Assocation  for  12  months. 

But  it  is  never  the  rupture  it  might  appear.  A Pres- 
ident-elect joins  the  Board  of  Censors  for  the  year 
before  he  takes  office,  and  serves  on  the  Board  the 
year  following  his  term  in  office,  thus  providing  a 
smooth  continuity,  leaving  no  gap  in  your  leadership. 

Ken  Yohn,  M.D.,  your  1986-87  President,  will  be 
handing  over  the  seals  of  office  to  his  successor,  Carl 
A.  Grote,  M.D.  In  Dr.  Yohn  you  have  had  a vigorous 


champion  of  medicine’s  cause,  one  who  is  thoroughly 
committed  to  its  ideals  as  any  man  or  woman  in  the 
profession. 

He  has  given  much  of  his  time  from  a busy  solo 
practice  in  Eufaula,  and  I know  he  steps  down  with 
the  deep  appreciation  of  the  officers,  membership  and 
staff  of  MASA. 

Well  done.  Dr.  Yohn. 

In  his  successor,  Dr.  Grote,  you  have  a President 
of  kindred  commitment  and  long  service  to  the  As- 
sociation. Dr.  Grote  was  born  to  medicine,  as  you  will 
see  by  reading  Bill  McDonald’s  profile  in  this  issue. 

His  father,  the  celebrated  Carl  A.  Grote,  Sr.,  M.D. , 
became,  in  1912,  the  first  county  public  health  officer 
in  the  United  States.  He  inculcated  in  his  son,  your 
1987-88  President,  his  ideals  of  public  service,  profes- 
sional noblesse  oblige,  and  dedication  to  the  art  and 
science  of  medical  practice. 

In  doing  so,  Dr.  Grote,  Sr.,  was  not  always  tender 
with  his  son,  as  you  will  see  in  the  profile,  “Back  To 
The  Future  In  Huntsville.” 

Dr.  Grote  the  younger,  like  his  father,  understands 
the  truth  of  medical  ideals  being  those  mariner’s  stars, 
not  quite  close  enough  to  touch  but  always  the  unerring 
guides,  even  in  troubled  waters. 

You  have  been  well  served  by  many  able  MASA 
Presidents.  Doctors  Yohn  and  Grote  exchange  the  torch 
passed  to  them  only  briefly  from  the  long,  unbroken 
line  of  stewards  of  MASA,  going  back  well  over  a 
century. 

Their  pride  and  their  commitment  has  certainly 
rubbed  off  on  the  staff  in  Montgomery. 
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V. 


For  faster  claims  payment, 
count  on  the  card's  computer* 

And  a terminal  in  your  office  that  con- 
nects you  to  Blue  Cross  and  Blue  Shield 
of  Alabama.  Your  claims  are  processed 
faster  and  more  efficiently  for  a better 
cash  flow.  There’s  nothing  to  sort,  sign 
or  mail.  Just  type  your  claims  into  the 
terminal.  Blue  Cross  and  Blue  Shield 
computer  claims  service  is  dependable, 
easy,  and  cost  effective.  Find  out  more 
about  Blue  Cross  and  Blue  Shield  daily 
computer  claims  service.  In  Birmingham, 
call  988-2588.  Or  write  us  at  Provider 
Services,  Blue  Cross  and  Blue  Shield 
of  Alabama,  450  Riverchase  Parkway 
East,  Birmingham,  Alabama  35298. 

CARRY  THE  CARING  CARD; 

Blue  Cross 

and 

Blue  Shield 


*\ 
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of  Alabama 


Registered  Marks  Blue  Cross  and  Blue  Shield  Association 
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Kenneth  C.  Yohn,  M.D. 
President,  MASA 


A President  Looks  at  Fifty 


I have  been  honored  more  than  I can  say  by  the  year, 
now  ending,  as  your  President.  I have  enjoyed  it. 
And  I have  been  doubly  blessed  to  have  been  sand- 
wiched between  two  sterling  leaders,  Immediate  Past 
President  Julius  Michaelson,  M.D.,  and  President-elect 
Carl  A.  Grote,  Jr.,  M.D.,  who  takes  office  this  month 
in  Birmingham. 

With  Mike  paving  the  way  for  me  and  Carl  cleaning 
up  any  messes  or  unfinished  business  I leave  behind, 
how  could  I have  been  luckier  on  my  watch? 

Any  summing  up  I might  attempt  now  would  be 
egocentric:  the  business  of  MASA  didn’t  begin  with 
my  presidential  term,  nor  does  any  of  it  end  when  I 
stand  aside.  For  more  than  a century,  the  elected  lead- 
ership of  the  Association  has  been  a continuum,  which 
is  as  it  should  be;  the  problems  facing  medicine  are 
also  a continuum. 

Officers  and  Board  members  of  the  Association  are 
your  stewards  pro  tempore,  sworn  to  carry  out  what 
they,  in  their  best  judgment,  believe  to  be  a fair  de- 
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nominator  of  the  many  and  varied  concerns  of  the 
membership.  That  is  not  always  easy,  I assure  you. 

If  you  will  indulge  me  in  this  space  one  last  time, 
I will  offer  a summary  of  some  ongoing  problems. 
Many  of  them  have  not  yet  been  answered  because 
they  cannot  be  — until  society  decides  its  own  prior- 
ities. My  concerns: 

• Much  of  what  is  routinely  reported  as  the  “con- 
tinued inflationary  spiral  of  medical  care’’  is,  of  course, 
not  that  at  all.  It  is  mainly  the  cost  of  new  technology, 
which  is  expanding  exponentially,  a trend  that  is  likely 
to  continue.  How  is  this  to  be  paid  for?  Congress, 
which  is  to  say  society,  has  not  really  addressed  the 
question  even  obliquely.  Each  year’s  budget  is  largely 
an  attempt  to  put  off  the  big  decisions  and  to  somehow 
scrape  by  for  another  year.  Sometimes  our  represen- 
tatives aren’t  just  short-sighted;  they  are  blind. 

• If  it  is  the  will  of  the  people  to  bear  the  cost  of 
new  technology,  how  far  can  that  will  be  sustained? 

continued  on  page  12 


“Living  in  the  city 
is  lonely  enough... 


CAPSULES 

Prevent  genital  herpes 
recurrences 
month  after  month  with 
daily  therapy. 


(In  controlled  studies,  recurrences  were 
totally  prevented  for  4 to  6 months  in  up  to 
75  % of  patients.) 

Please  see  last  page  of  this  advertisement  for 
brief  summary  of  prescribing  information. 


ZOVIRAX 

(acyclovir) 

CAPSULES 

Help  free  your 
patients  from 
recurrences. 


Daily  therapy 

Coping  with  genital  herpes  is 
rarely  easy.  For  some,  the 
worst  part  is  the  pain  and 
discomfort  of  frequent  attacks 
— month  after  month,  year' 
after  year.  For  others,  the 
emotional  burden  presents  a 
more  difficult  problem,  leading 
to  social  isolation,  anxiety,  and 
diminished  self-esteem. 

Prevent  or  reduce 
recurrences 

Although  your  patients  have 
to  live  with  herpes,  they 
shouldn’t  have  to  suffer.  Daily 
therapy  with  ZOVIRAX 
CAPSULES  can  help  free 
them  from  the  cycle  of 
recurrent  genital  herpes.  For 
many,  one  capsule  three  times 
a day  can  suppress  recurrences 
completely  while  on  therapy. 


Generally 
well  tolerated 

Daily  therapy  with  ZOVIRAX 
CAPSULES  is  generally  well 
tolerated.  The  most  frequent 
adverse  reactions  reported 
during  clinical  trials  were 
headache,  diarrhea,  nausea/ 
vomiting,  vertigo,  and 
arthralgia. 

The  physical  and  emotional 
difficulties  posed  by  genital 
herpes  are  unique  for  each 
patient.  The  frequency  and 
severity  of  recurrent  episodes, 
as  well  as  the  emotional 
impact  of  the  disease,  should 
be  considered  when  selecting 
daily  therapy  with  ZOVIRAX 
CAPSULES. 

Please  see  brief  summary  of 
prescribing  information  on  next  page. 


Prevent  recurrences 
month  after  month* 

ZOVIRAX 

(acyclovir) 

CAPSULES 

Brief  Summary 

INDICATIONS  AND  USAGE:  Zovirax  Cap- 
sules are  indicated  for  the  treatment  of  initial 
episodes  and  the  management  of  recurrent  epi- 
sodes of  genital  herpes  in  certain  patients. 

The  severity  of  disease  is  variable  depending 
upon  the  immune  status  of  the  patient,  the  fre- 
quency and  duration  of  episodes,  and  the  degree 
of  cutaneous  or  systemic  involvement.  These 
factors  should  determine  patient  management, 
which  may  include  symptomatic  support  and 
counseling  only,  or  the  institution  of  specific 
therapy.  The  physical,  emotional  and  psycho- 
social difficulties  posed  by  herpes  infections  as 
well  as  the  degree  of  debilitation,  particularly  in 
immunocompromised  patients,  are  unique  for 
each  patient,  and  the  physician  should  deter- 
mine therapeutic  alternatives  based  on  his  or 
her  understanding  of  the  individual  patient’s 
needs.  Thus  Zovirax  Capsules  are  not  appropri- 
ate in  treating  all  genital  herpes  infections.  The 
following  guidelines  may  be  useful  in  weighing 
the  benefit/risk  considerations  in  specific  disease 
categories: 

First  Episodes  (primary  and  nonprimary  infec- 
tions — commonly  known  as  initial  genital 
herpes): 

Double-blind,  placebo-controlled  studies  have 
demonstrated  that  orally  administered  Zovirax 
significantly  reduced  the  duration  of  acute  infec- 
tion (detection  of  virus  in  lesions  by  tissue  cul- 
ture) and  lesion  healing.  The  duration  of  pain 
and  new  lesion  formation  was  decreased  in 
some  patient  groups.  The  promptness  of 
initiation  of  therapy  and/or  the  patient’s  prior 
exposure  to  Herpes  simplex  virus  may  influence 
the  degree  of  benefit  from  therapy.  Patients  with 
mild  disease  may  derive  less  benefit  than  those 
with  more  severe  episodes.  In  patients  with  ex- 
tremely severe  episodes,  in  which  prostration, 
central  nervous  system  involvement,  urinary 
retention  or  inability  to  take  oral  medication  re- 
quire hospitalization  and  more  aggressive  man- 
agement, therapy  may  be  best  initiated  with 
intravenous  Zovirax. 

Recurrent  Episodes: 

Double-blind,  placebo-controlled  studies  in 
patients  with  frequent  recurrences  (6  or  more 
episodes  per  year)  have  shown  that  Zovirax 
Capsules  given  for  4 to  6 months  prevented  or 
reduced  the  frequency  and/or  severity  of  recur- 
rences in  greater  than  95%  of  patients.  Clinical 
recurrences  were  prevented  in  40  to  75%  of  pa- 
tients. Some  patients  experienced  increased 
severity  of  the  first  episode  following  cessation 
of  therapy;  the  seventy  of  subsequent  episodes 
and  the  effect  on  the  natural  history  of  the 
disease  are  still  under  study. 

The  safety  and  efficacy  of  orally  administered 
acyclovir  in  the  suppression  of  frequent  episodes 
of  genital  herpes  have  been  established  only  for 
up  to  6 months.  Chronic  suppressive  therapy  is 
most  appropriate  when,  in  the  judgement  of  the 
physician,  the  benefits  of  such  a regimen  out- 
weigh known  or  potential  adverse  effects.  In 
general,  Zovirax  Capsules  should  not  be  used  for 
the  suppression  of  recurrent  disease  in  mildly 
affected  patients.  Unanswered  questions  con- 
cerning the  human  relevance  of  in  vitro  muta- 
genicity studies  and  reproductive  toxicity 
studies  in  animals  given  very  high  doses  of  acy- 
clovir for  short  periods  (see  Carcinogenesis, 
Mutagenesis,  Impairment  of  Fertility)  should  be 
borne  in  mind  when  designing  long-term  man- 
agement for  individual  patients.  Discussion  of 
these  issues  with  patients  will  provide  them  the 
opportunity  to  weigh  the  potential  for  toxicity 
against  the  severity  of  their  disease.  Thus,  this 
regimen  should  be  considered  only  for  appropri- 
ate patients  and  only  for  six  months  until  the 
results  of  ongoing  studies  allow  a more  precise 
evaluation  of  the  benefit/risk  assessment  of 
prolonged  therapy. 

Limited  studies  have  shown  that  there  are  cer- 
tain patients  for  whom  intermittent  short-term 
treatment  of  recurrent  episodes  is  effective.  This 


approach  may  be  more  appropriate  than  a sup- 
pressive regimen  in  patients  with  infrequent 
recurrences. 

Immunocompromised  patients  with  recurrent 
herpes  infections  can  be  treated  with  either 
intermittent  or  chronic  suppressive  therapy. 
Clinically  significant  resistance,  although  rare, 
is  more  likely  to  be  seen  with  prolonged  or  re- 
peated therapy  in  severely  immunocompromised 
patients  with  active  lesions. 
CONTRAINDICATIONS:  Zovirax  Capsules 
are  contraindicated  for  patients  who  develop 
hypersensitivity  or  intolerance  to  the  compo- 
nents of  the  formulation. 

WARNINGS:  Zovirax  Capsules  are  intended  for 
oral  ingestion  only. 

PRECAUTIONS:  General:  Zovirax  has  caused 
decreased  spermatogenesis  at  high  doses  in  some 
animals  and  mutagenesis  in  some  acute  studies 
at  high  concentrations  of  drug  (see  PRECAU- 
TIONS — Carcinogenesis,  Mutagenesis, 
Impairment  of  Fertility).  The  recommended  dos- 
age and  length  of  treatment  should  not  be  ex- 
ceeded (see  DOSAGE  AND  ADMINISTRATION). 

Exposure  of  Herpes  simplex  isolates  to  acy- 
clovir in  vitro  can  lead  to  the  emergence  of  less 
sensitive  viruses.  The  possibility  of  the  appear- 
ance of  less  sensitive  viruses  in  man  must  be 
borne  in  mind  when  treating  patients.  The  rela- 
tionship between  the  in  vitro  sensitivity  of 
Herpes  simplex  virus  to  acyclovir  and  clinical 
response  to  therapy  has  yet  to  be  established. 

Because  of  the  possibility  that  less  sensitive 
virus  may  be  selected  in  patients  who  are  receiv- 
ing acyclovir,  all  patients  should  be  advised  to 
take  particular  care  to  avoid  potential  transmis- 
sion of  virus  if  active  lesions  are  present  while 
they  are  on  therapy.  In  severely  immunocompro- 
mised patients,  the  physician  should  be  aware 
that  prolonged  or  repeated  courses  of  acyclovir 
may  result  in  selection  of  resistant  viruses 
which  may  not  fully  respond  to  continued  acy- 
clovir therapy. 

Drug  Interactions:  Co-administration  of  pro- 
benecid with  intravenous  acyclovir  has  been 
shown  to  increase  the  mean  half-life  and  the 
area  under  the  concentration-time  curve. 
Urinary  excretion  and  renal  clearance  were 
correspondingly  reduced. 

Carcinogenesis,  Mutagenesis,  Impairment 
of  Fertility:  Acyclovir  was  tested  in  lifetime 
bioassays  in  rats  and  mice  at  single  daily  doses 
of  50, 150  and  450  mg/kg  given  by  gavage.  There 
was  no  statistically  significant  difference  in  the 
incidence  of  tumors  between  treated  and  control 
animals,  nor  did  acyclovir  shorten  the  latency  of 
tumors.  In  2 in  vitro  cell  transformation  assays, 
used  to  provide  preliminary  assessment  of  poten- 
tial oncogenicity  in  advance  of  these  more  defini- 
tive life-time  bioassavs  in  rodents,  conflicting 
results  were  obtained.  Acyclovir  was  positive 
at  the  highest  dose  used  in  one  system  and  the 
resulting  morphologically  transformed  cells 
formed  tumors  when  inoculated  into  immuno- 
suppressed,  syngeneic,  weanling  mice.  Acyclovir 
was  negative  in  another  transformation  system 
considered  less  sensitive. 

In  acute  studies,  there  was  an  increase,  not 
statistically  significant,  in  the  incidence  of 
chromosomal  damage  at  maximum  tolerated 
parenteral  doses  of  100  mg/kg  acyclovir  in  rats 
but  not  Chinese  hamsters;  higher  doses  of  500 
and  1000  mg/kg  were  clastogenic  in  Chinese 
hamsters.  In  addition,  no  activity  was  found 
afler  5 days  dosing  in  a dominant  lethal  study  in 
mice.  In  6 of  11  microbial  and  mammalian  cell 
assays,  no  evidence  of  mutagenicity  was  ob- 
served. At  3 loci  in  a Chinese  hamster  ovary  cell 
line,  the  results  were  inconclusive.  In  2 mam- 
malian cell  assays  (human  lymphocytes  and 
L5178Y  mouse  lymphoma  cells  in  vitro),  positive 
responses  for  mutagenicity  and  chromosomal 
damage  occurred,  but  only  at  concentrations  at 
least  400  times  the  acyclovir  plasma  levels 
achieved  in  man. 

Acyclovir  has  not  been  shown  to  impair  fertil- 
ity or  reproduction  in  mice  (450  mg/kg/day,  p.o.) 
or  in  rats  (25  mg/kg/day,  s.c.).  At  50  mg/kg/day 
s.c.  in  the  rat,  there  was  a statistically  sig- 
nificant increase  in  post-implantation  loss,  but 
no  concomitant  decrease  in  litter  size.  In  female 
rabbits  treated  subcutaneously  with  acyclovir 
subsequent  to  mating,  there  was  a statistically 
significant  decrease  in  implantation  efficiency 
but  no  concomitant  decrease  in  litter  size  at  a 
dose  of  50  mg/kg/day.  No  effect  upon  implanta- 
tion efficiency  was  observed  when  the  same  dose 
was  administered  intravenously.  In  a rat  pen- 
and  postnatal  study  at  50  mg/kg/day  s.c.,  there 
was  a statistically  significant  decrease  in  the 
group  mean  numbers  of  corpora  lutea.  total 
implantation  sites  and  live  fetuses  in  the  F i 
generation.  Although  not  statistically  signifi- 


cant, there  was  also  a dose  related  decrease  in 
group  mean  numbers  of  live  fetuses  and  implan- 
tation sites  at  12.5  mg/kg/day  and  25  mg/kg/day, 
s.c.  The  intravenous  administration  of 
100  mg/kg/day,  a dose  known  to  cause  obstruc- 
tive nephropathy  in  rabbits,  caused  a significant 
increase  in  fetal  resorptions  and  a corresponding 
decrease  in  litter  size.  However,  at  a maximum 
tolerated  intravenous  dose  of  50  mg/kg/day  in 
rabbits,  there  were  no  drug-related  reproductive 
effects. 

Intraperitoneal  doses  of  320  or  80  mg/kg/day 
acyclovir  given  to  rats  for  1 and  6 months,  re- 
spectively, caused  testicular  atrophy.  Tfesticular 
atrophy  was  persistent  through  the  4-week  post- 
dose recovery  phase  afler  320  mg/kg/day;  some 
evidence  of  recovery  of  sperm  production  was 
evident  30  days  postdose.  Intravenous  doses  of 
100  and  200  mg/kg/day  acyclovir  given  to  dogs 
for  31  days  caused  aspermatogenesis.  Testicles 
were  normal  in  dogs  given  50  mg/kg/day,  i.v.  for 
one  month. 

Pregnancy:  Teratogenic  Effects:  Pregnancy 
Category  C.  Acyclovir  was  not  teratogenic  in  the 
mouse  (450  mg/kg/day,  p.o.),  rat  (50  mg/kg/day, 
s.c.)  or  rabbit  (50  mg/kg/day,  s.c.  and  i.v.).  There 
are  no  adequate  and  well-controlled  studies  in 
pregnant  women.  Acyclovir  should  not  be  used 
during  pregnancy  unless  the  potential  benefit 
justifies  the  potential  risk  to  the  fetus.  Although 
acyclovir  was  not  teratogenic  in  animal  studies,, 
the  drug’s  potential  for  causing  chromosome 
breaks  at  high  concentration  should  be  taken 
into  consideration  in  making  this  determination. 
Nursing  Mothers:  It  is  not  known  whether  this 
drug  is  excreted  in  human  milk.  Because  many 
drugs  are  excreted  in  human  milk,  caution 
should  be  exercised  when  Zovirax  is  adminis- 
tered to  a nursing  woman.  In  nursing  mothers, 
consideration  should  be  given  to  not  using  acy- 
clovir treatment  or  discontinuing  breastfeeding. 
Pediatric  Use:  Safety  and  effectiveness  in 
children  have  not  been  established. 

ADVERSE  REACTIONS  — Short-Term 
Administration:  The  most  frequent  adverse 
reactions  reported  during  clinical  trials  were 
nausea  and/or  vomiting  in  8 of  298  patient  treat- 
ments (2.7%)  and  headache  in  2 of  298  (0.6%). 
Less  frequent  adverse  reactions,  each  of  which 
occurred  in  1 of  298  patient  treatments  (0.3%), 
included  diarrhea,  dizziness,  anorexia,  fatigue, 
edema,  skin  rash,  leg  pain,  inguinal  adenopathy, 
medication  taste  ana  sore  throat. 

Long-Tbrm  Administration:  The  most  frequent 
adverse  reactions  reported  in  studies  of  daily 
therapy  for  3 to  6 months  were  headache  in  33  of 
251  patients  (13.1%),  diarrhea  in  22  of  251 
(8.8%),  nausea  and/or  vomiting  in  20  of  251 
(8.0%),  vertigo  in  9 of  251  (3.6%),  and  arthralgia 
in  9 of  251  (3.6%).  Less  frequent  adverse  reac- 
tions, each  of  which  occurred  in  less  than  3%  of 
the  251  patients  (see  number  of  patients  in 
parentheses),  included  skin  rash  (7),  insomnia 
(4),  fatigue  (7),  fever  (4),  palpitations  (1),  sore 
throat  (2),  superficial  thrombophlebitis  (1), 
muscle  cramps  (2),  pars  planitis  (1),  menstrual 
abnormality  (4),  acne  (3),  lymphadenopathy  (2), 
irritability  (1),  accelerated  hair  loss  (1 ),  and 
depression  (1). 

DOSAGE  AND  ADMINISTRATION:  TYeat- 
ment  of  initial  genital  herpes:  One  200  mg  cap- 
sule every  4 hours,  while  awake,  for  a total  of 
5 capsules  daily  for  10  days  (total  50  capsules). 

Cnronic  suppressive  therapy  for  recur- 
rent disease:  One  200  mg  capsule  3 times  daily 
for  up  to  6 months.  Some  patients  may  require 
more  drug,  up  to  one  200  mg  capsule  5 times 
daily  for  up  to  6 months. 

Intermittent  Therapy:  One  200  mg  capsule 
every  4 hours,  while  awake,  for  a total  of  5 
capsules  daily  for  5 days  (total  25  capsules). 
Therapy  should  be  initiated  at  the  earliest  sign 
or  symptom  (prodrome)  of  recurrence. 

Patients  With  Acute  or  Chronic  Renal  Im- 
pairment: One  200  mg  capsule  every  12  hours  is 
recommended  for  patients  with  creatinine  clear- 
ance s 10  ml/min/1.73/m2. 

HOW  SUPPLIED:  Zovirax  Capsules  (blue, 
opaque)  containing  200  mg  acyclovir  and  printed 
with  "Wellcome  ZOVIRAX  200"-  Bottles  of  100 
(NDC-0081-0991-55)  and  unit  dose  pack  of  100 
(NDC-0081-0991-56). 

Store  at  15°-30°C  (59°-86°F)  and  protect  from 
light 


*In  controlled  studies , recurrences  were  totally 
prevented  for  4 to  6 months  in  up  to  75%  of  patients. 


Burroughs  Wellcome  Co. 
Research  Triangle  Park 
North  Carolina  27709 
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Should  everyone  have  a “right"  to  such  exorbitantly 
expensive  procedures  as  organ  transplants?  If  not 
everyone,  who?  And  who  decides? 

• Not  greatly  different  is  what  might  be  called  ter- 
minal technology,  the  incredibly  expensive  life  support 
machinery,  personnel  and  facilities  already  being  de- 
voted to  putting  off  inevitable  death  a few  hours,  days 
or  weeks.  Neither  judges,  moral  philosophers  nor  med- 
ical economists  have  really  looked  that  question 
squarely  in  its  face.  Physicians  frequently  must.  If 
resources  were  infinite,  there  would  be  no  problem. 
But  since  resources  are  finite,  the  question  of  what 
part  of  them  to  devote  to  terminal  technology  must  be 
answered.  There  are  no  easy  answers  that  will  leave 
everyone  comfortable.  Even  Governor  Lamm's  bold 
affirmation  of  the  “duty  to  die”  probably  wouldn’t 
apply  to  his  own  mother  or  his  wife. 

• The  distance  this  country  is  from  even  looking  at 
these  dilemmas  can  be  seen  in  the  present  rationing  of 
care  for  retirees.  Each  year  the  reckless  promises  of 
20  years  ago  are  racheted  down.  Each  year  Congress 
indulges  in  elaborate  camouflage  of  what  it  is  doing 
as  it  continues  to  dilute  Medicare.  It  is  rationing  care 
as  surely  as  the  Europeans  are  doing  in  their  socialized 
health  care.  Until  we  have  the  courage  as  a country 
to  admit  that  rationing,  obviously  the  other  questions 
of  apportioning  resources  cannot  even  be  intelligently 
discussed. 

Turning  the  matters  closer  to  the  present: 

• The  agony  of  malpractice  litigation  continues,  with 
all  this  implies  in  the  time  taken  away  from  practice 
and  the  acute  humiliation  suffered  by  physicians  in 
depositions,  lawsuits,  and  the  constant  fear  of  the  proc- 
ess-server that  has  now  become  such  a frequent  depres- 
sion in  medical  practice. 

• If,  as  I firmly  believe,  the  Alabama  Legislature 
passes  our  tort  reform  measure  this  year,  affording  a 
measure  of  relief  to  harassed  physicians,  will  the  night- 
mare end?  Not  entirely,  but  enactment  will  checkrein, 
I believe,  the  runaway  epidemic. 

• But  enactment  of  tort  reform  will  have  other  ef- 
fects. It  has  been  only  a few  years  since  paraprofes- 
sionals,  from  nurse  practitioners  to  podiatrists,  were 
agitating  to  practice  medicine,  by  whatever  name  they 
called  their  various  overtures.  A deterrent  in  recent 
years  must  surely  have  been  the  fear  of  thus  becoming 
targets  of  malpractice  litigation,  and  in  the  truest  sense: 


many  sought  to  do  what  they  were  not  trained  to  do. 
They  would  have  been  sitting  ducks  for  trial  lawyers 
in  their  ceaseless  search  for  deep  pockets.  Will  relief 
in  the  litigation  mania  embolden  them  to  make  new 
assaults,  aided  and  abetted  by  third-party  efforts  to 
find  the  cheapest  way  to  deliver  “care"?  MAS  A phy- 
sicians must  be  active  and  vigilant,  or  take  the  easy 
road  and  surrender  their  profession  and  its  hard-won 
standards  to  the  invaders,  thus  reversing  the  history  of 
the  past  60  years  or  so. 

• Which  brings  me  to  another  worry:  Where  are  the 
necessary  firebrands  of  medicine  coming  from?  I have 
seen  a few,  but  not  nearly  enough.  The  majority  of 
physicians  support  their  elected  leaders  in  organized 
medicine,  but  all  too  few  are  eager  to  get  out  on  the 
point  themselves.  I have  now  lived  half  a century,  and 
half  of  that  has  been  devoted  to  medicine.  I noticed 
that  in  the  recent  25th  anniversary  of  my  medical  school 
graduating  class,  less  than  half  even  support  their 
Alumni  Association.  Those  who  don’t  care  are  not 
likely  to  give  a few  hours  a month  to  the  cause  of 
medicine.  In  the  words  of  the  song,  we  have  success- 
fully moved  from  “sail  to  steam,”  but  the  threats  I 
see  on  the  horizon  indicate  that  nuclear-powered  car- 
riers will  be  needed  by  organized  medicine.  And  none 
is  even  on  the  planning  board. 

I realize  that  one  of  the  occupational  hazards  of  the 
office  I am  soon  to  vacate  is  to  worry  about  whether 
we  have  the  troops,  the  weapons,  and  the  strategic 
cunning  with  which  to  fight  all  the  present  and  future 
wars  of  medicine. 

But  I also  realize  that  what  has  brought  us  this  far 
in  the  last  century  is  what  will  carry  us  to  any  desti- 
nation in  the  future.  The  system  works. 

Recruit  your  colleagues  and  support  organized  med- 
icine at  all  levels. 

Thanks  for  everything.  Keep  the  faith.  0 
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A PRESCRIPTION 

FOR  PHYSICIANS 


BOTHERED  BY:  

★ Too  much  paperwork?  ★ The  burden  of  office  overhead? 

★ Malpractice  insurance  costs? 

★ Not  enough  time  for  the  family? 

★ No  time  to  keep  current  with  technology  and  new  methods? 

★ No  time  or  money  for  professional  development? 

JOIN  THE  AIR  FORCE  MEDICAL  TEAM;  

WE’LL  PROVIDE  THE  FOLLOWING: 

★ Competent  and  dedicated  professional  staff. 

★ Time  for  patients  and  for  keeping  professionally  current. 

★ Financial  security,  a generous  retirement  for  those  who  qualify. 

★ If  qualified,  unlimited  professional  development. 

★ Medical  facilities  all  around  the  world. 

★ 30  days  of  vacation  with  pay  each  year. 

★ Complete  medical  and  dental  care. 

★ Low  cost  life  insurance. 

Want  to  find  out  more?  Contact  your  nearest  Air  Force 
recruiter  for  information  at  no  obligation.  Call 


TSgt  Kary  Utley 
(205)  271-2953  Collect 


Back  to  the  Future  in  Huntsville 

Wm.  H.  McDonald 


When  Carl  A.  Grote,  Jr.,  M.D.,  assumes  the  pres- 
idency of  MASA  in  Birmingham  this  month, 
he  will  bring  to  that  leadership  role  an  unusual  back- 
ground and  some  uncommon  qualities. 

And  one  of  these,  certainly,  is  an  acquired  immunity 
to  Future  Shock.  When  Dr.  Grote  returned  to  his  boy- 
hood home  of  Huntsville  to  establish  his  practice  in 
1958,  he  discovered  that  tranquil  little  cotton  town 
was  just  beginning  to  leapfrog  from  the  19th  Century 
to  the  21st  Century. 

In  October  a year  earlier,  the  Soviet  Union  had 
shocked  America  out  of  its  technological  complacency 
by  orbiting  Sputnik,  the  first  man-made  earth  satellite, 
thus  proclaiming  that  this  country’s  vaunted  know-how 
had  been  bested. 

It  was  a profoundly  disturbing  time,  as  the  United 
States  began  desperately  examining  all  national  prior- 
ities to  determine  how  we  had  slipped  behind  what 
had  been  considered  a backward  giant. 

Congress  frantically  directed  intensification  of  sci- 
entific and  mathematics  education;  moralizers  took  the 
soapbox  to  proclaim  that  our  “fat-dripping  love  of 
luxury”  had  made  us  soft. 


Tail-finned  automobiles,  the  TV  wasteland,  gadg- 
etry,  and  deep-piled  rugs  were  cited  as  emblematic  of 
our  decline  and  fall  in  the  dozen  years  since  we  led 
the  western  nations  to  victory  in  the  greatest  war  in 
history. 

The  beeping  of  that  grapefruit-sized  Soviet  satellite 
was  more  unsettling,  in  retrospect,  than  the  Soviets 
forced  entry,  earlier,  in  the  nuclear  club.  We  had  as- 
cribed their  development  of  nuclear  bombs  to  espio- 
nage and  that  half-truth  spared  our  awakening  to  the 
fact  of  the  rapid  postwar  advances  of  science  and  tech- 
nology in  the  USSR. 

But  on  what  could  we  blame  their  first  with  Sputnik? 
Only  ourselves,  the  breast-beaters  said;  our  decadence 
and  moral  decay.  Americans  love  to  don  the  hair  shirt 
every  decade  or  so. 

Thus  in  1958,  when  Dr.  Grote  returned  to  Hunts- 
ville, having  left  it  still  happily  drifting  along  in  the 
afterglow  of  the  cotton  kingdom,  his  town  was  about 
to  be  transformed  into  the  free  world’s  hope  for  ov- 
ertaking the  Russians  in  space. 

At  center  stage  in  Huntsville  was  a man  who,  but 

continued  on  page  17 
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from  pain 

™ * 


Just  one  part  of 
pain  relief  therapy. 

Vicodin®  provides  greater 
patient  acceptance 


Blank  space  indicates  that  no  such  activity  has  been  reported. 

Table  adapted  from  Facts  and  Comparisons  (Nov ) 1984  and  Catalano  RB  The 
medical  approach  to  management  of  pain  caused  by  cancer  "Semin  Oncol"  1975. 
2;  379-92  and  Reuler  JB,  et  al  The  chronic  pain  syndrome  misconceptions  and 
management.  "Ann  Intern  Med"  1980;  93;  588-96 

♦ Vicodin  offers:  less  nausea,  less  sedation,  less 
constipation. 

...and  longer  lasting  pain  relief- 
up  to  6 hours. 


COMPARATIVE  PHARMACOLOGY  OF  THREE  ANALGESICS 

CONSTIPATION 

RESPIRATORY 

DEPRESSION 

SEDATION  EMESIS 

PHYSICAL 

DEPENDENCE 

HYDROCODONE 

X 

X 

CODEINE 

X 

X 

X X 

X 

OXYCODONE 

XX 

XX 

XX  XX 

XX 

♦ Vicodin  contains  hydrocodone  not  codeine.  In 
one  study,  10  mg.  of  hydrocodone  alone  was 
shown  to  be  as  effective  as  60  mg.  of  codeine.1 

♦ In  a double-blind  study,  Vicodin  (2  tablets), 
provided  longer  lasting  pain  relief  than60mg. 
of  codeine.2 

Plus... 

♦ Vicodin  offers  the  convenience  of  Clll 
prescribing. 

♦ Dosage  flexibility-1  tablet  every  6 hours  or 
2 tablets  every  6 hours  (up  to  8 tablets  in  24 
hours). 


hydrocodone  bitartrate  5 mg  (Warning  May  be  habit 
forming)  with  acetaminophen  500  mg 

The  original  hydrocodone  analgesic. 


Specify  "Dispense  as  written"  for  the  original 

hydrocodone  analgesic. 


INDICATIONS  AND  USAGE:  For  the  relief  of  moderate  to  moderately  severe  pain 
CONTRAINDICATIONS:  Hypersensitivity  to  acetaminophen  or  hydrocodone 

WARNINGS: 


hydrocodone  bitartrate  5 mg.  (Warning:  May  be  habit 


forming)  with  acetaminophen  500  mg 


Drug  Abuse  and  Dependence:  VICODIN  * is  subject  to  the  Federal  Controlled  Substances  Act 
(Schedule  III).  Psychic  dependence,  physical  dependence  and  tolerance  may  develop  upon 
repeated  administration  of  narcotics,  therefore,  VICODIN  should  be  prescribed  and  admin- 
istered with  the  same  caution  appropriate  to  the  use  of  other  oral-narcotic-containing 
medications. 

Respiratory  Depression:  At  high  doses  or  in  sensitive  patients,  hydrocodone  may  produce 
dose-related  respiratory  depression  by  acting  directly  on  brain  stem  respiratory  centers 
Hydrocodone  also  affects  centers  that  control  respiratory  rhythm,  and  may  produce  irregu- 
lar and  periodic  breathing. 

Head  Injury  and  Increased  Intracranial  Pressure:  The  respiratory  depressant  effects  of 
narcotics  and  their  capacity  to  elevate  cerebrospinal  fluid  pressure  may  be  markedly  exag- 
gerated in  the  presence  of  head  injury,  other  intracranial  lesions  or  a preexisting  increase  in 
intracranial  pressure  Furthermore,  narcotics  produce  adverse  reactions  which  may  obscure 
the  clinical  course  of  patients  with  head  injuries. 

Acute  Abdominal  Conditions:  The  administration  of  narcotics  may  obscure  the  diagnosis 
or  clinical  course  of  patients  with  acute  abdominal  conditions. 

PRECAUTIONS: 

Special  Risk  Patients:  VICODIN  should  be  used  with  caution  in  elderly  or  debilitated 
patients  and  those  with  severe  impairment  of  hepatic  or  renal  function,  hypothyroidism, 
Addison's  disease,  prostatic  hypertrophy  or  urethral  stricture 

Information  For  Patients:  VICODIN,  like  all  narcotics,  may  impair  the  mental  and/or  physical 
abilities  required  for  the  performance  of  potentially  hazardous  tasks  such  as  driving  a car 
or  operating  machinery;  patients  should  be  cautioned  accordingly 

Cough  Reflex:  Hydrocodone  suppresses  the  cough  reflex;  caution  should  be  exercised 
when  VICODIN  is  used  postoperatively  and  in  patients  with  pulmonary  disease 
Drug  Interactions:  The  CNS-depressant  effects  of  VICODIN  may  be  additive  with  that  of 
other  CNS  depressants.  When  combined  therapy  is  contemplated,  the  dose  of  one  or  both 
agents  should  be  reduced.  The  use  of  MAO  inhibitors  or  tricyclic  antidepressants  with 
hydrocodone  preparations  may  increase  the  effect  of  either  the  antidepressant  or 
hydrocodone  The  concurrent  use  of  anticholinergics  with  hydrocodone  may  produce  para- 
lytic ileus. 

Usage  in  Pregnancy:  Pregnancy  Category  C.  Hydrocodone  has  been  shown  to  be 
teratogenic  in  hamsters  when  given  in  doses  700  times  the  human  dose.  There  are  no 
adequate  and  well-controlled  studies  in  pregnant  women  VICODIN  should  be  used  during 
pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus. 
Nonteratogenic  Effects:  Babies  born  to  mothers  who  have  been  taking  opioids  regularly 
prior  to  delivery  will  be  physically  dependent.  The  intensity  of  the  syndrome  does  not 
always  correlate  with  the  duration  of  maternal  opioid  use  or  dose 

Labor  and  Delivery:  Administration  of  VICODIN  to  the  mother  shortly  before  delivery  may 
result  in  some  degree  of  respiratory  depression  in  the  newborn,  especially  if  higher  doses 
are  used. 

Nursing  Mothers:  It  is  not  known  whether  this  drug  is  excreted  in  human  milk,  therefore, 
a decision  should  be  made  whether  to  discontinue  nursing  or  to  discontinue  the  drug, 
taking  into  account  the  importance  of  the  drug  to  the  mother 
Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been  established. 

ADVERSE  REACTIONS: 

Central  Nervous  System:  Sedation,  drowsiness,  mental  clouding,  lethargy,  impairment  of 
mental  and  physical  performance,  anxiety,  fear,  dysphoria,  dizziness,  psychic  dependence, 
mood  changes 

Gastrointestinal  System:  Nausea  and  vomiting  may  occur;  they  are  more  frequent  in 
ambulatory  than  in  recumbent  patients.  Prolonged  administration  of  VICODIN  may  pro- 
duce constipation. 

Genitourinary  System:  Ureteral  spasm,  spasm  of  vesical  sphincters  and  urinary  retention 
have  been  reported 

Respiratory  Depression:  (See  WARNINGS.) 

DOSAGE  AND  ADMINISTRATION:  Dosage  should  be  adjusted  according  to  the  severity  of 
the  pain  and  the  response  of  the  patient.  However,  tolerance  to  hydrocodone  can  develop 
with  continued  use,  and  the  incidence  of  untoward  effects  is  dose  related 
The  usual  dose  is  one  tablet  every  six  hours  as  needed  for  pain  (If  necessary,  this  dose  may 
be  repeated  at  four-hour  intervals  ) In  cases  of  more  severe  pain,  two  tablets  every  six  hours 
(up  to  eight  tablets  in  24  hours)  may  be  required 
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Back  to  the  Future  in  Huntsville 

continued  from  page  14 

for  the  fortunate  shortsightedness,  might  have  changed 
defeat  of  the  Third  Reich  into  victory  — Wemher  von 
Braun,  then  46. 

Dr.  Von  Braun  had  been  hankering  to  break  the 
bonds  of  earth’s  gravity  and  would  explain  to  anyone 
who  would  listen  his  theories  for  making  that  possible. 
After  Sputnik,  the  genius  who  had  developed  the  awe- 
some V-2  at  Peenemunde  was  to  restore  our  national 
confidence.  When  President  Kennedy  later  declared 
landing  a man  on  the  moon  a national  objective,  Von 
Braun  was  given  the  go-ahead  for  the  adventure  he 
had  sought  since  he  was  a teenager. 

Space  would  never  be  the  same  again,  and  neither 
would  the  former  cotton  town  whose  name  became 
synonymous  worldwide  with  that  crash  program. 

Carl  Grote,  Jr. , was  bom  in  Huntsville  in  1928  (Von 
Braun  was  16)  into  a small  world  of  cotton  mills, 
relatively  primitive  conditions  of  public  health,  and  at 
a time  when  the  South  was  soon  to  be  declared  (by 
FDR)  “the  nation’s  number  one  economic  problem.” 

Young  Carl  Grote  was  to  see  these  conditions  first- 
hand. In  fact,  he  had  served  as  impressive  internship 
in  community  health  and  industrial  medicine  before 
high  school. 

His  father,  Carl  Grote,  Sr.,  M.D.,  had  been  named 
the  first  county  public  health  officer  in  the  United 
States.  That  was  in  1912,  when  Dr.  Grote,  Sr. , became 
Walker  County  Public  Health  Officer  and  entered  the 
history  books.  He  moved  to  Huntsville  in  1918. 

By  the  time  Carl  was  in  his  early  teens,  he  was 
following  his  dad  on  rounds,  observing  the  infinite 
variety  of  illness  and  injury  treated  by  a general  prac- 
titioner in  those  far-off  days.  His  father  would  say: 

“If  you’re  going  to  be  a doctor,  you’d  better  see 
this  patient  with  me.”  Sometimes  it  would  be  infec- 
tious disease,  sometimes  a compound  fracture,  or  a 
serious  injury  on  the  farm  or  in  the  mills. 

Sundays  were  particularly  busy  times  for  young  Carl. 
Either  he  or  his  sister  would  drive  their  father  (while 
the  doctor  dozed)  to  see  rural  patients  all  over  Madison 
county. 

Recalling  these  days  recently.  Dr.  Grote,  Jr.  said 
that  his  father  had  begun  saying  “If  you’re  going  to 
be  a doctor  ...”  somewhat  before  his  son  had  reached 
that  decision. 

But  by  high  school  that  appeared  to  be  predestined. 
After  all,  he  had  grown  up  in  medicine  and  it  seemed 
ordained  that  he  would  follow  in  his  father’s  footsteps. 

It  seemed  that  way.  But  adolescent  skylarking  and 
doping  off  in  general  now  posed  serious  obstacles. 
Carl  Jr.'s  best  friend  in  school  was  a boy  who  was 
gifted  in  science,  as  later  attested  to  by  the  fact  of  his 
winning  a scholarship  to  M.I.T.  and  subsequent  em- 
ployment in  research  for  General  Electric. 


Dr.  Grote,  having  observed  his  son’s  frequent  truancy 
and  his  antipathy  to  study,  began  fairly  systematic 
surveillance  of  Carl  Jr. 

“He  would  call  home  from  the  office  in  the  after- 
noon to  ask  how  school  was  that  day,”  Dr.  Grote 
remembers.  “I  would  say  ‘fine.’  He  would  say,  ‘That’s 
not  what  Mr.  Hines  told  me.  He  said  you  hadn’t  been 
to  school.’  ” 

Trapped  again.  In  a small  town  in  that  period,  if 
you  played  hooky,  you  were  always  caught.  Every- 
body would  report  you  to  your  parents.  “I  never  got 
by  with  anything,  but  I kept  trying,”  the  son  recalls 
today. 

Dr.  Grote  finally  called  his  errant  offspring  on  the 
carpet  for  a formal  hearing  sometime  in  his  freshman 
year  in  high  school. 

“I’ve  decided,”  Dr.  Grote  said,  “That  you’re  never 
going  to  get  out  of  high  school  unless  I get  you  out 
of  Huntsville.  Bobby  [his  genius  sidekick]  doesn’t  need 
to  study.  But  you  do.” 

The  sentence:  immediate  deportation  to  Columbia 
Military  School  in  Tennessee.  It  was  wartime  and, 
Carl  Jr.  was  soon  to  discover,  Columbia  was  run  like 
a boot  camp: 

“If  you  didn’t  make  at  least  a B average,  you  had 
to  report  to  study  hall  every  night,  while  someone 
stood  over  you  for  two  hours,  forcing  you  to  at  least 
stare  at  the  books. 

“You  didn’t  get  out  on  Friday  night,  or  Saturday 
night.  You  went  to  class  on  Saturday.  Your  only  priv- 
ilege was  time  off  to  go  to  church  Sunday.” 

Carl  learned  to  study.  “There  really  wasn’t  much 
else  to  do  anyway,”  he  recalls. 

Pre-med  at  Vanderbilt,  only  a short  distance  from 
military  school,  followed.  By  the  second  year  of  col- 
lege he  was  more  or  less  committed  to  medical  school. 
About  500  students  had  declared  their  intentions  to  go 
on  to  medical  school,  but  enrollment  was  limited  to 
about  50.  The  pre-med  syllabus  included  heroic  doses 
of  biology,  chemistry,  physics,  which  would  not  have 
been  of  great  use  to  him  had  he  chosen  another  calling. 
However,  even  after  reaching  Vanderbilt,  Carl  had  one 
or  two  moments  of  doubt.  He  had  made  some  fast 
friends  at  the  military  school  and  some  had  gone  on 
to  service  academies. 

Sensing  this  temptation,  Dr.  Grote  explained  that 
he  might  be  able  to  get  his  son  an  appointment  to  West 
Point  through  Senator  Lister  Hill  if  he  wanted  that. 
Dr.  Grote  assured  his  son  he  would  not  be  disappointed 
if  he  opted  out  of  medicine. 

The  son  appreciated  that  but  doubted  the  truth  of  it. 
And,  anyway,  the  military  life  wasn’t  all  that  appeal- 
ing. He  stayed  in  medicine,  receiving  his  M.D.  in 
1954. 

With  his  old  high  school  friend,  he  had  vowed  never 
to  return  to  the  small  town  of  Huntsville.  Accordingly, 
the  young  doctor  chose  Grand  Rapids.  Michigan,  for 
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his  internship:  “That  was  about  as  far  away  from 
Huntsville  as  I could  get  then.” 

When  he  went  into  the  Army  Medical  Corps  to  do 
his  stint  in  1955-57,  he  asked  to  be  posted  to  Germany, 
and  the  Army  accommodated  his  desire  to  put  an  ocean 
between  him  and  his  old  home  town. 

After  military  service,  he  completed  his  residency 
in  general  practice  at  H.  P.  Long  Charity,  Pineville, 
Louisiana. 

But  all  those  years  away  from  home  — in  military 
school,  pre-med,  medical  school,  internship,  and  res- 
idency, Army  duty  — had  a palliative  effect  on  his 
hostility  toward  the  perceived  limitations  of  Hunts- 
ville. 

He  began  to  entertain  the  thought,  now  and  then, 
of  returning.  At  first  he  fought  off  the  unwanted  temp- 
tation, but  he  was  later  to  embrace  it.  A major  attrac- 
tion, of  course,  was  that  he  could  join  Dr.  Carl  Grote 
Sr.,  by  then  in  private  practice  in  Huntsville. 

Father  and  son  practiced  together  from  1958  until 
the  elder  physician’s  death  in  1964. 

Dr.  Grote  believes  he  was  genetically  coded  for 
family  practice.  He  enjoys  the  personal  contact  that 
had  meant  so  much  to  his  father.  “Family  practice  is 
people,”  Dr.  Grote  says,  from  pediatrics  to  geriatrics 
and  everything  in  between. 

He  is  relieved,  in  a way,  that  he  is  not  finishing  his 
training  in  the  late  1980s,  since  the  realities  of  practice 
patterns  might  have  forced  him  to  choose  a specialty 
that  would  have  removed  him  from  seeing  patients  of 
all  ages  with  a variety  of  health  needs. 

His  father  had  first  come  to  Huntsville,  from  Walker 
County,  to  help  the  city  solve  a problem  with  typhoid 
fever.  That  was  in  1917-18.  The  health  officer  soon 
suspected  the  source  might  be  Big  Spring,  particularly 
in  the  cave  that  runs  under  downtown  Huntsville. 

Dr.  Grote  Sr.  thought  that  raw  sewage  was  emptying 
into  the  spring  in  the  cave.  Chlorination  of  the  water, 
which  he  introduced  to  Huntsville,  brought  an  end  to 
the  outbreaks. 

In  1946-47,  Carl  Jr.  was  working  for  the  city  en- 
gineers and  had  occasion  to  visit  the  cave  as  again  the 
source  of  a community  problem.  This  time,  however, 
downtown  buildings  were  sinking  into  the  cave. 

In  1925,  Dr.  Grote  Sr.  answered  the  call  to  Greens- 
boro, North  Carolina,  when  that  city  decided  to  es- 
tablish its  own  municipal  health  department.  He  left 
behind  the  lady  who  had  come  to  work  for  him  as  a 
lab  tech.  When  Dr.  Grote  returned  to  Huntsville  after 
a year  in  Greensboro,  they  were  married.  Carl  Jr.  was 
bom  two  years  later. 

Dr.  Grote’s  work  on  his  return  was  closely  asso- 
ciated with  one  of  the  half-dozen  cotton  mills  in  the 
area.  And  Carl  Jr.  was  bom  close  to  the  mill. 

It  was  a somnolent  time  economically.  The  Depres- 
sion deepened  as  did  the  capacity  of  the  people  to 
afford  decent  medical  care.  The  experience  left  its 


mark  on  Carl  Jr.,  who  was  to  see,  as  few  modern 
doctors  are  privileged  to  see,  the  critical  importance 
of  an  old-time  general  practitioner  in  the  lives  of  the 
people  he  served.  Father  and  son  would  go  on  house 
calls  down  dusty  roads  to  humble  homes  in  Madison, 
New  Market  — all  the  little  towns  as  well  as  Hunts- 
ville. 

The  apprenticeship  had  begun,  but  so  subtle  were 
his  father’s  intrigues  that  Carl  Jr.  scarcely  realized  he 
was  being  seduced  into  the  profession,  day  by  day, 
month  by  month.  His  father  would  take  him  on  emer- 
gency night  calls  as  well  as  on  the  more  leisurely 
Sunday  rounds. 

Almost  without  knowing  it,  the  son  was  being  con- 
ditioned into  the  profession.  Many  years  later,  when 
tempted  by  West  Point  and  a military  career,  he  found 
that  he  could  not  turn  his  back  on  medicine.  It  was  in 
every  fiber  of  his  being.  His  father  had  done  his  work 
well. 

Dr.  Grote  Sr.  was  a stickler  for  the  fitness  of  things. 
When  Carl  Jr.  began  driving  in  his  early  teens  (back 
then  authorities  were  pretty  casual  about  such  things), 
the  war  was  on  and  so  was  gas  rationing.  His  father 
had  a priority  sticker  but  refused  to  let  his  children 
use  it  for  joy  riding. 

Only  once  did  he  bend  a little.  Another  doctor  in 
town  had  decided  to  take  a vacation.  The  ration  board 
gave  him  extra  gasoline  tickets  for  his  Florida  fishing 
trip.  Dr.  Grote  Sr.  was  outraged  by  that  unpatriotic 
dispensation  and  announced:  “By  God,  if  they  can 
give  him  gas  to  fish,  my  children  can  have  a little 
too.” 

As  minor  as  this  episode  may  seem  in  today’s  world 
of  luxury,  Dr.  Grote  Jr.  remembers  it  as  one  of  the 
brightest  events  in  his  Madison  County  adolescence. 
For  a footloose  boy,  it  meant  a few  hours  of  precious 
freedom. 

Dr.  Grote  was  a member  of  the  Board  of  Censors, 
1973-83,  and  served  as  a chairman  of  that  body  as 
well  as  the  State  Committee  of  Public  Health  and  the 
Board  of  Medical  Examiners.  He  will  assume  the  pres- 
idency of  MASA  this  month  at  annual  session  in  Bir- 
mingham. 

Dr.  Grote  was  asked  to  single  out,  in  the  profusion 
of  current  threats  to  private  practice,  those  things  that 
troubled  him  most.  Here  is  his  response: 

“First  of  all,  I often  find  that  things  don’t  turn  out 
as  bad  as  they  seem  at  the  time.  Today  always  looks 
worse  than  yesterday,  and  yesterday  always  looks  bet- 
ter than  when  we  were  there. 

“The  worst  thing  that  has  happened  to  medicine,  I 
believe,  are  the  changes  brought  on  by  government 
regulations. 

“We  have  so  many  more  people,  not  just  federal, 
telling  us  what  to  do  and  how  to  do  it.  Some  good 
things  have  come  out  of  all  this,  I know,  but  the  net 
effect  is  bad.  I have  no  doubts  about  that. 
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Carl  A.  Grote,  Jr.,  M D.,  President-Elect,  center,  accepted  the  1986  American  Medical  Association  membership  award  from  Doctors 
Hotchkiss,  left,  and  Nelson  during  the  AM  A National  Leadership  Conference  in  February. 


“A  friend  of  mine  told  me  that  what  he  hated  most 
about  all  this  is  that  the  intrusions  make  him  dishonest. 
I think  that  is  true  of  all  of  us. 

“Suppose  you  have  somebody  who  needs  to  be  in 
the  hospital.  You’ve  got  to  call  somebody  to  explain 
why  you  think  the  hospital  for  this  patient  is  appro- 
priate. 

“You  can’t  just  say  the  old  lady  is  real  sick.  That 
won’t  do.  She  is  probably  dehydrated  a little  bit,  so 
you  have  to  stretch  that  dehydration  to  make  it  cover 
an  admission. 

“You  are  doing  what  you’re  supposed  to  do;  you 
are  taking  care  of  that  patient  the  best  way  you  know 
how.  But  the  system  makes  you  stretch  things  and  that 
is  not  good. 

“And  then  you’ve  got  some  joker  100  or  more  miles 
away  who  says  he’ll  okay  you  for  three  days  in  the 
hospital. 

“And  you  have  to  document  everything,  not  for  the 
patient’s  benefit  but  for  the  government’s. 


“I  have  been  interviewing  some  young  doctors  for 
the  Board  of  Medical  Examiners.  Many  of  them  are 
going  into  the  service,  where  they  won’t  have  to  worry 
about  Medicare  and  Medicaid,  or  about  malpractice. 
Many  of  them  are  looking  for  security  first.  That's 
fairly  new,  1 think. 

“A  superspecialist  will  tell  a hospital  administrator, 
‘I'll  locate  in  your  town  and  send  my  patients  to  your 
hospital  if  you’ll  guarantee  my  income.’  They  don’t 
want  to  take  changes,  and  some  feel  they  can't  afford 
to.  Some  of  them  begin  practice  with  a debt  of  $60,000 
or  more. 

“When  I went  to  medical  school  you  couldn’t  get 
that  much  in  debt.  Now  it's  easy.  A new  doctor  comes 
to  Huntsville  and  the  bank  will  lend  the  money  for  a 
$100,000  home  and  also  money  to  start  his  practice. 

“In  1958  I rented  a house  that  had  been  rented  by 
a pathologist  before  me.  After  three  or  four  years,  I 
decided  we  should  think  about  a house  of  our  own. 
My  father  offered  to  give  me  a lot  he  had  bought. 
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“He  told  me  to  go  to  the  bank  — the  banker  was 
a neighbor  when  I was  growing  up  — and  borrow  the 
money  to  build  the  house. 

“The  banker  asked  me  what  kind  of  house  I intended 
to  build  and  how  much  it  would  cost.  I told  him,  and 
I said  I could  built  it  for  $25,000. 

“He  wanted  to  know  what  collateral  I had.  I said, 
well,  everything  I’ve  got  is  paid  for.  I work  regular, 
pretty  good  job,  in  partnership  with  my  father. 

“ ‘Any  stocks  or  bonds?’  the  banker  asked,  ‘No,’ 
I said,  'no  stocks  and  bonds.’ 

“After  half  an  hour  he  said,  'You  haven’t  got  any 
damn  business  building  a house.’ 

“Today  you  just  walk  in  and  tell  them  how  much 
you  want.  Maybe  it’s  good  business,  or  maybe  it’s  too 
easy  now.  I don't  know.  But  I do  know  that  it  is 
different.” 

Shifting  gears  back  to  the  present.  Dr.  Grote  talked 
about  what  he  hoped  to  accomplish  as  President  of 
MSMA: 

“First,  of  course,  is  tort  reform.  That  has  been  our 
top  priority  and  it  will  be  mine. 

“After  that,  I would  like  to  see  us  get  back  a little 
closer  with  some  of  our  former  allies  — dentists,  the 
Hospital  Association,  nurses,  pharmacists.  . . . 

“ I think  everybody  has  been  doing  his  own  thing, 
and  sometimes  doing  it  to  each  other.  But  the  interests 
we  share  with  each  other  should  be  much  greater  than 
our  differences. 

“I  know,  for  example,  that  many  doctors  nationally 
have  already  begun  to  dispense  prepackaged  drugs  to 
their  patients.  For  some  doctors,  this  is  necessary  and 
has  been  for  some  time.  But  for  most  of  us,  our  patients 
have  access  to  good  drug  stores  and  I don’t  believe 
physicians  should  go  into  that  business  unless  there  is 
a real  need. 

“Group  purchasing  may  reduce  the  costs,  but  I doubt 
that  we  could  ever  deliver  drugs  to  the  patient  any 
cheaper  than  some  of  the  chain  drug  stores. 

“And  I think  some  physicians  who  dispense  have 
an  ethical  problem,  because  they  have  a financial  in- 
terest in  the  treatment  they  prescribe. 


“That  bothers  me.  It  also  bothers  me  that  his  patient 
really  doesn't  have  a choice  — to  buy  drugs  or  to  ask 
for  a prescription  to  take  to  the  pharmacist. 

“Another  thing:  the  pharmacist  has,  or  should  have, 
all  the  current  information  about  medications,  inter- 
actions and  all  that. 

“Let  me  put  it  this  way:  When  I do  what  I do  as  a 
physician,  I believe  I can  do  it  as  well  as  anybody.  I 
can’t  say  that  about  my  abilities  as  a pharmacist.” 

Question:  “ Then  you  are  saying  that  it’s  another 
case  of  the  familiar  warning  that  ‘ ‘The  ethical  man 
doesn’t  need  it  and  the  unethical  man  shouldn’t  have 
it?" 

Answer:  “Something  like  that.” 

Dr.  Grote  is  a man  of  few  words.  In  debates  on  the 
Board  of  Censors,  for  example,  he  always  waits  until 
everyone  has  spoken  at  length  on  any  issue  before  the 
Board.  Then,  in  a quiet,  measured  voice,  free  of  any 
hint  of  oratorical  pretensions,  he  states  his  position 
simply  and  briefly. 

So  barren  of  emotion  are  his  comments  that  those 
unfamiliar  with  his  laconic  manner  may  get  the  impres- 
sion that  his  position  is  not  one  of  deep  conviction. 

But  it  is.  Flamboyance  is  simply  not  his  style. 

Just  as  Dr.  Grote  has  seen  his  hometown  yanked 
from  the  19th  Century  cotton  economy  into  the  21st 
Century  of  high-tech  and  space,  so  has  he  seen  med- 
icine pass  from  his  father’s  day  of  classic  doctor-pa- 
tient relationships  to  a world  ensnared  in  regulations 
and  circumscribed  by  all  manner  of  changing  market 
conditions  that  bear  little  resemblance  to  the  way  it 
was  when  he  began  to  practice  in  1958. 

But  Dr.  Grote  is  not  one  of  the  hand-wringers  who 
turn  their  backs  in  despair  or  anger.  He  believes  that 
medicine  can  adapt  because  it  must. 

From  his  many  comments  heard  by  this  writer  over 
most  of  a decade,  Dr.  Grote  seems  to  be  saying  that 
nothing  that  will  be  done  in  medicine  is  nearly  as 
fearful  as  what  the  profession  may,  in  desperation,  do 
to  itself.  0 
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To  showyou  how  many 
hypertensives  stayed  on 

INDERAL  LA 

(PROPRANOLOL  HCl) 

after  a major  nationwide  trial... 


60,073 patients  (90%)  who  started  on 

INDERAL  LA  stayed  on  INDERAL  LAI 


Surprising?  Not  really. 

Because  most  patients  on  INDERAL  LA  (propranolol  HC1)  don't  even  know 
it's  working. 

A recent  double-blind,  placebo-controlled,  crossover  study  in  138  hyper- 
tensive patients2  revealed  that  INDERAL  LA  has  a side  effects  profile 
unsurpassed  by  atenolol  or  metoprolol  — which  shows  how  well-tolerated 
once-daily  INDERAL  LA  can  be. 


Sole  therapy  or  concomitant  therapy? 

Fifty-nine  percent  of  the  time,  INDERAL  LA  stood  on  its  own. 


The  patients  in  the  nationwide  compliance  trial  were  no  different  from  yours 
Generally  when  the  antihypertensive  regimen  is  complicated,  compliance 
may  become  a problem.  So,  the  effectiveness  of  INDERAL  LA  as  once-daily 
monotherapy  is  a big  plus.  Of  the  remaining  hypertensives  in  the  program, 
36%  were  controlled  merely  with  the  addition  of  a diuretic  to  INDERAL  LA. 


For  the  noncompliant  patients  in  your  practice,  INDERAL  LA  may 
well  be  the  answer. 


Almost  20,000  of  the  patients  in  the  nationwide  compliance  trial  were  identi- 
fied as  having  been  noncompliant  with  their  previous  antihypertensive 
therapy.  Their  physicians  reported  that  88%  showed  improved  compliance 
when  placed  on  once-daily  INDERAL  LA. 


Control,  comfort,  and  compliance 


ONCE-DAILY 


m UNOt-UAILY 

INDERAL  LA 


LONG  ACTING 
CAPSULES 


Like  conventional  INDERAL  Tablets,  INDERAL  LA  should  not  be  used 
in  the  presence  of  congestive  heart  failure,  sinus  bradycardia,  cardio- 
genic shock,  heart  block  greater  than  first  degree,  and  bronchial  asthma 

’After  a 30-day  trial  with  INDERAL  LA,  physicians  reported  that  90% 
of  the  patients  would  remain  on  INDERAL  LA 


The  one  you  know  best 
keeps  looking  better 


Please  see  next  page  for  brief  summary  of  prescribing  mformatic 


The  one  you  know  best  keeps  looking  better 


BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION.  SEE  PACKAGE  CIRCULAR ) 
INDERAL  LA  brand  ol  propranolol  hydrochloride  (Long  Acting  Capsules) 
DESCRIPTION.  Inderal  LA  is  formulated  to  provide  a sustained  release  ol  propranolol 
hydrochloride  Inderal  LA  is  available  as  80  mg  120  mg.  and  160  mg  capsules 
CLINICAL  PHARMACOLOGY.  INDERAL  is  a nonselective  beta-adrenergic  receptor  block 
ing  agent  possessing  no  other  autonomic  nervous  system  activity  It  specifically  competes  with 
beta-adrenergic  receptor  stimulating  agents  lor  available  receptor  sites  When  access  to 
beta-receptor  sites  is  blocked  by  INDERAL  the  chronotropic,  inotropic,  and  vasodilator  re- 
sponses to  beta  adrenergic  stimulation  are  decreased  proportionately 

INDERAL  LA  Capsules  (80  120,  and  160  mg)  release  propranolol  HCI  at  a controlled  and 
predictable  rate  Peak  blood  levels  following  dosing  with  INDERAL  LA  occur  at  about  6 hours 
and  the  apparent  plasma  halt-lite  is  about  10  hours  When  measured  at  steady  state  over  a 
24-hour  period  the  areas  under  the  propranolol  plasma  concentration-time  curve  (AUCs)  lor 
the  capsules  are  approximately  60%  to  65%  of  the  AUCs  for  a comparable  divided  daily  dose 
ol  INDERAL  tablets  The  lower  AUCs  lor  the  capsules  are  due  to  greater  hepatic  metabolism  of 
propranolol,  resulting  from  the  slower  rate  of  absorption  of  propranolol  Over  a twenty-four  (24) 
hour  period,  blood  levels  are  fairly  constant  for  about  twelve  (12)  hours  then  decline  exponen- 
tially 

INDERAL  LA  should  not  be  considered  a simple  mg  for  mg  substitute  for  conventional 
propranolol  and  the  blood  levels  achieved  do  not  match  (are  lower  than)  those  of  two  to  four 
times  daily  dosing  with  the  same  dose  When  changing  to  INDERAL  LA  from  conventional 
propranolol,  a possible  need  for  retitration  upwards  should  be  considered  especially  to  main- 
tain effectiveness  at  the  end  of  the  dosing  interval  In  most  clinical  settings  however,  such  as 
hypertension  or  angina  where  there  is  little  correlation  between  plasma  levels  and  clinical 
effect.  INDERAL  LA  has  been  therapeutically  equivalent  to  the  same  mg  dose  of  conventional 
INDERAL  as  assessed  by  24-hour  effects  on  blood  pressure  and  on  24-hour  exercise  re- 
sponses of  heart  rate,  systolic  pressure  and  rate  pressure  product  INDERAL  LA  can  provide 
effective  beta  blockade  for  a 24-hour  period 

The  mechanism  of  the  antihypertensive  effect  of  INDERAL  has  not  been  established  Among 
the  factors  that  may  be  involved  in  contributing  to  the  antihypertensive  action  are  ( 1 ) decreased 
cardiac  output,  (2)  inhibition  of  renin  release  by  the  kidneys,  and  (3)  diminution  of  tonic 
sympathetic  nerve  outflow  from  vasomotor  centers  in  the  brain  Although  total  peripheral 
resistance  may  increase  initially,  it  readiusts  to  or  below  the  pretreatment  level  with  chronic  use 
Effects  on  plasma  volume  appear  to  be  minor  and  somewhat  variable  INDERAL  has  been 
shown  to  cause  a small  increase  in  serum  potassium  concentration  when  used  in  the  treatment 
of  hypertensive  patients 

In  angina  pectoris,  propranolol  generally  reduces  the  oxygen  requirement  of  the  heart  at  any 
given  level  of  effort  by  blocking  the  catecholamine-induced  increases  in  the  heart  rate,  systolic 
blood  pressure,  and  the  velocity  and  extent  of  myocardial  contraction  Propranolol  may  in- 
crease oxygen  requirements  by  increasing  left  ventricular  fiber  length,  end  diastolic  pressure 
and  systolic  election  period  The  net  physiologic  effect  of  beta-adrenergic  blockade  is  usually 
advantageous  and  is  manifested  durmq  exercise  by  delayed  onset  of  pain  and  increased  work 
capacity 

In  dosages  greater  than  required  for  beta  blockade.  INDERAL  also  exerts  a quimdine-like  or 
anesthetic-like  membrane  action  which  affects  the  cardiac  action  potential  The  significance  of 
the  membrane  action  in  the  treatment  of  arrhythmias  is  uncertain 

The  mechanism  of  the  antimigraine  effect  of  propranolol  has  not  been  established  Beta- 
adrenergic  receptors  have  been  demonstrated  in  the  pial  vessels  of  the  brain 

Beta  receptor  blockade  can  be  useful  in 
conditions  in  which,  because  of  pathologic  or 
functional  changes,  sympathetic  activity  is  det- 
rimental to  the  patient  But  there  are  also  situa- 
tions in  which  sympathetic  stimulation  is  vital 
For  example,  in  patients  with  severely  dam- 
aged hearts,  adequate  ventricular  function  is 
maintained  by  virtue  of  sympathetic  drive 
which  should  be  preserved  In  the  presence  of 
A V block,  greater  than  first  degree,  beta  block- 
ade may  prevent  the  necessary  facilitating  ef- 
fect of  sympathetic  activity  on  conduction  Beta 
blockade  results  in  bronchial  constriction  by 
interfering  with  adrenergic  bronchodilator  ac- 
tivity which  should  be  preserved  in  patients 
subiect  to  bronchospasm 

Propranolol  is  not  significantly  dialyzable 

INDICATIONS  AND  USAGE.  Hypertension:  INDERAL  LA  is  indicated  in  the  manage- 
ment of  hypertension,  it  may  be  used  alone  or  used  in  combination  with  other  antihypertensive 
agents,  particularly  a thiazide  diuretic  INDERAL  LA  is  not  indicated  in  the  management  of 
hypertensive  emergencies 

Angina  Pectoris  Due  to  Coronary  Atherosclerosis:  INDERAL  LA  is  indicated  for  the 
long-term  management  of  patients  with  angina  pectoris 

Migraine:  INDERAL  LA  is  indicated  for  the  prophylaxis  of  common  migraine  headache 
The  efficacy  of  propranolol  in  the  treatment  of  a migraine  attack  that  has  started  has  not  been 
established  and  propranolol  is  not  indicated  for  such  use 

Hypertrophic  Subaortic  Stenosis:  INDERAL  LA  is  useful  in  the  management  of  hyper- 
trophic subaortic  stenosis,  especially  for  treatment  of  exertional  or  other  stress-induced 
angina,  palpitations,  and  syncope  INDERAL  LA  also  improves  exercise  performance  The 
effectiveness  of  propranolol  hydrochloride  in  this  disease  appears  to  be  due  to  a reduction  of 
the  elevated  outflow  pressure  gradient  which  is  exacerbated  by  beta-receptor  stimulation 
Clinical  improvement  may  be  temporary 

CONTRAINDICATIONS.  INDERAL  is  contraindicated  in  1)  cardiogenic  shock.  2)  sinus 
bradycardia  and  greater  than  first  degree  block,  3)  bronchial  asthma  4)  congestive  heart 
failure  (see  WARNINGS)  unless  the  failure  is  secondary  to  a tachyarrhythmia  treatable  with 
INDERAL 

WARNINGS.  CARDIAC  FAILURE  Sympathetic  stimulation  may  be  a vital  component  sup- 
porting circulatory  function  in  patients  with  congestive  heart  failure,  and  its  inhibition  by  beta 
blockade  may  precipitate  more  severe  failure  Although  beta  blockers  should  be  avoided  in 
overt  congestive  heart  failure,  if  necessary,  they  can  be  used  with  close  follow-up  in  patients 
with  a history  of  failure  who  are  well  compensated  and  are  receiving  digitalis  and  diuretics 
Beta-adrenergic  blocking  agents  do  not  abolish  the  inotropic  action  of  digitalis  on  heart 
muscle 

IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE,  continued  use  of  beta  blockers 
can,  in  some  cases,  lead  to  cardiac  failure  Therefore,  at  the  first  sign  or  symptom  of  heart 
failure,  the  patient  should  be  digitalized  and/or  treated  with  diuretics,  and  the  response 
observed  closely,  or  INDERAL  should  be  discontinued  (gradually,  if  possible) 


ONCE-DAILY 
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160  mg 

Inderal  LA 
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LONG  ACTING  CAPSULES 

IN  PATIENTS  WITH  ANGINA  PECTORIS,  there  have  been  reports  of  exacerbation  of 
angina  and.  in  some  cases,  myocardial  infarction,  following  abrupt  discontinuance  of 
INDERAL  therapy  Therefore,  when  discontinuance  of  INDERAL  is  planned  the  dosage 
should  be  gradually  reduced  over  at  least  a few  weeks,  and  the  patient  should  be 
cautioned  against  interruption  or  cessation  of  therapy  without  the  physician  s advice  If 
INDERAL  therapy  is  interrupted  and  exacerbation  of  angina  occurs,  it  usually  is  advisable 
to  reinstitute  INDERAL  therapy  and  take  other  measures  appropriate  for  the  management 
of  unstable  angina  pectoris  Since  coronary  artery  disease  may  be  unrecognized  it  may 
be  prudent  to  follow  the  above  advice  in  patients  considered  at  risk  of  having  occult 
atherosclerotic  heart  disease  who  are  given  propranolol  for  other  indications 


Nonallergic  Bronchospasm  (e.g.,  chronic  bronchitis,  emphysema)  PATIENTS 
WITH  BRONCHOSPASTIC  DISEASES  SHOULD  IN  GENERAL  NOT  RECEIVE  BETA 
BLOCKERS  INDERAL  should  be  administered  with  caution  since  it  may  block  bronchodilation 
produced  by  endogenous  and  exogenous  catecholamine  stimulation  of  beta  receptors 
MAJOR  SURGERY  The  necessity  or  desirability  of  withdrawal  of  beta-blocking  therapy  prior 


to  major  surgery  is  controversial  It  should  be  noted,  however,  that  the  impaired  ability  of  the 
heart  to  respond  to  reflex  adrenergic  stimuli  may  augment  the  risks  of  general  anesthesia  and 
surgical  procedures 

INDERAL  (propranolol  HCI),  like  other  beta  blockers,  is  a competitive  inhibitor  of  beta-recep- 
tor agonists  and  its  effects  can  be  reversed  by  administration  of  such  agents,  e g . dobutamine 
or  isoproterenol  However,  such  patients  may  be  subiect  to  protracted  severe  hypotension 
Difficulty  in  starting  and  maintaining  the  heartbeat  has  also  been  reported  with  beta  blockers 
DIABETES  AND  HYPOGLYCEMIA  Beta-adrenergic  blockade  may  prevent  the  appearance 
ot  certain  premonitory  signs  and  symptoms  (pulse  rate  and  pressure  changes)  of  acute 
hypoglycemia  in  labile  insulin-dependent  diabetes  In  these  patients,  it  may  be  more  difficult  to 
ad|ust  the  dosage  of  insulin 

THYROTOXICOSIS  Beta  blockade  may  mask  certain  clinical  signs  of  hyperthyroidism 
Therefore,  abrupt  withdrawal  ot  propranolol  may  be  followed  by  an  exacerbation  o‘  symptoms 
of  hyperthyroidism,  including  thyroid  storm  Propranolol  does  not  distort  Ihyroid  function  tests 
IN  PATIENTS  WITH  WOLFF-PARKINSON-WHITE  SYNDROME,  several  cases  have  been 
reported  in  which,  after  propranolol,  the  tachycardia  was  replaced  by  a severe  bradycardia 
requiring  a demand  pacemaker  In  one  case,  this  resulted  after  an  initial  dose  of  5 mg 
propranolol 

PRECAUTIONS.  General  Propranolol  should  be  used  with  caution  in  patients  with  impaired 
hepatic  or  renal  function  INDERAL  (propranolol  HCI)  is  not  indicated  for  the  treatment  of 
hypertensive  emergencies 

Beta-adrenoreceptor  blockade  can  cause  reduction  of  intraocular  pressure  Patients  should 
be  told  that  INDERAL  may  interfere  with  the  glaucoma  screening  test  Withdrawal  may  lead  to  a 
return  of  increased  intraocular  pressure 

Clinical  Laboratory  Tests  Elevated  blood  urea  levels  in  patients  with  severe  heart  disease, 
elevated  serum  transaminase,  alkaline  phosphatase,  lactate  dehydrogenase 
DRUG  INTERACTIONS  Patients  receiving  catecholamine-depleting  drugs  such  as  reser- 
pine  should  be  closely  observed  if  INDERAL  is  administered  The  added  catecholamine- 
blocking  action  may  produce  an  excessive  reduction  of  resting  sympathetic  nervous  activity 
which  may  result  in  hypotension,  marked  bradycardia,  vertigo,  syncopal  attacks,  or  orthostatic 
hypotension 

Carcinogenesis.  Mutagenesis.  Impairment  ot  Fertility  Long-term  studies  in  animals  have 
been  conducted  to  evaluate  toxic  effects  and  carcinogenic  potential  In  18-month  studies  in 
both  rats  and  mice,  employing  doses  up  to  150  mg/kg/day,  there  was  no  evidence  of  signifi- 
cant drug-induced  toxicity  There  were  no  drug-related  tumongemc  effects  at  any  of  the 
dosage  levels  Reproductive  studies  in  animals  did  not  show  any  impairment  of  fertility  that  was 
attributable  to  the  drug 

Pregnancy  Pregnancy  Category  C INDERAL  has  been  shown  to  be  embryotoxic  in  animal 
studies  at  doses  about  10  times  greater  than  the  maximum  recommended  human  dose 
There  are  no  adequate  and  well-controlled  studies  in  pregnant  women  INDERAL  should  be 
used  during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus 
Nursing  Mothers  INDERAL  is  excreted  in  human  milk  Caution  should  be  exercised  when 
INDERAL  is  administered  to  a nursing  woman 
Pediatric  Use  Safety  and  effectiveness  in  children  have  not  been  established 

ADVERSE  REACTIONS.  Most  adverse  effects  have  been  mild  and  transient  and  have  rarely 
required  the  withdrawal  of  therapy 

Cardiovascular  bradycardia  congestive  heart  failure,  intensification  of  AV  block,  hypoten- 
sion paresthesia  of  hands,  thrombocytopenic  purpura,  arterial  insufficiency,  usually  of  the 

Raynaud  type 

Central  Nervous  System  lightheadedness; 
mental  depression  manifested  by  insomnia 
lassitude,  weakness,  fatigue  reversible  mental 
depression  progressing  to  catatonia,  visual 
disturbances,  hallucinations,  an  acute  revers- 
ible syndrome  characterized  by  disorientation 
for  time  and  place,  short-term  memory  loss, 
emotional  lability,  slightly  clouded  sensorium, 
and  decreased  performance  on  neuropsycho- 
metrics 

Gastrointestinal  nausea,  vomiting,  epigas- 
tric distress,  abdominal  cramping,  diarrhea 
constipation,  mesenteric  arterial  Thrombosis, 
ischemic  colitis 
Allergic  pharyngitis  and  agranulocytosis, 
erythematous  rash,  fever  combined  with  aching  and  sore  throat,  laryngospasm  and  respiratory 
distress 

Respiratory  bronchospasm 

Hematologic  agranulocytosis,  nonthrombocytopenic  purpura,  thrombocytopenic  purpura 
Auto-Immune  In  extremely  rare  instances,  systemic  lupus  erythematosus  has  been  re- 
ported 

Miscellaneous  alopecia,  LE-like  reactions,  psoriasiform  rashes,  dry  eyes,  male  impotence, 
and  Peyronie's  disease  have  been  reported  rarely  Oculomucocutaneous  reactions  involving 
the  skin,  serous  membranes  and  conjunctivae  reported  for  a beta  blocker  (practolol)  have  not 
been  associated  with  propranolol 

DOSAGE  AND  ADMINISTRATION.  INDERAL  LA  provides  propranolol  hydrochloride  in  a 
sustained-release  capsule  for  administration  once  daily  If  patients  are  switched  from  INDERAL 
tablets  to  INDERAL  LA  capsules,  care  should  be  taken  to  assure  that  the  desired  ’herapeutic 
effect  is  maintained  INDERAL  LA  should  not  be  considered  a simple  mg  tor  mg  substitute  for 
INDERAL  INDERAL  LA  has  different  kinetics  and  produces  lower  blood  levels  Ret  tration  may 
be  necessary  especially  to  maintain  effectiveness  at  the  end  of  the  24-hour  dosing  interval 
HYPERTENSION  — Dosage  must  be  individualized  The  usual  initial  dosage  is  8C  mg 
INDERAL  LA  once  daily,  whether  used  alone  or  added  to  a diuretic  The  dosage  may  be 
increased  to  120  mg  once  daily  or  higher  until  adequate  blood-pressure  control  is  achieved 
The  usual  maintenance  dosage  is  120  to  160  mg  once  daily  In  some  instances  a dosage  ot  640 
mg  may  be  required  The  time  needed  for  full  hypertensive  response  to  a given  dosage  is 
variable  and  may  range  from  a few  days  to  several  weeks 
ANGINA  PECTORIS  — Dosage  must  be  individualized  Starting  with  80  mg  INDERAL  LA 
once  daily,  dosage  should  be  gradually  increased  at  three  to  seven  day  intervals  until  optimum 
response  is  obtained  Although  individual  patients  may  respond  at  any  dosage  level,  the 
average  optimum  dosage  appears  to  be  160  mg  once  daily  In  angina  pectoris,  the  value  and 
safety  of  dosage  exceeding  320  mg  per  day  have  not  been  established 
It  treatment  is  to  be  discontinued  reduce  dosage  gradually  over  a period  of  a few  weeks  (see 
WARNINGS) 

MIGRAINE  — Dosage  must  be  individualized  The  initial  oral  dose  is  80  mg  INDERAL  LA 
once  daily  The  usual  effective  dose  range  is  160-240  mg  once  daily  The  dosage  may  be 
increased  gradually  to  achieve  optimum  migraine  prophylaxis  If  a satisfactory  response  is  not 
obtained  within  four  to  six  weeks  after  reaching  the  maximum  dose,  INDERAL  _A  therapy 
should  be  discontinued  It  may  be  advisable  to  withdraw  the  drug  gradually  over  a period  of 

HYPERTROPHIC  SUBAORTIC  STENOSIS-  80-160  mg  INDERAL  LA  once  daily 
PEDIATRIC  DOSAGE  — At  this  time  the  data  on  the  use  of  the  drug  in  this  age  group  are  too 
limited  to  permit  adequate  directions  for  use 
'The  appearance  of  these  capsules  is  a registered  trademark  of  Ayerst  Laboratories 
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Alabama’s  Rescue  Plan 
for  Mothers  and  Children 


Alabama  has  made  significant  progress  in  the  re- 
duction of  infant  mortality  but  infant  death  rates 
remain  too  high.  In  1985,  Alabama  was  provisionally 
ranked  as  the  state  with  the  fifth  highest  infant  mor- 
tality rate. 

A major  reason  for  the  state’s  high  infant  mortality 
rate  is  the  fact  that  Alabama’s  low  income  women  and 
children  do  not  receive  adequate  health  care. 

Teen  births  as  a percent  of  total  births  have  been 
declining  for  several  years  in  Alabama;  however,  our 
state  continues  to  have  one  of  the  highest  percentages 
in  the  nation.  The  high  incidence  of  births  to  teens 
contributes  to  increased  infant  deaths  in  addition  to 
perpetuation  of  cycles  of  poverty  and  dependency, 
which  adds  to  the  state’s  welfare  problems. 

A major  barrier  to  adequate  health  care  for  mothers 
and  children  in  Alabama  is  financial.  Yet,  even  for 
women  who  can  afford  care,  poorly  distributed  pre- 
natal and/or  obstetrical  services  often  means  women 
must  leave  their  home  counties  to  seek  prenatal  care 
and  to  deliver  their  babies. 


Due  to  existing  funding  limitations,  only  12%  of 
children  in  need  of  subsidized  health  care  receive  this 
care  from  county  health  departments.  In  1986,  480,000 
children  who  are  below  150%  of  poverty  were  not 
served  due  to  the  lack  of  health  department  funds. 

The  maldistribution  of  services  has  brought  us  to  a 
state  of  crisis.  If  Alabama  is  to  futher  reduce  infant 
mortality,  an  improved  system  of  health  care  must  be 
a major  goal  of  government  officials  and  health  pro- 
viders. We  must:  take  steps  to  ensure  access  and  avail- 
ability of  maternal,  infant  and  child  preventive  health 
services  to  those  in  need;  strengthen  and  enhance  the 
existing  obstetrical  care  delivery  system;  increase  em- 
phasis in  the  prevention  of  pregnancy  for  teenagers 
and  for  high  risk  women. 

Enrolling  pregnant  women  in  early  and  continuous 
prenatal  care  that  is  appropriate  to  their  needs  and 
reducing  unwanted  childbearing  offers  the  most  prom- 
ising course  for  reducing  infant  mortality.  Compre- 
hensive health  services  for  children  can  also  ensure 
healthy  young  bodies  and  minds  for  the  future  strength 
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and  productivity  of  Alabama. 

We  are  convinced  that  a targeted  comprehensive 
approach  will  reduce  the  high  rates  of  infant  deaths, 
teen  pregnancy  and  overcome  the  gaps  in  children’s 
health  services  much  more  rapidly,  thereby  improving 
quality  of  life  and  moving  the  state  forward  as  a caring 
and  progressive  people. 

The  plan  covers  three  critical  areas:  tort  reform, 
establishment  of  comprehensive  prenatal  and  child 
health  services  and  Medicaid  improvements. 

I.  Tort  Reform 

The  health  of  Alabamians  at  every  social  and  eco- 
nomic level  is  being  threatened  by  an  alarming  rise  in 
the  number  of  malpractice  suits  filed  against  physicians 
and  the  increase  in  the  size  of  awards. 

As  a result,  professional  liability  insurance  is  be- 
coming both  unavailable  and  unaffordable.  Through- 
out the  state  doctors  who  provide  obstetrical  and  high- 
risk  surgical  services  are  finding  they  simply  cannot 
afford  to  pay  escalating  insurance  premiums  to  protect 
themselves  from  an  increasing  number  of  lawsuits. 

In  fact,  in  over  Vi  of  the  counties  in  Alabama  it  is 
no  longer  possible  for  a woman  to  have  her  baby  de- 
livered by  a physician. 

As  a means  of  addressing  this  health  care  crisis,  a 
package  of  bills  designed  to  reform  Alabama’s  civil 
justice  system  will  be  introduced  in  the  state  legisla- 
ture. Some  of  the  bills  are  aimed  at  controlling  the 
growing  size  of  jury  awards  and  lawyer’s  contingency 
fees  in  malpractice  cases.  Others  seek  to  make  sure 
that  there  are  substantial  grounds  for  a suit  and  that 
cases  are  tried  in  the  area  where  the  alleged  problem 
occurred. 

The  thrust  of  this  “tort  reform’’  legislation  is  to 
help  stem  frivolous  suits  and  to  provide  guidance  for 
establishing  equitable  awards.  Alabamians  have  the 
right  to  expect  high  quality,  affordable  health  care, 
and  tort  reform  is  a badly  needed  remedy  for  a system 
that  is  under  threat. 

II.  Comprehensive  Prenatal  and 
Child  Health  Services 

The  single  most  important  preventive  strategy  for 
lowering  infant  mortality  is  access  to  a comprehensive, 
high  quality  system  of  prenatal  care  and  delivery.  For 
children,  emphasis  on  health  care  to  prevent  or  di- 
minish serious  illness  should  begin  at  the  earliest  pos- 
sible age. 

Barriers  to  receiving  comprehensive  care  include: 

• Lack  of  money  with  which  families  can  purchase 
care. 

• Unavailable  prenatal  care  and  obstetric  hospital 
services. 

• Inadequate  health  education  and  health  care  serv- 
ices for  children  and  adolescents. 


• Insufficient  marketing  of  services  to  women  and 
children  and  inadequate  tracking  of  patients  al- 
ready receiving  public  health  services. 

Good  preventive  health  care  measures  can  be  among 
the  most  effective  cost  containment  measures.  By  re- 
focusing our  use  of  health  dollars  in  better  management 
of  our  resources,  more  and  better  care  is  possible.  The 
barriers  could  be  significantly  reduced,  if  not  obliter- 
ated, if  adequate  funds  were  available  to  implement  a 
minimum  standard  of  service  delivery  statewide. 

We  are  now  ready  to  build  upon  our  foundation  of 
quality  medical  care  and  services  a system  of  coor- 
dinated and  integrated  services  for  women  and  chil- 
dren. The  mothers  and  babies  protection  bill  requests 
support  for  additional  staffing,  medical  services,  out- 
reach, education  and  targeted  enhancement  of  existing 
programs  of  the  Alabama  Department  of  Public  Health. 
Alabama’s  cost  for  implementing  this  Plan  in  Fiscal 
Year  1988  is  $6.9  million  and  $1.5  million  in  Fiscal 
Year  1989.  A summary  of  the  proposed  mothers  and 
babies  protection  bill  and  the  total  $8.4  million  fiscal 
costs  to  support  this  plan  is  printed  with  this  brief. 

III.  Medicaid  Improvements 

The  problem  of  indigent  care  is  enormous  and  a 
significant  part  is  related  to  deliveries  and  to  care  for 
high  risk  infants.  Many  Alabamians  cannot  afford  the 
cost  of  advanced,  highly  technological  services  for 
maternity  and  pediatric  care.  Presently  only  the  poorest 
of  the  poor  qualify  for  Medicaid.  Many  of  the  working 
poor  have  no  health  care  insurance.  Expansion  in  the 
state’s  Medicaid  program  could  provide  badly  needed 
additional  resources. 

A.  Implement  Expanded  Eligibility  for  Mothers  and 
Babies 

Recently  enacted  federal  Medicaid  program 
amendments  contained  in  the  sixth  Omnibus  Budget 
Reconciliation  Act  (SOBRA)  will  permit  states  to 
expand  eligibility,  for  pregnancy  related  services 
only,  to  all  pregnant  women  whose  family  incomes 
do  not  exceed  100  percent  of  poverty.  In  addition, 
their  infants  up  to  age  one  may  also  be  covered. 
Coverage  of  these  women  will  not  require  that  any 
other  services  or  cash  payments  be  provided.  Med- 
icaid eligibility  in  Alabama  is  now  only  16%  of 
the  Federal  Poverty  Level.  This  is  the  lowest  level 
in  the  U.S. 

Congress  passed  these  targeted  maternal  and  child 
health  benefits  in  response  to  recommendations  of 
the  Southern  Regional  Task  Force  on  Infant  Mor- 
tality, which  the  Southern  Governors’  Association 
formed  in  1984. 

B.  Expand  Compensation  for  Obstetricians 

A global  fee  of  $750  for  prenatal  care  and  delivery 
is  proposed  to  hopefully  increase  the  number  of 
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obstetricians  willing  to  provide  care  to  medically 
eligible  indigent  pregnant  women.  An  increase  in 
the  number  of  providers  should  result  in  coverage 
in  some  counties  not  covered  at  this  time. 

C.  Increased  Reimbursement  for  Certified  Nurse 
Midwives 

Within  Alabama  there  are  many  areas  where  basic 
maternity  care  is  inaccessible  to  the  patient  because 
of  distance  to  the  hospital,  cost  factors  and  lack 
of  appropriate  health  insurance  coverage.  A com- 
prehensive program  will  increase  the  availability 
of  access  to  prenatal  and  delivery  services.  Well- 
trained,  experienced  certified  nurse-midwives 
working  as  a team  with  obstetrician  and  hospital 
backup,  can  provide  safe  obstetrical  care  to  well 
screened,  low-risk  women  at  a reduced  cost. 
Certified  nurse  midwives  provide  services  under 
the  supervision  of  an  obstetrician.  Currently,  Al- 
abama Medicaid  allows  for  reimbursement  to  cer- 
tified nurse  midwives  at  approximately  58%  of  the 
reimbursement  rate  for  physicians.  This  proposal 
would  allow  Medicaid  reimbursement  for  prenatal 
care  and  deliveries  by  nurse  midwives  at  75%  of 
the  physician  rate.  If  implemented  the  reimburse- 
ment would  have  the  net  effect  of  increasing  the 
number  of  medical  providers  giving  obstetrical  care 
and  of  making  those  services  available  at  a lower 
cost. 

Together  these  three  changes  would  increase  the 
number  of  Alabamians  with  medical  coverage  and  en- 
sure maximum  physician  participation. 

In  summary  the  proposed  Medicaid  improvements 
would  assure  access  to  appropriate  health  care  for  preg- 
nant women,  infants  and  children  in  need  of  such  care 
by  combining:  targeted  expanded  Medicaid  benefits 
aimed  at  high  risk  individuals  now  ineligible  for  Med- 
icaid and  altering  reimbursements  for  physician  and 
certified  nurse  midwives  to  maximize  the  number  of 
medical  providers  available.  0 


Mothers  and  Babies  Protection  Act 

This  bill  will  appropriate  to  the  Health  Department,  the  first  fiscal  year. 
$6.9  million  and  $1.5  million  the  second  year  to  provide  services  in  each 
county  for  the  indigent  population  with  no  financial  means  to  seek  help 
in  the  private  sector.  This  will  provide  $3  million  to  purchase  physician 
and  hospital  care  for  an  estimated  2,000  low  income  pregnant  women  who 
arc  at  high  risk.  In  addition,  money  will  be  available  for  child  care  when 
a referral  to  a physician  outside  the  Health  Department  and/or  hospitali- 
zation is  indicated,  as  well  as  medication  for  children,  family  planning 
services  and  supplies. 


SUMMARY  OF  FUNDING  COSTS  FOR  FY  1988-89 
PROPOSAL  COST 

Access  to  Maternal,  Infant  and  Preventive  Health  Services 

I.  High  Risk  Maternity  Care 

At  a cost  of  $3  million,  appropriate  physician 
and  in-hospital  care  will  be  purchased  for  non- 
medicaid eligible  pregnant  women  who  are  at 
high  risk.  An  estimated  2,000  high  risk,  low- 
income  mothers  could  be  served. 

II.  Jefferson/Mobile  Counties 

Grants  in  the  amount  of  $400,000  to  the  state’s 
two  most  populous  counties  would  be  used  in 
conjunction  with  local  resources  to  meet  the  pro- 
jected targets. 

III.  Outpatient  Tubal  Ligation 

At  a cost  of  $1 .5  million,  this  form  of  voluntary 
contraception  will  be  available  to  approximately 
2,500  additional  women  who  would  be  consid- 
ered to  be  at  high  risk  if  they  were  to  become 
pregnant,  or  who  are  currently  having  a high  risk 
pregnancy. 

IV.  Medical  Supplies  and  Travel 

Attendant  to  the  increased  activities  is  the  ad- 
ditional need  for  basic  medical  supplies  and  travel 
at  a cost  of  $410,000.  This  cost  includes  con- 
traceptive supplies  for  family  planning  patients. 

V.  Sick  Child  Care 

At  a cost  of  $100,000,  limited  acute  sick  child- 
care will  be  provided  to  children  when  a referral 
to  a physician  outside  the  Health  Department 
and/or  hospitalization  is  necessary  and  the  fam- 
ily’s income  is  at  or  below  150  percent  of  pov- 
erty. 

VI.  Medication 

At  a cost  of  $50,000,  medications  will  be  pro- 
vided to  treat  illnesses  diagnosed  through  peri- 
odic health  visits.  An  estimated  2,500  to  5,000 
low  income  children  would  receive  these  med- 
ications. 

VII.  School  Nurses 

One  half  of  the  cost  for  20  school  nurses  will  be 
paid  from  state  funds  with  the  local  community 
furnishing  the  remaining  portion  of  the  salaries. 

VIII.  County  Health  Department  Staff 

The  following  staff  will  enable  the  health  de- 
partment to  implement  a minimum  standard  of 
service  statewide  to  provide  indigent  care:  34 
nurses,  10  aides,  30  clinicians  (20  physicians, 

10  nurse  practitioners),  6 health  educators,  6 so- 
cial workers. 

Total  FY  1988-89  Costs 


Medicaid  Improvements 

Estimated  cost  to  the  Alabama  Medicaid  Agency  to  cover  pregnant  women 
and  their  infants  where  the  woman's  income  disqualifies  her  from  receiving 
AFDC  benefits,  but  whose  income  falls  below  the  federal  poverty  level 
(an  optional  coverage  group  allowed  by  SOBRA): 

BENEFITS 

Average  payments  for  pregnancy- 

related  services  in  FY  ’85  $2,078 

Average  payments  for  health  care 

services  in  first  year  of  life,  FY  ’85  696 

$2,774 

7.5%  adjustment  for  increased  costs  208 

$2,982 

$2,982  x 9,739  cases  = 

State  share  (27.59%)  = 


$3,000,000 


400,000 


1,500,000 


410,000 


100,000 


50,000 


231,460 


2,708,600 


,400,060 


$29,042,367 
$ 8,012,789 
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ADMINISTRATION 

Eligibility  determination 
$302.12  x 9,739  cases  = 
Other  administrative  costs 

Total  administrative  costs 
State  share  (50%) 


$ 2,943,247 
57,000 
$ 2,999,347 
$ 1,499,674 


TOTAL  COST  OF  COVERAGE  — FIRST  YEAR 

Benefits  $29,042,367 

Administration  2,999,347 

$32,041,714 

STATE  SHARE*  $ 9,512,463 

*Most  likely  will  be  only  50%  participation  which  would  reduce  state 
cost  to  about  $5,000,000. 


Copies  of  the  entire  plan  are  available  upon  request  from 
The  Alabama  Department  of  Public  Health 
Office  of  Health  Promotion  and  Information 
Room  644,  State  Office  Building 
Montgomery,  Alabama  36130-1701 


Physicians 


THMETOREOROER? 


Save  Time,  Save  Money 
with  Wilmer®  Medical 
Management  Forms 


Wilmer  compatible  pegboard  forms  are 
interchangeable  with  the  most  popular 
health  care  systems  offered  by  Control- 
O-Fax,  Safeguard^  NBS,  and  McBee. . . . 

Including  the  popular  multi-part 
insurance  claim  form  called  SuperSlip  " 

Call  us! 

MASA  Services  Corp. 

835  Adams  Avenue 
Montgomery,  Alabama  36104 

834-2013  or  1-800-392-5668 


wilmer  service  line 

FORMS  YOU  CAN  COUNT  ON 


© W'lmer  Service  Line  1984 

* Registered  T rademark  of  Safeguard  Business  Systems.  Inc 


A defense 
against  cancer 
can  be  cooked  up 
in  your  kitchen. 


There  is  evidence 
that  diet  and  cancer 
are  related.  Some 
foods  may  promote 
cancer,  while  others  may_ 
protect  you  from  it. 

Foods  related  to  low- 
ering the  risk  of  cancer 
of  the  larynx  and  esoph- 
agus all  have  high 
amounts  of  carotene,  a 
form  of  Vitamin  A 
which  is  in  canta- 
loupes, peaches,  broc- 
coli, spinach,  all  dark 
green  leafy  vegeta- 
bles, sweet  potatoes, 
carrots,  pumpkin, 
winter  squash,  and 
tomatoes,  citrus  fruits  a 
brussels  sprouts. 

Foods  that  may  help  reduce  the 
risk  of  gastrointestinal  and  respira- 
tory tract  cancer  are  cabbage, 
broccoli,  brussels  sprouts,  kohl- 
rabi, cauliflower. 

Fruits,  vegetables  and  whole- 
grain  cereals  such  as  oat- 
meal, bran  and  wheat 
may  help  lower  the 
risk  of  colorectal 


cancer. 

Foods  high  in  fats, 
salt-  or  nitrite-cured 
foods  such  as  ham, 
and  fish  and  types  of 
sausages  smoked  by  traditional 
methods  should  be  eaten  in 
moderation. 

Be  moderate  in  consumption 
of  alcohol  also. 

A good  rule  of  thumb  is  cut 
down  on  fat  and  don't  be  fat. 
Weight  reduction 
may  lower  cancer 
risk.  Our  12-year 
study  of  nearly  a 
million  Americans 
uncovered  high 
cancer  risks  partic- 
ularly among  people 
40%  or  more  overweight. 

Now,  more  than  ever,  we 
know  you  can  cook  up  your 
own  defense  against  cancer.  So 
eat  healthy  and  be  healthy. 


I 


No  one  faces 

cancer  alone. 


V AMERICAN  CANCER  SOCIETY? 
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Before  prescribing,  see  complete  prescribing  information  in  SK&F  CO. 
literature  or  PDR.  The  following  is  a brief  summary. 


WARNING 

This  drug  is  not  indicated  for  initial  therapy  of  edema  or  hyperten- 
sion. Edema  or  hypertension  requires  therapy  titrated  to  the  individual. 
If  this  combination  represents  the  dosage  so  determined,  its  use 
may  be  more  convenient  in  patient  management.  Treatment  of  hyper- 
tension and  edema  is  not  static,  but  must  be  reevaluated  as  con- 
ditions in  each  patient  warrant. 


Contraindications:  Concomitant  use  with  other  potassium-sparing  agents 
such  as  spironolactone  or  amiloride.  Further  use  in  anuria,  progressive 
renal  or  hepatic  dysfunction,  hyperkalemia.  Pre-existing  elevated  serum 
potassium.  Hypersensitivity  to  either  component  or  other  sulfonamide- 
derived  drugs. 

Warnings:  Do  not  use  potassium  supplements,  dietary  or  otherwise, 
unless  hypokalemia  develops  or  dietary  intake  of  potassium  is  markedly 
impaired.  If  supplementary  potassium  is  needed,  potassium  tablets 
should  not  be  used.  Hyperkalemia  can  occur,  and  has  been  associated 
with  cardiac  irregularities.  It  is  more  likely  in  the  severely  ill,  with  urine 
volume  less  than  one  liter/day,  the  elderly  and  diabetics  with  suspected 
or  confirmed  renal  insufficiency.  Periodically,  serum  K+  levels  should  be 
determined.  If  hyperkalemia  develops,  substitute  a thiazide  alone,  restrict 
K+  intake  Associated  widened  QRS  complex  or  arrhythmia  requires 
prompt  additional  therapy.  Thiazides  cross  the  placental  barrier  and 
appear  in  cord  blood.  Use  in  pregnancy  requires  weighing  anticipated 
benefits  against  possible  hazards,  including  fetal  or  neonatal  jaundice, 
thrombocytopenia,  other  adverse  reactions  seen  in  adults.  Thiazides 
appear  and  triamterene  may  appear  in  breast  milk.  If  their  use  is  essential, 
the  patient  should  stop  nursing.  Adequate  information  on  use  in  children 
is  not  available.  Sensitivity  reactions  may  occur  in  patients  with  or  with- 
out a history  of  allergy  or  bronchial  asthma.  Possible  exacerbation  or 
activation  of  systemic  lupus  erythematosus  has  been  reported  with 
thiazide  diuretics. 

Precautions:  The  bioavailability  of  the  hydrochlorothiazide  component  of 
Dyazide  is  about  50%  of  the  bioavailability  of  the  single  entity. 
Theoretically,  a patient  transferred  from  the  single  entities  of  triamterene 
and  hydrochlorothiazide  may  show  an  increase  in  blood  pressure  or  fluid 
retention.  Similarly,  it  is  also  possible  that  the  lesser  hydrochlorothiazide 
bioavailability  could  lead  to  increased  serum  potassium  levels.  However, 
extensive  clinical  experience  with  'Dyazide'  suggests  that  these  conditions 
have  not  been  commonly  observed  in  clinical  practice.  Angiotensin- 
converting enzyme  (ACE)  inhibitors  can  elevate  serum  potassium;  use 
with  caution  with  Dyazide'.  Do  periodic  serum  electrolyte  determinations 
(particularly  important  in  patients  vomiting  excessively  or  receiving 
parenteral  fluids,  and  during  concurrent  use  with  amphotericin  B or 
corticosteroids  or  corticotropin  [ACTH]).  Periodic  BUN  and  serum 
creatinine  determinations  should  be  made,  especially  in  the  elderly, 
diabetics  or  those  with  suspected  or  confirmed  renal  insufficiency. 
Cumulative  effects  of  the  drug  may  develop  in  patients  with  impaired  renal 
function.  Thiazides  should  be  used  with  caution  in  patients  with  impaired 
hepatic  function.  They  can  precipitate  coma  in  patients  with  severe  liver 
disease.  Observe  regularly  for  possible  blood  ayscrasias.  liver  damage, 
other  idiosyncratic  reactions.  Blood  dyscrasias  have  been  reported  in 
patients  receiving  triamterene,  and  leukopenia,  thrombocytopenia, 
agranulocytosis,  and  aplastic  and  hemolytic  anemia  have  been  reported 
with  thiazides.  Thiazides  may  cause  manifestation  of  latent  diabetes 
meilitus.  The  effects  of  oral  anticoagulants  may  be  decreased  when 
used  concurrently  with  hydrochlorothiazide;  dosage  adjustments  may  be 
necessary.  Clinically  insignificant  reductions  in  arterial  responsiveness 
to  norepinephrine  have  been  reported.  Thiazides  have  also  been  shown  to 
increase  the  paralyzing  effect  of  nondepolarizing  muscle  relaxants  such 
as  tubocurarine.  Triamterene  is  a weak  folic  acid  antagonist.  Do  periodic 
blood  studies  in  cirrhotics  with  splenomegaly  Antihypertensive  effects 
may  be  enhanced  in  post-sympathectomy  patients.  Use  cautiously  in 
surgical  patients.  Triamterene  has  been  found  in  renal  stones  in  associa- 
tion with  the  other  usual  calculus  components  Therefore,  Dyazide' 
should  be  used  with  caution  in  patients  with  histories  of  stone  formation. 
A few  occurrences  of  acute  renal  failure  have  been  reported  in  patients 
on  Dyazide'  when  treated  with  indomethacm  Therefore,  caution  is 
advised  in  administering  nonsteroidal  anti-inflammatory  agents  with 
'Dyazide'.  The  following  may  occur:  transient  elevated  BUN  or  creatinine 
or  both,  hyperglycemia  and  glycosuria  (diabetic  insulin  requirements  may 
be  altered),  hyperuricemia  and  gout,  digitalis  intoxication  jin  hypokalemia) 
decreasing  alkali  reserve  with  possible  metabolic  acidosis.  Dyazide 
interferes  with  fluorescent  measurement  oi  quinidine  Hypokalemia  is 
uncommon  with  Dyazide',  but  should  it  develop,  corrective  measures 
should  be  taken  such  as  potassium  supplementation  or  increased  dietary 
intake  of  potassium-rich  foods  Corrective  measures  should  be  instituted 
cautiously  and  serum  potassium  levels  determined  Discontinue  correc- 
tive measures  and  Dyazide'  should  laboratory  values  reveal  elevated 
serum  potassium  Chloride  deficit  may  occur  as  well  as  dilutional 
hyponatremia  Concurrent  use  with  chlorpropamide  may  increase  the  risk 
of  severe  hyponatremia  Serum  PBI  levels  may  decrease  without  signs 
of  thyroid  disturbance  Calcium  excretion  is  decreased  by  thiazides 
Dyazide'  should  be  withdrawn  before  conducting  tests  for  parathyroid 
function  Thiazides  may  add  to  or  potentiate  the  action  of  other  anti- 
hypertensive drugs  Diuretics  reduce  renal  clearance  of  lithium  and 
increase  the  risk  of  lithium  toxicity 

Adverse  Reactions:  Muscle  cramps,  weakness,  dizziness,  headache, 
dry  mouth,  anaphylaxis,  rash,  urticaria,  photosensitivity,  purpura,  other 
dermatological  conditions,  nausea  and  vomiting,  diarrhea,  constipation, 
other  gastrointestinal  disturbances:  postural  hypotension  (may  be 
aggravated  by  alcohol,  barbiturates,  or  narcotics)  Necrotizing  vasculitis, 
paresthesias  icterus,  pancreatitis,  xanthopsia  and  respiratory  distress 
including  pneumonitis  and  pulmonary  edema,  transient  blurred  vision, 
sialadenitis,  and  vertigo  have  occurred  with  thiazides  alone  Triamterene 
has  been  found  in  renal  stones  in  association  with  other  usual  calculus 
components  Rare  incidents  ol  acute  interstitial  nephritis  have  been 
reported  Impotence  has  been  reported  in  a few  patients  on  Dyazide' 
although  a causal  relationship  has  not  been  established 

Supplied  Dyazide'  is  supplied  as  a red  and  white  capsule.  In  bottles  of 
1000  capsules:  Single  Unit  Packages  (unit-dose)  of  100  Untended  lor 
institutional  use  only);  In  Patient-Pax™  unil-of-use  bottles  of  100 
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In  Hypertension*... 
When  You  Need  to 
Conserve  K+ 

Remember  the  Unique 
Red  and  White  Capsule: 
Your  Assurance  of 
SK&F  Quality 


Serum  K+  and  BUN  should  be  checked  periodically  (see  Warnings  and  Precautions). 
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Effective  control  time  and  time  again' 

Effective  control  of  fasting  and  postprandial 
glucose — patient  after  patient,  meal  after  meal, 
year  after  year. 

Insulin  when  its  needed 

Insulin  levels  are  rapidly  elevated  in  response  to  a 
meal,  then  return  promptly  to  basal  levels  after  the 
meal  challenge  subsides. 

Timed  to  minimize  risks 

Rapidly  metabolized  and  excreted,  with  an 
excellent  safety  profile.1  As  with  all  sulfonylureas, 
hypoglycemia  may  occur. 


In  concert  with  diet  in  non-insulin- 
dependent  diabetes  mellitus 


SYNCHRONIZED 
SULFONYLUREA  THERAPY 


Please  see  brief  summary  of  Glucotrol * (glipizide) 
prescribing  information  on  next  page. 
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GlUCOTROl*  (glipizide)  Tablets 

Brief  Summary  of  Prescribing  Information 

INDICATIONS  ANO  USAGE:  GLUCOTROL  is  indicated  as  an  adjunct  to  diet  tor  the  control  of  hyperglycemia  in  patients 
with  non-msulm-dependent  diabetes  mellitus  (NIDDM . type  II)  after  an  adequate  trial  of  dietary  therapy  has  proved 
unsatisfactory 

CONTRAINDICATIONS:  GLUCOTROL  is  contraindicated  in  patients  with  known  hypersensitivity  to  the  drug  or  with 
diabetic  ketoacidosis,  with  or  without  coma,  which  should  be  treated  with  insulin 

SPECIAL  WARNING  ON  INCREASED  RISK  OF  CARDIOVASCULAR  MORTALITY  The  administration  of  oral  hypogly- 
cemic drugs  has  been  reported  to  be  associated  with  increased  cardiovascular  mortality  as  compared  to 
treatment  with  diet  alone  or  diet  plus  insulin.  This  warning  is  based  on  the  study  conducted  by  the  University 
Group  Diabetes  Program  (UGOP),  a long-term  prospective  clinical  trial  designed  to  evaluate  the  effectiveness  of 
glucose-lowering  drugs  in  preventing  or  delaying  vascular  complications  in  patients  with  non-insulin-dependent 
diabetes.  The  study  involved  823  patients  who  were  randomly  assigned  to  one  of  four  treatment  groups  (Diabetes, 
19.  supp  2:747-830.  1970). 

UGOP  reported  that  patients  treated  for  5 to  8 years  with  diet  plus  a fixed  dose  of  tolbutamide  (1.5  grams  per  day) 
had  a rate  of  cardiovascular  mortality  approximately  2-1/2  times  that  of  patients  treated  with  diet  alone  A 
significant  increase  in  total  mortality  was  not  observed,  but  the  use  of  tolbutamide  was  discontinued  based  on  the 
increase  In  cardiovascular  mortality,  thus  limiting  the  opportunity  for  the  study  to  show  an  increase  in  overall 
mortality  Despite  controversy  regarding  the  interpretation  of  these  results,  the  findings  of  the  UGOP  study  provide 
an  adequate  basis  for  this  warning.  The  patient  should  be  informed  of  the  potential  risks  and  advantages  of 
GLUCOTROL  and  of  alternative  modes  of  therapy. 

Although  only  one  drug  In  the  sulfonylurea  class  (tolbutamide)  was  included  in  this  study,  it  is  prudent  from  a 
safety  standpoint  to  consider  that  this  warning  may  also  apply  to  other  oral  hypoglycemic  drugs  in  this  class,  in 
view  of  their  close  similarities  in  mode  of  action  and  chemical  structure 

PRECAUTIONS:  Renal  and  Hepatic  Disease:  The  metabolism  and  excretion  of  GLUCOTROL  may  be  slowed  in  patients 
with  impaired  renal  and/or  hepatic  function  Hypoglycemia  may  be  prolonged  in  such  patients  should  it  occur 
Hypoglycemia:  All  sulfonylureas  are  capable  of  producing  severe  hypoglycemia  Proper  patient  selection,  dosage, 
and  instructions  are  important  to  avoid  hypoglycemia  Renal  or  hepatic  insufficiency  may  increase  the  risk  of 
hypoglycemic  reactions  Elderly,  debilitated  or  malnourished  patients  and  those  with  adrenal  or  pituitary  insufficiency 
are  particularly  susceptible  to  the  hypoglycemic  action  of  glucose-lowering  drugs  Hypoglycemia  may  be  difficult  to 
recognize  in  the  elderly  or  people  taking  beta-adrenergic  blocking  drugs  Hypoglycemia  is  more  likely  to  occur  when 
caloric  intake  is  deficient,  after  severe  or  prolonged  exercise,  when  alcohol  is  ingested,  or  when  more  than  one 
glucose-lowering  drug  is  used 

Loss  of  Control  of  Blood  Glucose:  A loss  of  control  may  occur  in  diabetic  patients  exposed  to  stress  such  as  fever, 
trauma,  infection  or  surgery  It  may  then  be  necessary  to  discontinue  GLUCOTROL  and  administer  insulin 
Laboratory  Tests:  Blood  and  urine  glucose  should  be  monitored  periodically  Measurement  of  glycosylated  hemo- 
globin may  be  useful 

Information  for  Patients:  Patients  should  be  informed  of  the  potential  risks  and  advantages  of  GLUCOTROL.  of 
alternative  modes  of  therapy,  as  well  as  the  importance  of  adhering  to  dietary  instructions,  of  a regular  exercise 
program,  and  of  regular  testing  of  urine  and/or  blood  glucose  The  risks  of  hypoglycemia,  its  symptoms  and 
treatment,  and  conditions  that  predispose  to  its  development  should  be  explained  to  patients  and  responsible  family 
members  Primary  and  secondary  failure  should  also  be  explained 

Drug  Interactions:  The  hypoglycemic  action  of  sulfonylureas  may  be  potentiated  by  certain  drugs  including  non- 
steroidal anti-inflammatory  agents  and  other  drugs  that  are  highly  protein  bound,  salicylates,  sulfonamides,  chlo- 
ramphenicol. probenecid,  coumarms.  monoamine  oxidase  inhibitors,  and  beta  adrenergic  blocking  agents  In  vitro 
studies  indicate  that  GLUCOTROL  binds  differently  than  tolbutamide  and  does  not  interact  with  salicylate  or  dicumarol 
However,  caution  must  be  exercised  in  extrapolating  these  findings  to  a clinical  situation  Certain  drugs  tend  to 
produce  hyperglycemia  and  may  lead  to  loss  of  control,  including  the  thiazides  and  other  diuretics,  corticosteroids, 
phenothiazmes,  thyroid  products,  estrogens,  oral  contraceptives,  phenytom,  nicotinic  acid,  sympathomimetics, 
calcum  channel  blocking  drugs,  and  isomazid  A potential  interaction  between  oral  miconazole  and  oral  hypoglycemic 
agents  leading  to  severe  hypoglycemia  has  been  reported  Whether  this  interaction  also  occurs  with  the  intravenous, 
topical,  or  vaginal  preparations  of  miconazole  is  not  known 

Carcinogenesis.  Mutagenesis.  Impairment  of  Fertility:  A 20-month  study  in  rats  and  an  18-month  study  in  mice  at 
doses  up  to  75  times  the  maximum  human  dose  revealed  no  evidence  of  drug-related  carcinogenicity  Bacterial  and 
in  vivo  mutagenicity  tests  were  uniformly  negative  Studies  in  rats  of  both  sexes  at  doses  up  to  75  times  the  human 
dose  showed  no  effects  on  fertility. 

Pregnancy:  Pregnancy  Category  C GLUCOTROL  (glipizide)  was  found  to  be  mildly  fetotoxic  in  rat  reproductive  studies 
at  all  dose  levels  (5-50  mg/kg)  This  fetotoxicity  has  been  similarly  noted  with  other  sulfonylureas.  such  as 
tolbutamide  and  tolazamide  The  effect  is  perinatal  and  believed  to  be  directly  related  to  the  pharmacologic 
(hypoglycemic)  action  of  GLUCOTROL  In  studies  in  rats  and  rabbits  no  teratogenic  effects  were  found  There  are  no 
adequate  and  well  controlled  studies  in  pregnant  women  GLUCOTROL  should  be  used  during  pregnancy  only  if  the 
potential  benefit  justifies  the  potential  risk  to  the  fetus 

Because  recent  information  suggests  that  abnormal  blood  glucose  levels  during  pregnancy  are  associated  with  a 
higher  incidence  of  congenital  abnormalities,  many  experts  recommend  that  insulin  be  used  during  pregnancy  to 
maintain  blood  glucose  levels  as  close  to  normal  as  possible 

Nonteratogenic  Effects:  Prolonged  severe  hypoglycemia  has  been  reported  in  neonates  born  to  mothers  who  were 
receiving  a sulfonylurea  drug  at  the  time  of  delivery.  This  has  been  reported  more  frequently  with  the  use  of  agents  with 
prolonged  half-lives  GLUCOTROL  should  be  discontinued  at  least  one  month  before  the  expected  delivery  date 
Nursing  Mothers:  Since  some  sulfonylurea  drugs  are  known  to  be  excreted  in  human  milk,  insulin  therapy  should  be 
considered  if  nursing  is  to  be  continued 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been  established 

ADVERSE  REACTIONS:  In  controlled  studies,  the  frequency  of  serious  adverse  reactions  reported  was  very  low  Of 
702  patients.  11  8%  reported  adverse  reactions  and  in  only  1 5%  was  GLUCOTROL  discontinued 
Hypoglycemia:  See  PRECAUTIONS  and  OVERDOSAGE  sections 

Gastrointestinal:  Gastrointestinal  disturbances,  the  most  common,  were  reported  with  the  following  approximate 
incidence  nausea  and  diarrhea,  one  in  70.  constipation  and  gastralgia.  one  in  100  They  appear  to  be  dose-related  and 
may  disappear  on  division  or  reduction  of  dosage  Chloestatic  jaundice  may  occur  rarely  with  sulfonylureas 
GLUCOTROL  should  be  discontinued  if  this  occurs 

Dermatologic.  Allergic  skin  reactions  including  erythema,  morbilliform  or  maculopapular  eruptions,  urticaria 
pruritus,  and  eczema  have  been  reported  in  about  one  in  70  patients  These  may  be  transient  and  may  disappear 
despite  continued  use  of  GLUCOTROL.  if  skin  reactions  persist,  the  drug  should  be  discontinued  Porphyria  cutanea 
tarda  and  photosensitivity  reactions  have  been  reported  with  sulfonylureas 

Hematologic:  Leukopenia,  agranulocytosis,  thrombocytopenia,  hemolytic  anemia,  aplastic  anemia,  and  pan- 
cytopenia have  been  reported  with  sulfonylureas 

Metabolic:  Hepatic  porphyria  and  disulfiram-like  alcohol  reactions  have  been  reported  with  sulfonylureas  Clinical 
experience  to  date  has  shown  that  GLUCOTROL  has  an  extremely  low  incidence  of  disulfiram-like  reactions 
Endocrine  Reactions:  Cases  of  hyponatremia  and  the  syndrome  of  inappropriate  antidiuretic  hormone  (SIADH) 
secretion  have  been  reported  with  this  and  other  sulfonylureas 

Miscellaneous:  Dizziness,  drowsiness,  and  headache  have  been  reported  in  about  one  in  fifty  patients  treated  with 
GLUCOTROL  They  are  usually  transient  and  seldom  require  discontinuance  of  therapy 
OVERDOSAGE:  Overdosage  of  sulfonylureas  including  GLUCOTROL  can  produce  hypoglycemia.  If  hypoglycemic 
coma  is  diagnosed  or  suspected,  the  patient  should  be  given  a rapid  intravenous  injection  of  concentrated 
(50%)  glucose  solution  This  should  be  followed  by  a continuous  infusion  of  a more  dillute  (10%)  glucose  solution  at  a 
rate  that  will  maintain  the  blood  glucose  at  a level  above  100  mg/dL  Patients  should  be  closely  monitored  for  a 
minimum  of  24  to  48  hours  since  hypoglycemia  may  recur  after  apparent  clinical  recovery  Clearance  of  GLUCOTROL 
from  plasma  would  be  prolonged  in  persons  with  liver  disease  Because  of  the  extensive  protein  binding  of 
GLUCOTROL  (glipizide),  dialysis  is  unlikely  to  be  of  benefit 

DOSAGE  AND  ADMINISTRATION:  There  is  no  fixed  dosage  regimen  for  the  management  of  diabetes  mellitus  with 
GLUCOTROL.  in  general,  it  should  be  given  approximately  30  minutes  before  a meal  to  achieve  the  greatest  reduction 
in  postprandial  hyperglycemia 

Initial  Dose:  The  recommended  starting  dose  is  5 mg  before  breakfast  Geriatric  patients  or  those  with  liver  disease 
may  be  started  on  2 5 mg  Dosage  adjustments  should  ordinarily  be  in  increments  of  2 5-5  mg.  as  determined  by 
blood  glucose  response  At  least  several  days  should  elapse  between  titration  steps 
Maximum  Dose:  The  maximum  recommended  total  daily  dose  is  40  mg 

Maintenance:  Some  patients  may  be  effectively  controlled  on  a once-a-day  regimen,  while  others  show  better 
response  with  divided  dosing  Total  daily  doses  above  15  mg  should  ordinarily  be  divided 
HOW  SUPPLIED:  GLUCOTROL  is  available  as  white,  dye-free,  scored  diamond-shaped  tablets  imprinted  as  follows 
5 mg  tablet— Pfizer  411  (NDC  5 mg  0049-4110-66)  Bottles  of  100, 10  mg  tablet— Pfizer  412  (NDC 10  mg  0049-4120-65) 
Bottles  of  100 

CAUTION:  Federal  law  prohibits  dispensing  without  prescription 

More  detailed  professional  information  available  on  request. 
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A Look  into  the  CME 
Crystal  Ball 

George  D.  Oetting,  Ed.D. 


I was  sort  of  a weird  child;  Lon  Chaney,  Jr.  was  my 
favorite  movie  actor,  closely  followed  by  Boris 
Karloff;  1 never  missed  a movie  in  the  Frankenstein, 
Dracula  or  Wolfman  series  of  scary  films  of  the  30s 
and  40s. 

A delightful  Slavic  character  actress,  Maria  Ou- 
spenskaya,  appeared  in  many  of  these  as  an  aged  Gypsy 
who  peered  at  lines  in  the  hand  or  gazed  into  a crystal 

Director  of  Education 


ball  and  predicted  ominous  happenings  for  the  heroes 
(?)  of  these  films. 

Allow  me  to  be  Maria  for  awhile  and  look  into  my 
own  crystal  ball  to  discern  what  might  be  in  the  future 
for  CME.  No  need  to  belabor  the  obvious:  that  or- 
ganized medicine  is  currently  going  through  traumatic 
upheavals  of  all  kinds;  I’d  like  to  reflect  a bit  on  how 
these  forces  may  impact  on  CME,  a perspective  that 
hasn’t  been  addressed  as  much. 

This  will  not  be  a scholarly  dissertation  with  15 
footnotes  to  document  each  prediction,  but  rather  per- 
sonal crystal  gazings  based  on  developments  in  med- 
icine and  conversations  with  my  CME  colleagues. 

Four  Questions  About  CME 

My  crystal  ball  will  prognosticate  on  four  questions 
relating  to  future  CME:  What  organizations  will  be 
involved  in  presenting  CME?  What  will  be  the  societal 
forces  influencing  CME?  How  will  CME  be  financed 
and  how  will  it  be  presented? 

1 . What  Organizations  Will  be  Involved  in  Presenting 
CME? 

Probably  most  of  those  doing  it  now.  At  the 
national  level,  medical  schools  and  national  spe- 
cialties constitute  the  bulk  of  these,  followed  by  a 
variety  of  associations  for  every  illness,  body  or- 
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gan,  and  part  of  the  anatomy;  major  medical  tech- 
nologies and  procedures,  foundations,  ethnic  and 
special  interest  groups  and  a few  professional  CME 
arrangers  are  also  accredited.  Many  have  been  doing 
this  for  a long  time  and  the  planning  and  presenting 
of  CME  have  become  institutionalized. 

At  the  state  level,  hospitals  provide  most  of  the 
CME  action,  along  with  state  and  local  specialty 
groups,  medical  societies,  and  other  groups. 

A.  Changes  in  Those  Currently  Presenting  CME 

Some  local  organizations,  particularly  hos- 
pitals affiliated  with  national  corporations,  will 
expand  CME  efforts  to  a regional  audience  (i.e., 
take  CME  to  the  “hinterlands”)  as  a marketing 
technique,  with  a few  even  go  “big  time,” 
seeking  a national  CME  audience. 

A small  number,  particularly  at  the  local  level, 
will  drop  out  of  CME  activity  due  to  changes 
in  leadership,  CME  requirements,  etc.  (We  have 
seen  a bit  of  this  in  Alabama.) 

Among  national  organizations,  I predict  a 
few  will  lessen  direct  activity  in  CME,  such  as 
shown  in  the  AMA’s  move  from  live  CME 
activities  to  socio-economic  meetings;  while 
others,  particularly  the  national  specialties,  may 
expand  CME  efforts  as  a membership  service. 

B.  New  Organizations  Presenting  CME 

A few  local  organizations  will  seek  CME 
accreditation  but  the  pace  of  new  applicants  will 
slow  down  considerably  since  the  big  surge  in 
the  mid  1970s.  Most  active  local  CME  pro- 
ducers have  already  been  accredited. 

At  a national  level,  new  applicants  will  mostly 
come  from  the  development  of  new  medical 
technologies  and  procedures  or  organizations 
concentrating  on  a particular  illness  such  as 
AIDS.  As  these  new  organizations  develop,  the 
need  for  presenting  educational  programs  will 
evolve. 

The  socio-economic  forces  which  are  chang- 
ing practice  styles  — e.g.,  IPA,  HMOs,  sal- 
aried hospital  physicians  — will  result  in  more 
control  over  the  professional  activities  of  the 
physicians  involved,  including  their  CME. 

Interest  by  management  will  increase  for  in- 
house  CME,  some  for  the  genuine  scientific 
benefit  of  the  physicians  and  regrettably  some 
to  financially  benefit  the  organization.  These 
groupings  of  physicians  may  start  applying  for 
CME  accreditation  as  part  of  this  process. 

As  the  malpractice-litigation  crisis  contin- 
ues, liability  carriers  will  increase  their  direct 
involvement  in  educational  damage-control  ef- 
forts to  reduce  claims;  this  will  include  pre- 
senting more  generic  risk  management  pro- 
grams and  also  scientific  sessions  targeting 
specific  medical  problems.  Our  own  Mutual 


Assurance  Society  has  been  active  in  both  areas 
for  several  years. 

New  non-medical  organizations  will  start 
ventures  in  CME  using  facilities  and  resources 
originally  developed  for  other  purposes,  par- 
ticularly in  the  electronic  area  such  as  cable 
TV,  information  storage  and  retrieval,  etc.  The 
millions  spent  on  CME  will  whet  the  interest 
of  non-medical  businessmen.  Some  have  al- 
ready become  accredited  CME  producers;  many 
others  will  follow. 

2.  What  Will  Be  the  Societal  Forces  Influencing  CME? 

A.  At  the  Federal  Level 

The  chronic  federal  deficit  will  keep  pressure 
on  governmental  bureaucrats  to  devise  more 
and  more  creative  ways  to  reduce  payments  to 
MDs  and  hospitals,  thereby  reducing  the  funds 
available  to  CME.  Reductions  in  funds  for  re- 
search and  residency  training  will  also  have  a 
negative  effect  because  quite  often  CME  gets 
indirect  support  from  these  programs.  Many 
organizations  do  not  budget  directly  for  CME 
but  use  these  other  sources  to  sustain  local  CME. 

The  new  Federal  tax  law  will  definitely  affect 
CME  with  less  tax  incentives  for  CME  travel; 
this  may  spark  renewed  interest  in  local  CME. 

B.  At  the  State  and  Local  Level 

With  the  growing  MD  surplus,  state  support 
for  medical  schools  may  be  reduced,  and  ul- 
timately affect  the  faculty’s  capability  to  pres- 
ent CME  for  other  physicians.  The  same  applies 
for  county  and  city  authorities  providing  finan- 
cial support  for  hospitals.  As  is  generally  true 
with  reductions  in  any  governmental  spending, 
the  funds  for  education  are  early  on  the  chop- 
ping block. 

A relatively  new  development  is  the  more 
direct  involvement  of  licensing  authorities, 
PROs  and  other  agencies  in  seeking  help  from 
CME  providers  in  presenting  CME  to  meet  a 
specific  need  or  correct  a deficiency. 

C.  The  Physician  Surplus 

The  physician  surplus  will  have  a number  of 
effects  of  CME:  With  fewer  patients,  more  time 
will  be  available  for  local  CME  and  self-study 
activities.  Less  income  will  cause  physicians  to 
be  more  selective  and  cost-conscious  in  se- 
lecting CME  work.  Physicians  will  have  less 
clout  with  hospitals  in  any  demands  for  CME 
support  or  time  off  to  attend  CME  conferences. 

I see  the  surplus  as  creating  a major  re- 
education effort  for  many  physicians  from  sur- 
plus specialties  to  shortage  ones.  This  will  go 
far  beyond  a few  mini-residency  efforts  or  short 
cram  courses,  and  will  require  many  new  and 
innovative  educational  approaches  to  help  that 
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45-year-old  general  surgeon  who  can’t  make  a 
living  any  longer  in  the  big  city  and  needs  re- 
training and  qualification  in  another  specialty. 

D.  A Younger  Physician  Population 

As  the  percentage  of  younger  physicians  in- 
creases, there  will  be  changes  in  the  way  CME 
will  be  taught.  These  physicians  have  grown 
up  with  technology  and  are  computer-literate; 
they  feel  far  more  comfortable  using  new  tech- 
nology and  techniques  of  teaching.  Their  ex- 
pectations and  life  style  may  be  different  and 
will  affect  the  way  they  will  want  to  pursue 
CME. 

E.  Changes  in  Traditional  Relationships  and  Ex- 
pectations 

The  traditional  collegial  relationships  be- 
tween physicians  are  being  stressed  by  com- 
petition for  patients,  new  financial  arrange- 
ments, new  roles  for  physicians.  All  of  these 
may  have  a negative  effect  on  the  free  exchange 
of  scientific  knowledge.  The  established 
ophthalmologist  may  not  be  as  eager  to  put  on 
a CME  program  outlining  a new  surgical  pro- 
cedure if  his  new  competition  down  the  block 
will  be  in  the  audience. 

Likewise,  the  “sugar  daddy”  hospital  ad- 
ministrator who  in  the  past  provided  unlimited 
support  for  CME  programs  — may  not  be  as 
eager  due  to  reduced  revenues  — and  his  feel- 
ing that  CME  doesn’t  provide  much  direct  evi- 
dence of  its  value  for  this  purpose.  Hospital 
staffs  also  may  be  more  aggressive  in  the  future 
in  dictating  CME  requirements  as  a condition 
of  staff  privileges  and  directing  CME  for  phy- 
sicians with  specific  deficiencies. 

Medical  schools  will  no  longer  be  able  to 
count  on  needed  referrals  for  residency  edu- 
cation because  their  own  graduates  keep  the 
patients  “at  home”  for  treatment.  There  will 
be  new  alignments  for  the  production  of  CME 
between  for-profit  hospitals,  medical  centers, 
pharmaceutical  companies  and  many  others  in 
combinations  not  seen  before. 

F.  Changes  in  Health  Care  Corporate  Mentality 

The  primary  concern  of  many  hospitals  today 
is  institutional  survival;  many  will  be  hiring 
business-oriented  administrators  whose  first 
concern  is  making  money.  For  executives  with 
this  orientation,  CME  may  be  perceived  pri- 
marily as  a potential  money-maker,  a referral 
generator,  a risk  management  tool  or  a mar- 
keting device,  not  the  traditional  perception  of 
CME  held  by  most  physicians. 

Naturally,  hospitals  have  to  make  money  to 
keep  in  business,  but  I feel  there  is  a significant 
long  range  danger  to  CME  if  it  degenerates  into 
just  another  profit  center  for  the  hospital  or 


medical  center;  perhaps  Em  an  over  reactive 
idealist,  but  it  really  concerns  me. 

G.  The  Increasingly  Litigious  Society  We  Live  In 

The  dark  clouds  of  malpractice,  threatened 
law  suits,  defensive  medicine,  etc.  may  also 
obscure  the  free  flow  of  scientific  information. 

There  are  concerns  that  CME  programs  may 
be  viewed  as  creating  standards  of  care  that 
could  be  used  by  plaintiff  lawyers.  Will  our 
CME  handouts  and  curricula  become  exhibits 
in  a lawsuit? 

Will  fear  of  being  drawn  in  a malpractice 
suit  as  a codefendant,  reduce  the  informal  dis- 
cussion among  colleagues  on  a current  clinical 
case?  I hope  not,  but  if  it  does,  it  could  destroy 
one  of  the  greatest  sources  of  learning  for  phy- 
sicians. 

In  the  area  of  accreditation  of  CME  programs 
there  have  already  been  lawsuits  by  CME  hus- 
tlers who  were  denied  accreditation  because  they 
didn’t  meet  required  educational  standards.  Will 
MDs  continue  to  volunteer  as  CME  site  sur- 
veyors or  reviewers  if  they  face  possible  suits 
and  financial  liability  for  accreditation  deci- 
sions? The  National  Accreditation  Council  for 
CME  (ACCME)  has  already  experienced  this 
trauma. 

H.  Public  Demands  for  Professional  Accountabil- 
ity 

Eroding  public  trust  in  physicians  may  result 
in  increased  interest  in  mandatory  CME  for  li- 
censure, testing  and  required  certification,  more 
documentation  and  other  methods  of  “prov- 
ing” (??)  medical  competence.  Many  of  us 
would  argue  that  these  measures  do  not  guar- 
antee competence,  but  to  the  public  they  are 
tangible  manifestations. 

The  recent  JCAH  efforts  to  start  evaluating 
the  quality  of  a hospital  on  clinical  outcomes 
will  increase  pressures  to  “prove”  objectively 
that  all  this  CME  really  has  improved  the  stand- 
ard of  care  for  patients.  We  all  have  a gut  feel- 
ing that  it  does;  we  may  have  to  prove  it! 

3.  How  Will  CME  Be  Financed? 

A lot  more  CME  will  be  financed  by  the  phy- 
sicians themselves  than  in  the  past  — so  predict 
many  of  my  CME  colleagues. 

Decreased  revenues  to  the  hospitals  and  medical 
schools  will  make  them  take  a much  harder  look 
at  all  expenses  including  CME.  Whereas  in  the  past 
it  was  often  offered  at  little  or  no  cost,  many  times 
as  a recruitment  incentive,  it  may  now  become  a 
line  item  in  the  budget,  under  much  closer  scrutiny 
as  to  its  financial  value  to  the  institution.  Physicians 
may  have  to  pay  more  for  attending  programs  as 
well  as  organizations  seeking  joint  sponsorship  of 


April  1987  / 35 


a CME  program  with  an  accredited  institution. 

As  more  MDs  become  full-time  employees  of  a 
hospital  or  HMO,  CME  will  become  a more  im- 
portant item  in  contract  negotiations:  How  much 
time  off  will  be  granted  for  attending  CME  meet- 
ings? Who  pays  travel  costs?  All  these  become  even 
more  critical  with  effect  of  the  new  tax  laws  on  the 
deductability  of  business  expenses  by  salaried  phy- 
sicians. 

The  physician  surplus  further  weakens  the  bar- 
gaining power  of  physicians  to  secure  time  off  and 
money  for  CME  activities. 

Reduced  incomes  will  increase  interest  in  less 
expensive  local  CME  rather  than  costly  stays  at 
distant  locations  for  CME  work.  This  cost  con- 
sciousness will  have  a beneficial  effect  in  demand- 
ing greater  excellence  in  the  quality  of  all  CME 
programs.  MDs  will  be  far  more  selective  in  choos- 
ing their  CME  programs  and  laying  out  money  for 
registration  fees  — and  this  will  be  a long-term 
good. 

Related  to  this  will  be  more  emphasis  on  sched- 
uling CME  during  nonbusiness  hours  — evenings 
and  weekends  which  do  not  interfere  with  patient 
services;  accessibility  to  patients  at  times  conve- 
nient to  them  is  a recommended  part  of  most  prac- 
tice marketing  strategies. 

4.  How  Will  CME  Be  Presented? 

A.  Learning  Styles  of  CME 

The  old  traditional  medical  school  35mm  slide 
lecture,  hopefully  will  lessen  in  usage  as  CME 
instruction  becomes  more  individualized.  More 
of  CME  will  be  self-learning  in  the  office  or 
home  tying  in  with  technology  available  there 
(TVs,  computers,  etc.)  at  times  that  are  con- 
venient to  the  physician.  Physicians  will  be  in- 
volved in  CME  in  many  different  locations  be- 
yond the  traditional  lecture  hall. 

Increased  specialization  will  narrow  the  fo- 
cus and  perspective  of  CME  offerings;  global, 
all-specialty  CME  gatherings  will  be  more  dif- 
ficult to  plan  and  attract  large  audiences.  This 
will  be  a major  problem  for  state  societies  and 
others  who  have  traditionally  tried  to  meet  the 
CME  needs  of  all  its  members. 

However,  there  still  will  be  a place  for  big, 
away-from-home  gatherings  (particularly  within 
a specialty)  because  of  the  need  of  MDs  to 
interact,  socialize  and  get  away  from  the  office. 

This  individualized  learning  may  be  more 
prescriptive,  either  by  the  individual  physician 
himself  or  by  others  who  mandate  CME  to  cor- 
rect a practice  deficiency.  Licensing  boards, 
malpractice  insurance  carriers  and  hospital  staffs 
will  be  prescribing  more  CME  to  correct  noted 
deficiencies. 


B.  The  Technology  Used  With  CME 

As  noted,  MDs  will  be  making  more  use  of 
local  existing  technology  to  secure  CME.  This 
technology  will  be  far  more  interactive  and  in- 
teresting for  the  learner,  i.e.,  it  will  go  far  be- 
yond the  passive  viewing  of  a TV  videocas- 
sette. 

Technology  such  as  satellite  systems  will 
make  CME  programs  quickly  available,  easily 
reproducible,  cheaper  to  use  and  lessen  the  need 
for  highly  trained  technicians.  This  will  greatly 
aid  in  the  creation  of  local  CME  productions 
for  CME  programs,  patient  education,  etc.  For 
example,  the  new  video/camera  recorders, 
available  at  a reasonable  price,  can  produce 
good  programs  even  when  operated  by  a 
“klutz”  without  extensive  technical  training. 

The  graphics  software  packages  now  readily 
available  for  use  with  personal  computers  will 
greatly  enhance  the  quality  of  audiovisuals, 
particularly  35mm  slides,  for  CME  programs. 
Costs  on  the  equipment  for  this  have  come  down 
considerably  and  will  be  reasonably  affordable 
for  most  CME  producers.  Hopefully,  the  cruddy 
slides  which  looked  like  they  were  typed  on 
Saran  Wrap  will  be  a thing  of  the  past. 

Technology  will  greatly  speed  up  accessi- 
bility to  and  broaden  the  scope  of  CME  infor- 
mation available  to  potential  CME  “cus- 
tomers.” Using  their  own  personal  computers, 
they  will  be  able  to  instantly  access  extensive 
information  on  worldwide  CME  offerings.  This 
will  force  CME  planners  to  rethink  their  mar- 
keting techniques;  two  mailouts  of  a colorful, 
three-fold  paper  brochure  may  no  longer  suffice 
to  get  the  troops  to  attend  your  program! 

C.  Storage  and  Dissemination  of  CME  Informa- 
tion 

The  need  for  instant  access  to  scientific  in- 
formation in  making  medical  decisions  will  be- 
come a way  of  life  with  practicing  physicians. 
CME  can  no  longer  be  just  a dispenser  of  facts 
to  be  memorized  for  future  use.  There’s  just 
too  much  needed  information  to  store  even  in 
the  wisest  brain. 

CME  will  need  to  devote  more  time  to  aiding 
physicians  in  accessing  all  the  knowledge  that 
is  available  in  libraries,  computers,  tapes,  etc. 
Traditional  libraries  with  check  out  of  quickly 
outdated  books  will  be  replaced  by  librarians 
focusing  on  helping  physicians  get  access  to 
needed  information  system,  often  far  from  the 
location  of  the  library.  The  way  libraries  are 
used  by  physicians  will  be  greatly  changed. 

There  will  be  many  legal  battles  for  access 
to  and  control  of  CME  information  systems. 
The  recent  AMA-GTE  Telenet  court  fight  over 
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control  of  databases  is  just  one  indicator  of  this 
problem.  These  tremendous  stores  of  educa- 
tional information  are  like  ‘'money  in  the  bank” 
and  CME  entrepreneurs  will  devise  all  kinds  of 
ways  to  sell  access  to  these  systems. 


A defense 
against  cancer 
can  be  cooked  up 
in  your  kitchen. 


D.  New  Focuses  in  Teaching  CME  (In  addition  to 
traditional  Scientific  CME) 

Because  of  cost-cutting  pressures  from  every 
direction,  the  economic  implications  of  CME 
information  being  presented  will  become  a rou- 
tine part  of  the  instruction,  i.e.,  DRG  impli- 
cations, risk  management  considerations,  ge- 
neric substitutions,  costs  of  tests,  etc. 

Patient  education  considerations  will  also  be- 
come a standard  segment  of  CME.  This  goes 
far  beyond  the  showing  of  a canned  patient 
education  film  and  a paternalistic  ‘‘doctor  knows 
best”  talk.  Patients  must  be  much  more  edu- 
cated on  the  nature  of  their  illness  and  the  pos- 
sible courses  of  treatment.  Treatment  decisions 
must  be  shared  decisions  with  the  patient  as  a 
well  informed  co-partner. 


The  Crystal  Ball  Gets  Hazy 

My  crystal  ball  is  getting  clouded  and  I must  stop. 
I’m  sure  that  others  peering  into  their  own  crystal  ball 
will  see  different  visions  of  CME.  That’s  fine  — the 
whole  purpose  of  this  article  is  to  stimulate  futuristic 
thought  on  CME. 

Today  physicians  are  giving  much  thought  to  changes 
in  their  practice,  the  economic  and  societal  forces  af- 
fecting their  daily  professional  lives.  How  about  a little 
cogitation  on  how  practicing  physicians  will  be  edu- 
cated to  perform  their  important  role  in  future  years. 

□ 
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There  is  evidence 
that  diet  and  cancer 
are  related.  Some 
foods  may  promote 
cancer,  while  others  may_ 
protect  you  from  it. 

Foods  related  to  low- 
ering the  risk  of  cancer 
of  the  larynx  and  esoph- 
agus all  have  high 
amounts  of  carotene,  a 
form  of  Vitamin  A 
which  is  in  canta- 
loupes, peaches,  broc- 
coli, spinach,  all  dark 
green  leafy  vegeta- 
bles, sweet  potatoes, 
carrots,  pumpkin, 
winter  squash,  and 
tomatoes,  citrus  fruits ; 
brussels  sprouts. 

Foods  that  may  help  reduce  the 
risk  of  gastrointestinal  and  respira- 
tory tract  cancer  are  cabbage, 
broccoli,  brussels  sprouts,  kohl- 
rabi, cauliflower. 

Fruits,  vegetables  and  whole- 
grain  cereals  such  as  oat- 
meal, bran  and  wheat 
may  help  lower  the 
risk  of  colorectal 


cancer. 

Foods  high  in  fats, 
salt-  or  nitrite-cured 
foods  such  as  ham , 

and  fish  and  types  of 

sausages  smoked  by  traditional 
methods  should  be  eaten  in 
moderation. 

Be  moderate  in  consumption 
of  alcohol  also. 

A good  rule  of  thumb  is  cut 
down  on  fat  and  don’t  be  fat. 
Weight  reduction 
may  lower  cancer 
risk.  Our  12-year 
study  of  nearly  a 
million  Americans 
uncovered  high 
cancer  risks  partic- 
ularly among  people 
40%  or  more  overweight. 

Now,  more  than  ever,  we 
know  you  can  cook  up  your 
own  defense  against  cancer.  So 
eat  healthy  and  be  healthy. 

No  one  faces 

cancer  alone. 

V AMERICAN  CANCER  SOCIETY 
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Mail  to:  Allscrips,  1033  Butterfield  Road, 

Vernon  Hills,  IL  60061-1360 

Please  send  information  on  Allscrips  In-Office 
Pharmacy  Systems  to: 

Dr.  

Office/Clinic  Name 

Address  

City  

State  Zip 

Phone  

SJG 


Allscrips,  In-Office 
Pharmacy  Makes  Filling 
A Prescription  As  Easy 
As  Writing  One. 


System 

Benefits 

Complete  name  brand  and 
high  quality  generic  drugs 

Custom  formulary  based 
upon  your  most  prescribed 
medications 

Modern,  environmentally 
controlled  packaging 
equipment  and  facilities 

Child-resistant,  tamper- 
evident,  foil-sealed 
polyethylene  containers 
protect  medications  from 
light  and  air 

Ready-to-dispense 
prescription  sizes 

Personalized  pre-printed 
labels  and  complete 
patient  record  system 

Proven  patient  marketing 
program 

Locking,  modular  cabinets 
can  be  stacked,  placed 
side  by  side  or  wall 
mounted 

Ongoing  staff  training  and 
consultation  by 
professional  pharmacists 


Call  toll  free: 

1-800-654-0890 

In  Illinois: 

1-800-654-0893 


Patient 

Benefits 

One-stop  convenience 
No  waiting 

Therapy  begins 
immediately 

Assures  confidentiality 

Prices  comparable  to  or 
less  than  drugstores 


Practice 

Benefits 

Improved  compliance  and 
closer  control  of 
prescriptions  and  refills 

Reduced  patient  care 
interruptions  due  to 
pharmacy  phone  calls 
In-office  diagnosis  and 
therapy  strengthens  doctor- 
patient  relationships 

Minimal  office  overhead 
Small  investment  and  rapid 
payback 

Immediate  revenue 
increase 


>qiisc  ips 

Allscrips  Pharmaceuticals,  Inc. 


Morbidity  of  Adult  Cranial 

Irradiation 

Steven  H.  Stokes,  M.D.* 


Traditionally  it  was  felt  that  the  adult  brain  would 
tolerate  relatively  high  doses  of  irradiation  with 
impunity.'  Neurologic  deterioration  was  attributed  to 
progressive  tumor.  However,  with  newer  imaging 
techniques  of  magnetic  resonance  and  computed  to- 
mography increasingly  the  subtle  effects  of  cranial  ir- 
radiation are  being  detected.2' 4 By  careful  attention 
to  the  daily  dose  rate,  volume  of  brain  irradiated  and 
total  dose  delivered,  the  Radiation  Oncologist  can  sub- 
stantially reduce  potential  radiation  morbidity  without 
compromising  tumor  control. 

Experimental  Models 

The  effect  of  irradiation  on  tissue  is  dependent  not 
only  on  the  total  dose  but  also  the  volume  irradiated 
and  amount  of  irradiation  administered  with  each  treat- 
ment (fraction  size).  Many  current  schedules  evolved 
clinically  without  prior  experimentation  using  animal 
models. 

• Department  of  Radiation  Oncology.  Southeast  Alabama  Medical  Center , Dothan. 
Alabama  36302.  Presented  at  the  Eleventh  Annual  Cancer  Concepts  1986  Physicians 
Workshop  in  Gatlinburg.  TN  Oct.  23-25.  1986 


The  limited  experimental  data  frequently  tails  to 
simulate  clinical  treatment  regimens  thereby  limiting 
its  applicability  to  humans.  An  exception  is  the  study 
of  delayed  radiation  necrosis  in  normal  monkey  brain 
by  Caveness.5 

Adult  monkeys  are  exposed  to  200  cGy  (rad)  per 
day  whole  brain  irradiation  for  total  doses  of  4000 
cGy/20  fractions/4  weeks;  6000  cGy/30  fractions/6  or 
8000  cGy/40  fractions/8  weeks.  The  animals  were  sac- 
rificed at  varying  intervals  out  to  two  years  to  evaluate 
the  long  term  effects  of  cranial  irradiation. 

As  reported  in  humans,  the  hallmark  histologic  le- 
sions were  minute  foci  of  necrosis  throughout  the  white 
matter.  In  aggregate,  the  loss  in  brain  substance  was 
reflected  in  atrophy  and  ventricular  dilatation. 

The  animals  that  received  4(XX)  cGy/4  weeks  showed 
no  clinical  abnormalities.  Of  those  that  received  6000 
cGy,  several  had  subtle  neurologic  findings  including 
papilledema  and  abnormal  visual  evoked  responses. 
The  gross  appearance  of  the  brain  was  unremarkable, 
however  histologically,  multiple  small  areas  ol  local 
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necrosis  were  scattered  predominately  in  the  white 
matter  of  the  corona  radiata  and  internal  capsule. 

Of  the  animals  that  received  8000  cGy,  several  were 
sacrificed  ahead  of  schedule  due  to  neurologic  dete- 
rioration. The  appearance  of  brains  from  monkeys  killed 
beyond  6 months  showed  atrophy  with  ventricular  dil- 
atation. Histologically,  beyond  six  weeks  there  was  a 
consistent  progressive  increase  in  number  and  conflu- 
ence of  necrotic  lesions  resulting  in  massive  brain  de- 
struction. 

Recent  developments  in  diagnostic  imaging  have 
simplified  and  expanded  our  ability  to  evaluate  subtle 
morphologic  changes  in  the  central  nervous  system.6 
The  initial  abnormalities  seen  following  cranial  irra- 
diation are  diffuse  cerebral  white  matter  hypodensities, 
cortical  atrophy,  and  parenchymal  calcification.3- 7 
However  these  degenerative  changes  are  encountered 
in  a variety  of  situations  including  normal  aging,  mal- 
nutrition, alcohol  abuse,  and  Alzheimer’s  disease,6 
making  it  difficult  to  clarify  the  significance  of  changes 
following  irradiation. 

Determining  the  true  incidence  of  irradiation  injury 
to  the  brain  is  difficult  as  the  available  literature  is 
largely  anecdotal  and  fails  to  provide  pertinent  factors 
such  as  total  dose,  size  of  individual  fractions  and 
volume  irradiated.8  In  clinical  practice  we  typically 
encounter  two  situations  — low  or  moderate  doses  of 
cranial  irradiation  for  metastatic  disease  and  prophy- 
laxis of  occult  disease  for  small  cell  carcinoma  of  the 
lung;  or  high  dose  irradiation  for  primary  tumors. 

Low-Moderate  Dose  Irradiation 

Experience  with  other  normal  tissues  such  as  skin 
and  intestine  have  shown  that  the  amount  of  irradiation 
given  with  each  treatment  (fraction  size)  directly  af- 
fects the  long  term  morbidity  independent  of  the  total 
dose:  The  larger  the  fraction  the  more  pronounced  the 
long  term  morbidity.  Only  recently  are  we  discovering 
similar  effects  for  the  central  nervous  system. 

Harris9  in  1976  reported  a significant  increase  in 
visual  complications  among  patients  irradiated  for  pi- 
tuitary adenoma  who  received  more  than  250  cGy  per 
fraction.  Patients  receiving  more  than  250  cGy  per 
fraction  had  an  1 8%  incidence  of  optic  nerve  damage 
while  none  of  the  patients  receiving  less  than  250  cGy 
per  fraction  experienced  problems  despite  comparable 
total  doses. 

Similar  reports  of  increasing  toxicity  with  fraction 
size  are  now  appearing  following  prophylactic  cranial 
irradiation  (PCI)  for  small  cell  carcinoma  of  the  lung 
(SCCL).  In  1981 , Catane10  reviewed  the  results  of  PCI 
among  patients  at  the  National  Cancer  Institute  after 
the  safety  of  PCI  had  been  questioned  based  upon 
reports  of  computed  tomographic  (CT)  abnormalities 
seen  in  children  who  had  received  PCI  for  acute  leu- 
kemia." The  patients  in  his  report  had  received  3000 
cGy/15  fractions/3  weeks  or  200  cGy  per  day.  Al- 


though subtle  CT  changes  of  mild  cerebral  atrophy 
were  frequent,  no  neurologic  abnormalities  were  ap- 
parent and  he  concluded  PCI  was  safe. 

However,  subsequent  isolated  reports  noted  severe 
neurotoxicity  among  some  patients,  primarily  those 
receiving  a more  rapid  fractionation  of  300  cGy  per 
day  despite  not  exceeding  3000  cGy  total  dose.7- 12- 13 
When  patients  were  evaluated  with  serial  CT  scans  at 
six  month  intervals  following  this  rapid  fractionation 
100%  developed  cerebral  atrophy,  70%  ventricular  dil- 
atation and  15%  white  matter  hypodensities.2  These 
studies  prompted  a recent  editorial  recommending  the 
abandonment  of  high  doses  per  fraction  and  a return 
to  the  traditional  method  of  < 200  cGy  per  day  which 
appears  to  be  a safe  regimen.14 

High  Dose  Irradiation 

Unfortunately  primary  brain  tumors,  the  majority  of 
which  are  gliomas,  are  relatively  radioresistant  re- 
quiring doses  of  irradiation  which  exceed  normal  tissue 
tolerance  for  control.  There  is,  however,  evidence  of 
increasing  tumor  control  and  survival  with  increasing 
doses  of  irradiation.  Results  of  the  Brain  Tumor  Study 
Group  (BTSG)  demonstrated  an  improvement  in  me- 
dian survival  from  18  weeks  without  irradiation  to  36- 
42  weeks  with  5500-6000  cGy.15  It  was  felt  that  these 
higher  doses  of  whole  brain  irradiation  were  well  tol- 
erated without  normal  brain  necrosis.1  Neurologic  de- 
terioration or  an  increase  in  tumor  mass  on  CT  scan 
was  attributed  to  progression  of  disease.  However, 
only  a limited  number  of  patients  underwent  autopsy 
which  is  necessary  to  exclude  radiation  necrosis  which 
can  mimic  progressive  disease.16-  "Unfortunately,  this 
low  autopsy  rate  among  the  several  hundred  patients 
of  the  BTSG  who  received  5000-6000  cGy  prevents 
an  estimate  as  to  the  incidence  of  radiation  necrosis 
among  patients  receiving  this  frequently  administered 
dose. 

The  pathologic  material  from  the  few  autopsies 
available  does  suggest  clinically  significant  radiation 
damage  for  the  higher  radiation  doses.  Burger18  was 
able  to  examine  seventeen  brains  from  the  BTSG  which 
had  received  5000-6000  cGy.  Four  patients  (24%)  had 
frank  radiation  necrosis  while  an  additional  two  had 
focal  demyelination  which  was  typically  lateralized  to 
the  side  of  the  tumor.  The  etiology  of  increased  sen- 
sitivity of  white  matter  adjacent  to  the  tumor  is  unclear 
but  perhaps  is  a reflection  of  vascular  compromise 
related  to  the  mass  effect  or  edema  surrounding  the 
tumor. 

In  an  effort  to  determine  pathologically  the  incident 
of  radiation  necrosis,  Marks19  reviewed  139  patients 
receiving  > 4500  cGy  for  primary  brain  or  pituitary 
tumors.  He  identified  7 (5%)  with  histological  docu- 
mentation of  necrosis.  Interestingly,  radionecrosis  of 
the  brain  did  not  develop  below  doses  equivalent  to 
5400  cGy  in  30  fractions  (180  cGy/fraction). 
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This  relative  threshold  of  safety  (5400  cGy/30  frac- 
tion) to  a large  volume  of  brain  is  unfortunately  not 
adequate  for  control  of  high  grade  gliomas  which  con- 
tinue to  recur  with  doses  of  7000-8000  cGy.1  A po- 
tential solution  is  the  technique  of  stereotactically  im- 
planting radioactive  sources  directly  into  the  tumor. 
This  allows  the  delivery  of  high  doses  of  irradiation 
to  the  tumor  without  exceeding  the  tolerance  of  ad- 
jacent normal  brain  tissue. 

The  University  of  California  in  San  Francisco 
(USCSF)  has  reported  their  experience  with  43  eval- 
uable patients  undergoing  interstitial  implantation  for 
recurrent  tumors.20' 21  The  median  survival  of  18  months 
is  clearly  superior  to  other  forms  of  salvage  therapy. 
Based  on  these  promising  results,  patients  at  UCSF 
are  now  treated  at  diagnosis  with  6000  cGy  of  external 
irradiation  to  a generous  margin  around  the  tumor  fol- 
lowed by  an  interstitial  implant  delivering  an  additional 
6000  cGy  to  the  tumor  periphery.  This  results  in  a 
focal  area  of  radiation  necrosis  which  is  necessary  for 
sterilization  of  the  tumor.  It  is  too  early  to  evaluate 
the  results  or  recommend  this  procedure  for  all  pa- 
tients. 

Conclusion 

Therapeutic  doses  of  irradiation  can  be  safely  ad- 
ministered to  the  brain  provided  normal  tolerance  is 
respected.  White  matter  is  especially  sensitive  to  large 
daily  fractions.  For  patients  expected  to  survive  long 
enough  to  develop  radiation  damage  (greater  than  6 
mos.)  daily  fractions  in  excess  of  200  cGy  should  be 
avoided. 

In  addition  to  reducing  the  daily  fraction  size,  the 
volume  treated  to  high  dose  should  be  minimized  as 
much  as  possible.  The  utilization  of  CT  scan  or  mag- 
netic resonance  imaging  now  allows  the  Radiation 
Oncologist  to  localize  the  area  of  high  dose  irradiation 
to  a generous  margin  encompassing  the  tumor.  By 


combining  external  and  interstitial  irradiation  there 
is  promise  that  curative  doses  can  be  safely  administ- 
ered for  sterilization  of  previously  uncontrollable 
gliomas.  0 
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Orbital  Pseudo  tumors: 
Histopathologic  Classifications 
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Abstract 

The  term  orbital  pseudotumor  is  confusing 
and  non-specific.  Recent  histopathologic  sub- 
classifications of  orbital  pseudotumor  have 
useful  therapeutic  implications  in  the  manage- 
ment of  this  disease.  Four  cases  that  had  bi- 
opsy-proven orbital  pseudotumors  were  treated 
with  low  doses  of  radiation  therapy  (1,200  to 
2,000  rads  in  eight  to  fifteen  days).  Two  cases 
of  Type  II  orbital  pseudotumor  (lymphocytic 
inflammatory  pseudotumor,  pseudolym- 
phoma) both  showed  a complete  response.  Of 
the  two  cases  of  Type  I orbital  pseudotumor 
(inflammatory  pseudotumor),  one  had  a par- 
tial response  and  the  other  had  no  response. 
It  appears  that  Type  II  orbital  pseudotumors 
are  more  responsible  to  radiation  therapy  than 
Type  I.  One  case  which  was  initially  diagnosed 
as  Type  II  orbital  pseudotumor,  subsequently 
died  of  disseminated  lymphocytic  lymphoma. 
Diagnosis  of  orbital  pseudotumor  must  be  made 
with  great  care.  Even  if  diagnosis  of  the  pseu- 
dotumor of  the  orbit  is  made  of  histologic  and 
other  laboratory  tests,  long-term  clinical  and 
hematological  follow-up  is  advised. 


* Associate  Professor.  University  of  Alabama  at  Birmingham.  Department  of  Ra- 
diation Oncology.  619  South  19th  Street.  Birmingham.  Alabama  35233.  (205)  934- 
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Introduction 

The  term  orbital  pseudotumor  has  been  used  to  de- 
scribe inflammatory  lesions  of  unknown  etiology 
which  involve  the  orbital  tissue  and  which  simulate  a 
neoplasm.  This  term  is  widely  accepted  by  ophthal- 
mologists, but  is  puzzling  to  pathologists.  Birch- 
Hirschfeld,1  who  introduced  the  term  in  1905.  defined 
it  to  include  all  non-neoplastic  disorders.  However, 
Reese2  preferred  to  confine  it  to  idiopathic  inflam- 
matory lesions.  Recently,  most  observers  are  more 
inclined  to  propose  a classification  based  on  the  cel- 
lular components  of  the  tumor. 3- 4 

The  most  common  signs  of  a pseudotumor  are  prop- 
tosis, soft-tissue  swelling,  and  impaired  motility  of  the 
ocular  muscles.  While  pseudotumors  are  not  life- 
threatening,  they  can  cause  blindness  and,  in  advanced 
cases,  may  necessitate  exenteration  of  the  orbit.  Sys- 
temic steroids  are  the  most  common  form  of  primary 
treatment.  However,  25  to  50  percent  ot  patients  do 
not  respond  to  steroids,  and  long-term  therapy  may 
lead  to  serious  complications.  Radiation  therapy  may 
lead  to  serious  complications.  Radiation  therapy  has 
been  used  to  treat  these  lesions.5-6  Yet,  which  type 
of  orbital  pseudotumor  is  more  radiosensitive,  based 
on  cellular  components  of  the  lesion,  has  not  been 
delineated  clearly.  This  article  presents  our  radioth- 
erapeutic  experience  and  reviews  histopathologic  clas- 
sifications of  orbital  pseudotumor. 
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Materials  and  Methods 


Between  March  1976  and  March  1979,  five  patients 
who  had  biopsy-proven  orbital  pseudotumors  were  re- 
ferred to  the  Radiation  Oncology  Department  at  UAB. 
The  patients  ranged  in  age  from  14  to  71  years.  All 
patients  had  radiographs  of  the  skull,  including  selec- 
tive views  of  the  orbits.  CT  scans  were  performed  in 
most  cases.  Histopathological  review  of  slides  were 
made  according  to  Henderson’s  classification,3  which 
includes  two  types  of  orbital  pseudotumor.  Type  I 
consists  of  vasculitis  with  diffuse  polymorphic,  pri- 
marily eosinophilic,  infiltrate  (Fig.  1).  Type  II  consists 
of  generalized  lymphocytic  infiltrate  and  lack  of  vas- 
culitis (Fig.  2).  The  clinical  data  and  histological  clas- 
sification of  our  cases  are  shown  in  Table  1. 

There  are  two  cases  of  Type  I and  three  cases  of 
Type  II  orbital  pseudotumor  at  the  initial  orbital  bi- 
opsy. All  cases  had  unilateral  occurrence  except  Case 
5.  Patients  in  three  of  the  five  cases  received  systemic 
steroid  treatment  prior  to  radiation  therapy.  Two  had 
some  improvement  of  symptoms  but  became  worse 
with  reducing  dosage.  One  developed  duodenal  ulcer. 

The  technique  of  radiation  therapy  depends  on  the 
location  of  the  tumor,  as  demonstrated  by  clinical  ex- 
amination and  CT  scan  findings.  However,  most  of 
our  patients  were  treated  with  18  MEV  photon  or  elec- 
tron beam,  using  a lateral  direct  open  field  angled  5 
degrees  posteriorly  to  prevent  contralateral  cataract 
formation.  The  doses  ranged  from  1 ,200  to  2,000  rads, 
except  in  Case  4 which  had  extensive  involvement  of 
the  orbit.  The  minimum  duration  of  follow-up  since 
cessation  of  radiation  treatment  was  over  five  years. 

Results 

Immediate  response  to  radiation  treatment  and  long- 
term follow-up  are  shown  in  Table  1.  Type  II  orbital 
pseudotumor  in  Cases  1 and  2 both  showed  a complete 
response  at  the  end  of  radiation  treatment.  Type  I or- 
bital pseudotumor  in  Case  3 had  a partial  response  and 
in  Case  5 had  no  response.  All  patients  who  initially 
responded  to  radiation  therapy  had  no  recurrence  of 
masses  in  any  of  the  orbits  and  showed  no  evidence 
of  dissemination  over  five  years  except  in  Case  4.  The 
patients  in  Case  4 presented  with  jaundice  and  pul- 
monary nodules  within  six  weeks  after  completion  of 
radiation  therapy  (Fig.  3).  Autopsy  findings  revealed 
disseminated  lymphocytic  lymphoma  involving  the  or- 
bit. To  date  no  radiation-induced  cataracts  have  been 
observed. 

Discussion 

The  most  common  causes  of  proptosis  of  the  adult 
orbit  are  Grave’s  disease,  malignant  lymphoma  and 
orbital  pseudotumor  even  though  there  is  considerable 
variation  in  the  orbital  diseases  encountered  in  differ- 
ent institutions.  Although  numerous  malignant  lesions 


Figure  1.  Orbital  Pseudotumor,  Type  I (inflammatory  pseu- 
dotumor). Orbital  vasculitis:  diffuse  polymorphic  infdtration  around 
thickened  blood  vessels.  Eosinophils  are  the  most  prominent  cel- 
lular component  (H&E  x 100). 

have  been  seen  in  the  orbit,  most  are  quite  rare  in  this 
location.  However,  most  common  primary  tumors  of 
the  orbit  in  adults  are  lymphoid  tumors.  In  children, 
rhabdomyosarcoma  alone  accounts  for  50  to  75%  of 
all  malignant  tumors.  The  term  orbital  pseudotumor  is 
confusing  and  non-specific.  Also,  this  entity  is  far  from 
uniform  and  often  is  difficult  to  differentiate  from  ma- 
lignant lymphoma.  Recent  classification  based  on  cel- 
lular components  of  orbital  pseudotumors  is  useful  in 
evaluating  these  lesions.  In  1973,  Henderson  clearly 
defines  subtypes  (Type  I and  II)  of  orbital  pseudotumor 
on  the  basis  of  the  cellular  components  of  the  lesion. 
Later,  pseudotumors  formerly  designated  as  Type  I 
placed  in  the  separate  category  of  orbital  vasculitis  and 
Type  II  called  lymphocytic  inflammatory  pseudotu- 
mor.8 Jakobiec  used  the  term  pseudotumor  to  describe 
a localized  idiopathy,  orbital  condition  that  appears 


Figure  2.  Orbital  Pseudotumor,  Type  II  (lymphocytic  inflam- 
matory pseudotumor).  Generalized  diffuse  monomorphic  infiltra- 
tion, with  lymphocyte  predominating  (H&E  X 100). 
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abruptly  with  more  florid  signs  of  inflammation,  in 
contrast  to  the  slow  and  comparatively  quiet  onset  of 
lymphoid  tumors.  He  divided  the  orbital  lymphoid  le- 
sions into  three  groups:  (1)  benign  reactive  hyperplasia 
which  includes  polymorphous,  hypocellular,  and  fi- 
brotic  hyperplasia  (inflammatory  pseudotumor)  and 
comparatively  monomorphous  hypercellular-reactive 
lymphoid  hyperplasia  (pseudolymphoma);  (2)  atypical 
lymphoid  hyperplasia;  and  (3)  true  malignant  lympho- 
mas. Atypical  lymphoid  hyperplasia  lacks  character- 
istic features  of  both  benign  pseudolymphomas  and 
malignant  lymphomas. 

Malignant  lymphoma  that  present  initially  in  the 
orbit  was  rare.  However,  the  most  common  sites  were 
the  orbit  and  conjunctiva.  In  the  orbit,  malignant  lym- 
phoma is  more  common  than  benign  orbital  pseudo- 
tumors. By  a contrast,  benign  pseudotumor  is  more 
common  in  the  conjunctiva.  Local  control  of  malignant 
lymphoma  in  the  orbit  was  obtained  in  the  majority  of 
cases  with  a medium  dose  of  radiation  (3,000-4,000 
rads),  but  half  of  the  patients  developed  relapse  else- 
where, usually  within  two  years.  Knowles  et  al.9  re- 
ported that  the  diagnosis  of  orbital  pseudotumors  and 
reactive  lymphoid  hyperplasia  was  associated  with  sys- 
temic malignant  lymphoma  in  only  15  percent  of  cases, 
whereas  29  percent  of  cases  with  atypical  lymphoid 
lymphomas  and  60  percent  with  malignant  lympho- 
mas. Thus,  the  degree  of  cytologic  differentiation  ap- 
pears to  be  the  single  most  important  factor  in  deter- 
mining the  prognosis  of  patients  with  orbital  lymphoid 
tumors. 


In  Case  4,  initial  orbital  biopsy  was  diagnosed  as  a 
Type  II,  orbital  pseudotumor  (pseudolymphoma),  but 
was  subsequently  found  to  be  malignant  lymphocytic 
lymphoma  involving  the  orbit.  Recently,  considerable 
assistance  can  be  obtained  in  differentiating  pseudo- 
tumors from  malignant  lymphomas  by  employing  im- 
munological marker  studies  on  freshly  obtained  tissue 
or  from  formalin-fixed  tissue  studied  by  the  immu- 
noperoxidase  method.4' 10  The  majority  of  cells  are  T 
lymphocytes  and  the  remainder  are  composed  predom- 
inantly of  polymonoclonal  B lymphocytes.  Malignant 
lymphomas  are  composed  predominately  of  mono- 
clonal B lymphocytes.  However,  there  is  no  single 
technique  that  is  able  to  provide  conclusive  differen- 
tiation between  Type  II  orbital  pseudotumor  and  ma- 
lignant lymphoma  at  the  present  time.  Therefore,  sys- 
temic examination  and  long-term  follow-up  are 
recommended. 

Surgery,  steroid  therapy  and  radiotherapy  all  have 
been  used  to  treat  orbital  pseudotumors.  The  clinical 
presentation  of  the  orbital  lesion  generally  dictates  tis- 
sue diagnosis  is  necessary  to  disclose  the  true  nature 
of  the  orbital  mass.  If  vision  is  threatened,  decompres- 
sion may  be  necessary.  Because  these  infiltrating  le- 
sions frequently  involve  extraocular  muscles,  complete 
surgical  excision  is  not  always  possible  without  caus- 
ing severe  functional  deficiency. 

Systemic  steroids  were  the  most  common  form  of 
orbital  treatment  in  the  past  because  of  good  response 
in  most  patients.  However,  it  is  not  effective  in  the 
permanent  control  of  tumors  and  may  also  cause  some 


TABLE  1 

Clinical  and  Pathologic  Data  for  Patients  with  Orbital  Pseudotumors 


Case 

Sex! Age 

Site 

Histologic  Classification 
( Henderson ) 

Management  Before 
Radiation  Treatment 

Dose  of 
Radiation  Rx 

Results 

1 

F/71 

left 

orbit 

Type  II 

No  steroid 

1,800  rads 
in  9 Rx 

Complete  response  at  the 
end  of  Radiation  Rx  and 
NED*  for  5 years. 

2 

F/62 

left 

orbit 

Type  II 

Steroid  but  worse  with 
reducing  dosage 

2,000  rads 
in  10  Rx 

Complete  response  at  the 
end  of  Radiation  Rx  and 
NED*  for  9 years. 

3 

F/68 

left 

orbit 

Type  I 

No  steroid 

1,200  rads 
in  6 Rx 

Partial  response  at  the  end 
of  Radiation  Rx  and 
subsequently  no  progression 
of  disease  for  8 years. 

4 

M/29 

right 

orbit 

Type  II 

Steroid  with  no  improvement 

2,600  rads 
in  12  Rx 

Partial  response  at  the  end 
of  Rx  and  subsequently  died 
of  disseminated  lymphocytic 
lymphoma  within  3 months. 

5 

M/14 

right 
& left 

Type  I 

Steroid  but  worse  with 
reducing  dosage 

1,500  rads 
in  5 Rx 

No  response  and 
subsequently  treated  with 

additional  steroid  for  2 
years  but  no  complete 
response. 


* NED  - No  Evidence  of  Disease 
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Figure  3.  Anteroposterior  x-ray  film  showing  bilateral  multiple 
pulmonary  nodular  densities. 


undesired  side  effects.  Henderson3  and  Chavis11  re- 
ported that  Type  I pseudotumors  responded  better  to 
steroids  than  Type  II  pseudotumors.  According  to  Led- 
erman,12  true  orbital  lymphomas  respond  dramatically 
to  low  doses  of  radiation,  whereas  purely  reactive  pro- 
liferation is  much  less  sensitive  and  is  best  treated  with 
steroids.  However,  Goldtfredsey  et  al.13  cited  radi- 
osensitivity as  the  most  common  feature  in  their  13 
cases  of  orbital  pseudotumors.  Recently,  Orcutt  et  al.7 
and  Gordon  et  al. 14  reported  that  radiotherapy  response 
was  generally  adequate  if  relatively  large  numbers  of 
lymphocytes  were  present  in  orbital  biopsy.  The  pres- 
ence of  eosinophils  implies  that  the  radiotherapy  may 
not  be  successful.  In  this  series,  Type  II  orbital  pseu- 
dotumors (pseudolymphomas)  are  more  radiorespon- 
sive  than  Type  I orbital  pseudotumors.  This  finding 
agrees  with  Orcutt’s  observation.  Radiation  doses 
ranged  from  1,200  to  2,000  rads  in  eight  to  fifteen 
days,  which  was  adequate  for  long-term  control.  With 
the  advent  of  high-resolution  CT  scans  and  sophisti- 
cated radiation  techniques,  it  is  not  difficult  to  deliver 
adequate  doses  to  the  orbit  without  significant  damage 
to  surrounding  normal  tissue.5- 6 7 In  the  management 
of  orbital  lymphomatous  disease,  radiation  therapy  has 
a definite  role  for  a long-term  control.  H 
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“Possibly”  effective:  as  adjunctive  therapy  in  the  treatment  of  peptic 
ulcer  and  in  the  treatment  of  the  irritable  bowel  syndrome  (irritable 
colon,  spastic  colon,  mucous  colitis)  and  acute  enterocolitis. 

Final  classification  of  the  less-than-effective  indications  requires  fur- 
ther investigation. 


Contraindications:  Glaucoma;  prostatic  hypertrophy,  benign  bladder 
neck  obstruction;  hypersensitivity  to  chlordiazepoxide  HCI  and/or 
clidinium  Br. 

Warnings:  Caution  patients  about  possible  combined  effects  with  alco- 
hol and  other  CNS  depressants,  and  against  hazardous  occupations 
requiring  complete  mental  alertness  (e.g.,  operating  machinery,  driving). 
Physical  and  psychological  dependence  rarely  reported  on  recommended 
doses,  but  use  caution  in  administering  Librium®  (chlordiazepoxide  HCI/ 
Roche)  to  known  addiction-prone  individuals  or  those  who  might 
increase  dosage;  withdrawal  symptoms  (including  convulsions)  reported 
following  discontinuation  of  the  drug. 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  first 
trimester  should  almost  always  be  avoided  because  of  increased 
risk  of  congenital  malformations  as  suggested  in  several  studies. 
Consider  possibility  of  pregnancy  when  instituting  therapy. 

Advise  patients  to  discuss  therapy  if  they  intend  to  or  do 
become  pregnant. 

As  with  all  anticholinergics,  inhibition  of  lactation  may  occur. 

Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest  effective 
amount  to  preclude  ataxia,  oversedation,  confusion  (no  more  than 
2 capsules/day  initially;  increase  gradually  as  needed  and  tolerated). 
Though  generally  not  recommended,  if  combination  therapy  with  other 
psychotropics  seems  indicated,  carefully  consider  pharmacology  of 
agents,  particularly  potentiating  drugs  such  as  MAO  inhibitors,  pheno- 
thiazines.  Observe  usual  precautions  in  presence  of  impaired  renal  or 
hepatic  function.  Paradoxical  reactions  reported  in  psychiatric  patients. 
Employ  usual  precautions  in  treating  anxiety  states  with  evidence  of 
impending  depression;  suicidal  tendencies  may  be  present  and  protective 
measures  necessary.  Variable  effects  on  blood  coagulation  reported  very 
rarely  in  patients  receiving  the  drug  and  oral  anticoagulants;  causal  rela- 
tionship not  established. 

Adverse  Reactions:  No  side  effects  or  manifestations  not  seen  with 
either  compound  alone  reported  with  Librax.  When  chlordiazepoxide  HCI 
is  used  alone,  drowsiness,  ataxia,  confusion  may  occur,  especially 
in  elderly  and  debilitated;  avoidable  in  most  cases  by  proper  dosage 
adjustment,  but  also  occasionally  observed  at  lower  dosage  ranges.  Syn- 
cope reported  in  a few  instances.  Also  encountered:  isolated  instances  of 
skin  eruptions,  edema,  minor  menstrual  irregularities,  nausea  and  con- 
stipation, extrapyramidal  symptoms,  increased  and  decreased  libido — 
all  infrequent,  generally  controlled  with  dosage  reduction;  changes  in 
EEG  patterns  may  appear  during  and  after  treatment;  blood  dyscrasias 
(including  agranulocytosis),  jaundice,  hepatic  dysfunction  reported 
occasionally  with  chlordiazepoxide  F1CI,  making  periodic  blood  counts 
and  liver  function  tests  advisable  during  protracted  therapy.  Adverse 
effects  reported  with  Librax  typical  of  anticholinergic  agents,  t.e.,  dry- 
ness of  mouth,  blurring  of  vision,  urinary  hesitancy,  constipation.  Con- 
stipation has  occurred  most  often  when  Librax  therapy  is  combined 
with  other  spasmolytics  and/or  low  residue  diets. 
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Now  the  evidence  looks  better 
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Significantly  reduced  risk  of 
endometrial  hyperplasia 

Endometrial  hyperplasia  was  significantly  reduced  when  pro- 
gestin was  added  to  PREMARIN  therapy  for  more  than  ten  days 
a month! 4 The  risk  of  endometrial  hyperplasia  may  also  be 
reduced  through  cyclic  administration  of  unopposed,  low-dose 
PREMARIN. 


Effect  on  lipids — an  important  feature 

PREMARIN  used  alone  does  not  adversely  affect  lipid  levels.  In 
fact,  a clinical  study  has  shown  a significant  increase  in  HDL 
cholesterol — from  49.7  mg/dL  to  56.4  mg/dL — and  decrease  in 
LDL  cholesterol — from  165.1  mg/dL  to  138.1  mg/dL — after  one 
year  of  therapy  with  PREMARIN,  0.625  mg.5 

Low-dose  control  of  menopausal  symptoms 

PREMARIN  effectively  relieves  vasomotor  symptoms,  such  as 
hot  flashes.  When  estrogen  deficiency  is  limited  to  atrophic 
vaginitis,  PREMARIN5"  (conjugated  estrogens)  Vaginal  Cream 
restores  the  vaginal  environment  to  its  premenopausal  state. 
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BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION  AND  PATIENT  INFORMATION,  SEE  PACKAGE 
CIRCULARS.) 

PREMARIN'  Brand  ol  conjugated  estrogens  tablets.  USP 

PREMARIN • Brand  ot  conjugated  estrogens  Vaginal  Cream  in  a nonliquefying  base 


1 ESTROGENS  HAVE  BEEN  REPORTED  TO  INCREASE  THE  RISK  OF  ENDOMETRIAL  CARCINOMA 

Three  independent  case  control  studies  have  reported  an  increased  risk  of  endometrial  cancer  in 
postmenopausal  women  exposed  to  exogenous  estrogens  for  more  than  one  year  This  risk  was  indepen- 
dent of  the  other  known  risk  (actors  for  endometrial  cancer  These  studies  are  further  supported  by  the 
finding  that  incidence  rates  of  endometrial  cancer  have  increased  sharply  since  1969  in  eight  different  areas 
of  the  United  States  with  population-based  cancer  reporting  systems,  an  increase  which  may  be  related  to 
the  rapidly  expanding  use  of  estrogens  during  the  last  decade  The  three  case  control  studies  reported  that 
the  risk  of  endometrial  cancer  in  estrogen  users  was  about  4 5 to  13  9 times  greater  than  in  nonusers  The 
risk  appears  to  depend  on  both  duration  of  treatment  and  on  estrogen  dose  In  view  of  these  findings,  when 
estrogens  are  used  tor  the  treatment  of  menopausal  symptoms,  the  lowest  dose  that  will  control  symptoms 
should  be  utilized  and  medication  should  be  discontinued  as  soon  as  possible  When  prolonged  treatment  is 
medically  indicated,  the  patient  should  be  reassessed  on  at  least  a semiannual  basis  to  determine  the  need 
for  continued  therapy  Although  the  evidence  must  be  considered  preliminary,  one  study  suggests  that 
cyclic  administration  of  low  doses  of  estrogen  may  carry  less  risk  than  continuous  administration;  it 
therefore  appears  prudent  to  utilize  such  a regimen  Close  clinical  surveillance  of  all  women  taking 
estrogens  is  important  In  all  cases  of  undiagnosed  persistent  or  recurring  abnormal  vaginal  bleeding, 
adequate  diagnostic  measures  should  be  undertaken  to  rule  out  malignancy.  There  is  no  evidence  at  present 
that  'natural  estrogens  are  more  or  less  hazardous  than  'synthetic'  estrogens  at  equiestrogenic  doses 

2 ESTROGENS  SHOULD  NOT  BE  USED  DURING  PREGNANCY 

The  use  ot  female  sex  hormones,  both  estrogens  and  progestogens,  during  early  pregnancy  may  seriously 
damage  the  offspring  It  has  been  shown  that  females  exposed  in  utero  to  diethylstilbestrol , a non-steroidal 
estrogen,  have  an  increased  risk  of  developing  in  later  life  a form  of  vaginal  or  cervical  cancer  that  is 
ordinarily  extremely  rare  This  risk  has  been  estimated  as  not  greater  than  4 per  1,000  exposures 
Furthermore,  a high  percentage  of  such  exposed  women  (from  30%  to  90%)  have  been  found  to  have 
vaginal  adenosis,  epithelial  changes  of  the  vagina  and  cervix  Although  these  changes  are  histologically 
benign,  it  is  not  known  whether  they  are  precursors  of  malignancy  Although  similar  data  are  not  available 
with  the  use  of  other  estrogens,  it  cannot  be  presumed  they  would  not  induce  similar  changes  Several 
reports  suggest  an  association  between  intrauterine  exposure  to  female  sex  hormones  and  congenital 
anomalies,  including  congenital  heart  defects  and  limb  reduction  defects  One  case  control  study  estimated 
a 4.7-fold  increased  risk  of  limb  reduction  defects  in  infants  exposed  in  utero  to  sex  hormones  (oral 
contraceptives,  hormone  withdrawal  tests  for  pregnancy,  or  attempted  Ireatment  for  threatened  abortion). 
Some  of  these  exposures  were  very  short  and  involved  only  a few  days  of  treatment  The  data  suggest  that 
the  risk  of  limb  reduction  defects  in  exposed  fetuses  is  somewhat  less  than  1 per  1,000  In  the  past,  female 
sex  hormones  have  been  used  during  pregnancy  in  an  attempt  to  treat  threatened  or  habitual  abortion  There 
is  considerable  evidence  that  estrogens  are  ineffective  for  these  indications,  and  there  is  no  evidence  from 
well  controlled  studies  that  progestogens  are  effective  for  these  uses.  If  PREMARIN  Is  used  during 
pregnancy,  or  if  the  patient  becomes  pregnant  while  taking  this  drug , she  should  be  apprised  of  the  potential 
risks  to  the  fetus,  and  the  advisability  of  pregnancy  continuation 


DESCRIPTION:  PREMARIN  (conjugated  estrogens,  USP)  contains  a mixture  ot  estrogens,  obtained  exclusively 
from  natural  sources,  blended  to  represent  the  average  composition  of  material  derived  from  pregnant  mares' 
urine  It  contains  estrone,  equilin.  and  17a-dihydroequilin,  together  with  smaller  amounts  of  17a-estradiol 
equilenm , and  17a-dihydroequilemn  as  salts  of  their  sulfate  esters  Tablets  are  available  in  0 3 mg,  0 625  mg . 0 9 
mg,  1 25  mg,  and  2 5 mg  strengths  of  conjugated  estrogens  Cream  is  available  as  0 625  mg  conjugated 
estrogens  per  gram 

INDICATIONS  AND  USAGE:  PREMARIN  (conjugated  estrogens  tablets,  USP)  Moderate-to-severe  vasomotor 
symptoms  associated  with  the  menopause  (There  is  no  evidence  that  estrogens  are  effective  for  nervous 
symptoms  or  depression  without  associated  vasomotor  symptoms  and  they  should  not  be  used  to  treat  such 
conditions ) Osteoporosis  (abnormally  low  bone  mass).  Atrophic  vaginitis  Kraurosis  vulvae  Female 
castration 

PREMARIN  (conjugated  estrogens)  Vaginal  Cream  is  indicated  in  the  treatment  of  atrophic  vaginitis  and 
kraurosis  vulvae  PREMARIN  HAS  NOT  BEEN  SHOWN  TO  BE  EFFECTIVE  FOR  ANY  PURPOSE  DURING  PREG- 
NANCY AND  ITS  USE  MAY  CAUSE  SEVERE  HARM  TO  THE  FETUS  (SEE  BOXED  WARNING) 

Concomitant  Progestin  Use:  The  lowest  effective  dose  appropriate  for  the  specilic  indication  should  be  utilized 
Studies  of  the  addition  of  a progestin  for  7 or  more  days  of  a cycle  of  estrogen  administration  have  reported  a 
lowered  incidence  of  endometrial  hyperplasia  Morphological  and  biochemical  studies  of  the  endometrium 
suggest  that  10  to  13  days  of  progestin  are  needed  to  provide  maximal  maturation  of  the  endometrium  and  to 
eliminate  any  hyperplastic  changes  Whether  this  will  provide  protection  from  endometrial  carcinoma  has  not 
been  clearly  established  There  are  possible  additional  risks  which  may  be  associated  with  the  inclusion  ot 
progestin  in  estrogen  replacement  regimens  (See  PRECAUTIONS  ) The  choice  of  progestin  and  dosage  may  be 
important,  product  labeling  should  be  reviewed  to  minimize  possible  adverse  effects 
CONTRAINDICATIONS:  Estrogens  should  not  be  used  in  women  (or  men)  with  any  of  the  following  conditions  1 
Known  or  suspected  cancer  of  the  breast  except  in  appropriately  selected  patients  being  treated  tor  metastatic 
disease  2 Known  or  suspected  estrogen-dependent  neoplasia  3 Known  or  suspected  pregnancy  (See  Boxed 
Warning)  4 Undiagnosed  abnormal  genital  bleeding  5 Active  thrombophlebitis  or  thromboembolic  disorders 
6 A past  history  of  thrombophlebitis,  thrombosis,  or  thromboembolic  disorders  associated  with  previous 
estrogen  use  (except  when  used  in  treatment  of  breast  or  prostatic  malignancy) 

WARNINGS:  Long-term  continuous  administration  of  natural  and  synthetic  estrogens  in  certain  animal  species 
increases  the  frequency  ol  carcinomas  ot  the  breast,  cervix,  vagina,  and  liver  There  are  now  reports  that 
estrogens  increase  the  risk  of  carcinoma  of  the  endometrium  in  humans.  (See  Boxed  Warning  ) At  thepresent 
time  there  is  no  satisfactory  evidence  that  estrogens  given  to  postmenopausal  women  increase  the  risk  ot  cancer 
of  the  breast,  although  a recent  study  has  raised  this  possibility  There  is  a need  for  caution  in  prescribing 
estrogens  for  women  with  a strong  family  history  of  breast  cancer  or  who  have  breast  nodules,  fibrocystic 
disease,  or  abnormal  mammograms  A recent  study  has  reported  a 2-  to  3-fold  Increase  In  the  risk  of  surgically 
confirmed  gallbladder  disease  in  women  receiving  postmenopausal  estrogens 

Adverse  effects  of  oral  contraceptives  may  be  expected  at  the  larger  doses  of  estrogen  used  to  treat  prostatic  or 
breast  cancer  or  postpartum  breast  engorgement;  it  has  been  shown  that  there  is  an  increased  risk  ol  thrombosis 
in  men  receiving  estrogens  for  prostatic  cancer  and  women  for  postpartum  breast  engorgement  Users  of  oral 
contraceptives  have  an  increased  risk  of  diseases,  such  as  thrombophlebitis,  pulmonary  embolism,  stroke,  and 
myocardial  infarction . Cases  of  retinal  thrombosis,  mesenteric  thrombosis,  and  optic  neuritis  have  been  reported 
in  oral  contraceptive  users  An  increased  risk  of  postsurgery  thromboembolic  complications  has  also  been 
reported  in  users  of  oral  contraceptives  If  feasible,  estrogen  should  be  discontinued  at  least  4 weeks  before 
surgery  of  the  type  associated  with  an  increased  risk  of  thromboembolism,  or  during  periods  of  prolonged 
immobilization  Estrogens  should  not  be  used  in  persons  with  active  thrombophlebitis,  thromboembolic  disor- 
ders, or  in  persons  with  a history  of  such  disorders  in  association  with  estrogen  use  They  should  be  used  with 


caution  in  patients  with  cerebral  vascular  or  coronary  artery  disease  Large  doses  (5  mg  conjugated  estrogens 
per  day),  comparable  to  those  used  to  treat  cancer  of  the  prostate  and  breast,  have  been  shown  to  increase  the 
risk  of  nonfatal  myocardial  infarction,  pulmonary  embolism  and  thrombophlebitis.  When  doses  of  this  size  are 
used,  any  of  the  thromboembolic  and  thrombotic  adverse  effects  should  be  considered  a clear  risk 
Benign  hepatic  adenomas  should  be  considered  in  estrogen  users  having  abdominal  pain  and  tenderness, 
abdominal  mass,  or  hypovolemic  shock  Hepatocellular  carcinoma  has  been  reported  in  women  taking  estrogen- 
containing  oral  contraceptives  Increased  blood  pressure  may  occur  with  use  of  estrogens  in  the  menopause  and 
blood  pressure  should  be  monitored  with  estrogen  use  A worsening  of  glucose  tolerance  has  been  observed  in 
patients  on  estrogen-containing  oral  contraceptives  For  this  reason,  diabetic  patients  should  be  carefully 
observed  Estrogens  may  lead  to  severe  hypercalcemia  in  patients  with  breast  cancer  and  bone  metastases 
PRECAUTIONS:  Physical  examination  and  a complete  medical  and  family  history  should  be  taken  prior  to  the 
initiation  of  any  estrogen  therapy  with  special  reference  to  blood  pressure,  breasts,  abdomen,  and  pelvic  organs, 
and  should  include  a Papanicolaou  smear  As  a general  rule,  estrogen  should  not  be  prescribed  for  longer  than 
one  year  without  another  physical  examination  being  performed  Conditions  influenced  by  fluid  retention  such  as 
asthma,  epilepsy,  migraine,  and  cardiac  or  renal  dysfunction,  require  careful  observation  Certain  patients  may 
develop  manifestations  of  excessive  estrogenic  stimulation,  such  as  abnormal  or  excessive  uterine  bleeding, 
mastodyma,  etc  Prolonged  administration  of  unopposed  estrogen  therapy  has  been  reported  to  increase  the  risk 
ot  endometrial  hyperplasia  in  some  patients  Oral  contraceptives  appear  to  be  associated  with  an  increased 
incidence  of  mental  depression  Patients  with  a history  of  depression  should  be  carefully  observed  Preexisting 
uterine  leiomyomata  may  increase  in  size  during  estrogen  use  The  pathologist  should  be  advised  of  estrogen 
therapy  when  relevant  specimens  are  submitted  If  jaundice  develops  in  any  patient  receiving  estrogen,  the 
medication  should  be  discontinued  while  the  cause  is  investigated  Estrogens  should  be  used  with  care  in  patients 
with  impaired  liver  function,  renal  insufficiency,  metabolic  bone  diseases  associated  with  hypercalcemia,  or  in 
young  patients  in  whom  bone  growth  is  not  complete  If  concomitant  progestin  therapy  is  used,  potential  risks 
may  include  adverse  effects  on  carbohydrate  and  lipid  metabolism 
The  following  changes  may  be  expected  with  larger  doses  of  estrogen: 
a Increased  sulfobromophthalein  retention 

b Increased  prothrombin  and  factors  VII,  VIII,  IX,  and  X;  decreased  antithrombin  3;  increased  nor- 
epinephrine-induced  platelet  aggregability 

c.  Increased  thyroid  binding  globulin  (TBG)  leading  to  Increased  circulating  total  thyroid  hormone,  as 
measured  by  PBI,  T4  by  column,  or  T4  by  radioimmunoassay  Free  T3  resin  uptake  is  decreased,  reflecting  the 
elevated  TBG,  free  T4  concentration  is  unaltered 
d Impaired  glucose  tolerance 
e Decreased  pregnanediol  excretion 
I Reduced  response  to  metyrapone  test 
g Reduced  serum  folate  concentration 

h Increased  serum  triglyceride  and  phospholipid  concentration  As  a general  principle,  the  administration  of 
any  drug  to  nursing  mothers  should  be  done  only  when  clearly  necessary  since  many  drugs  are  excreted  in  human 
milk 

ADVERSE  REACTIONS:  The  following  have  been  reported  with  estrogenic  therapy,  including  oral  contraceptives 
breakthrough  bleeding,  spotting,  change  in  menstrual  flow,  dysmenorrhea,  premenstrual-like  syndrome, 
amenorrhea  during  and  after  treatment;  increase  in  size  ol  uterine  fibromyomata.  vaginal  candidiasis,  change  in 
cervical  erosion  and  in  degree  of  cervical  secretion;  cystitis-like  syndrome;  tenderness,  enlargement,  secretion 
(of  breasts),  nausea,  vomiting,  abdominal  cramps,  bloating;  cholestatic  jaundice;  chloasma  or  melasma  which 
may  persist  when  drug  is  discontinued;  erythema  multiforme;  erythema  nodosum,  hemorrhagic  eruption;  loss  of 
scalp  hair;  hirsutism;  steepening  of  corneal  curvature;  intolerance  to  contact  lenses,  headache,  migraine, 
dizziness,  mental  depression,  chorea;  increase  or  decrease  in  weight;  reduced  carbohydrate  tolerance;  aggrava- 
tion of  porphyria;  edema,  changes  in  libido 

ACUTE  OVERDOSAGE:  May  cause  nausea,  and  withdrawal  bleeding  may  occur  in  females 

DOSAGE  AND  ADMINISTRATION: 

PREMARIN'  Brand  ol  conjugated  estrogens  tablets.  USP 

1 Given  cyclically  lor  short-term  use  only.  For  treatment  of  moderate  to  severe  vasomotor  symptoms,  atrophic 
vaginitis,  or  kraurosis  vulvae  associated  with  the  menopause  (0  3 to  1 25  mg  or  more  daily)  The  lowest  dose  that 
will  control  symptoms  should  be  chosen  and  medication  should  be  discontinued  as  promptly  as  possible 
Administration  snould  be  cyclic  (eg,  three  weeks  on  and  one  week  off).  Attempts  to  discontinue  or  taper 
medication  should  be  made  at  three-  to  six-month  intervals 

2 Given  cyclically:  Female  castration  Osteoporosis  Female  castration— 1 25  mg  daily,  cyclically  Adiust 
upward  or  downward  according  to  response  of  the  patient  For  maintenance,  adiust  dosage  to  lowest  level  that 
will  provide  effective  control.  Osteoporosis  —0  625  mg  daily.  Administration  should  be  cyclic  (eg,  three  weeks 
on  and  one  week  off) 

Patients  with  an  intact  uterus  should  be  monitored  for  signs  of  endometrial  cancer  and  appropriate  measures 
taken  to  rule  out  malignancy  in  the  event  of  persistent  or  recurring  abnormal  vaginal  bleeding 

PREMARIN ' Brand  of  conjugated  estrogens  Vaginal  Cream 

Given  cyclically  lor  short-term  use  only.  For  treatment  ot  atrophic  vaginitis  or  kraurosis  vulvae 
The  lowest  dose  that  will  control  symptoms  should  be  chosen  and  medication  should  be  discontinued  as 
promptly  as  possible 

Administration  should  be  cyclic  (eg,  three  weeks  on  and  one  week  off) 

Attempts  to  discontinue  or  taper  medication  should  be  made  at  three-to-six  month  intervals 
Usual  dosage  range  2 to  4 g daily,  intravaginally,  depending  on  the  severity  of  the  condition 
Treated  patients  with  an  intact  uterus  should  be  monitored  closely  for  signs  of  endometrial  cancer  and 
appropriate  diagnostic  measures  should  be  taken  to  rule  out  malignancy  in  the  event  of  persistent  or  recurring 
abnormal  vaginal  bleeding 

1.  Whitehead  Ml,  Townsend  PT.  Pryse-Davies  J,  et  al:  Effects  of  estrogens  and  progestms  on  the  biochemistry  and 
morphology  of  the  postmenopausal  endometrium  N EnglJ  Med  1981  ;305  1599-1605  2.  Paterson  MEL,  Wade- 
Evans  T,  Sturdee  DW  et  al  Endometrial  disease  after  treatment  with  oestrogens  and  progestogens  in  the 
climacteric  Br  Med  J 1980:280  822-824  3.  Magos  AL,  Bnncat  M,  Studd  JWW,  et  al  Amenorrhea  and 
endometrial  atrophy  with  continuous  oral  estrogen  and  progestogen  therapy  in  postmenopausal  women  Obstet 
Gyneco/ 1985, 67  496-499  4.  Whitehead  Ml.  Lane  G,  SiddleN,  etal  Avoidance  of  endometrial  hyperstimulation 
in  estrogen-treated  postmenopausal  women  Semin  Reprod  Endocrinol  1983.1  1,41-52  5.  Barnes  RB.  Roy  S. 
Lobo  RA  Comparison  ot  lipid  and  androgen  levels  after  conjugated  estrogen  or  depo-medroxyprogesterone 
acetate  treatment  in  postmenopausal  women  Obslet  Gynecol  1985,66  216-219 
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50%  OFF 

PREVIOUSLY  OWNED  MEDICAL,  laboratory,  x-ray,  ultra- 
sound equipment.  We  buy,  sell,  broker,  repair.  MEDICAL 
EQUIPMENT  RESALE  & REPAIR,  INC.  24026  Haggerty  Rd., 
Farmington  Hills,  MI  48018.  1-800-247-5826,  (313)  477-6880. 


EXCELLENT  TEXAS  OPPORTUNITY,  for  a F/P,  G/P,  G/S,  and 
I/M  person  to  practice  in  a lake  area  community  in  the  beautiful 
Piney  Woods  area  of  east  Texas.  First  year  guarantee,  etc.  Send 
C/V  to.  Medical  Support  Services,  1 1509  Quarterhorse  Trail,  Aus- 
tin, TX  78750  or  call  Armando  L.  Frezza,  512-331-4164. 


MISSISSIPPI  GULF  COAST:  Family  medicine  position/s  avail- 
able; established  practice;  physician  needed  to  replace  a retiring 
physician.  Good  recreation  area;  35  miles  from  Mobile;  1 10  miles 
from  New  Orleans,  Medical  Staff  support  for  backup  call.  Ex- 
cellent fee-for-service,  private  practice  opportunity.  Call  collect: 
Robert  L.  Lingle,  Executive  Director,  Singing  River  Hospital  Sys- 
tem, (601)  938-5062. 


EXCELLENT  TEXAS  OPPORTUNITY,  for  a OB/GYN  and  P/ 
D PERSON,  to  practice  in  a community  close  in  to  Houston,  TX. 
Enjoy  country  living  at  its  best  with  the  convenience  of  Houston 
nearby.  First  year  guarantee  etc.  Send  C/V  to,  Medical  Support 
Services,  11509  Quarterhorse  Trail,  Austin,  TX  78750  or  call 
Armando  L.  Frezza,  512-331-4164. 


PRIMARY  CARE  PHYSICIANS  desperately  needed  to  locate  in 
West  Central  Alabama  rural  communities,  one  hour  from  Birming- 
ham. Faculty  appointment  with  Family  Practice  Center  at  Universi- 
ty of  Alabama  if  qualified.  Join  established  practice  or  work  indi- 
vidually. Salary  of  $50,000  to  $65,000  guaranteed  until  practice  is 
self-sufficient.  Generous  fringe  benefits  include  life,  disability, 
health,  retirement,  and  malpractice  insurance,  two  weeks  con- 
tinuing education,  and  three  weeks  annual  leave.  All  equipment, 
including  X-ray  and  lab,  furniture,  and  supplies  provided.  Manage- 
ment services  including  personnel,  payroll,  tax  reports,  and  billing 
provided.  If  invited  to  visit,  all  expenses  will  be  paid.  All  moving 
expenses  covered.  Write  Health  Development  Corporation.  P.O. 
Box  1486,  Tuscaloosa.  Alabama  35403.  or  telephone  Frank 
Cochran,  colled  at  758-7545  for  more  information. 


NATIONAL  HEALTHCARE,  INC.,  an  Alabama  based  hospital 
management  corporation  currently  owning/managing  twelve  fa- 
cilities in  Alabama,  has  practice  opportunities  available  for  all 
specialties.  Solo,  partnership  and  group  arrangements  are  all  avail- 
able. Generous  financial  packages.  For  more  information,  contact 
Debbie  Goins  or  Cathy  Carmichael  toll  free  at  1-800-422-0183 
(outside  Alabama  1-800-523-6214)  or  collect  205-793-2399.  CVs 
may  be  sent  to  Physician  Relations/Recruitment,  Dept.  87-25, 
National  Healthcare,  Inc.,  P.O.  Box  1649,  Dothan,  Alabama 36302. 


MULTI  SPECIALTY  CLINIC  seeks  BC/BE  hematologist/oncol- 
ogist. Modem,  fully  equipped  220  bed  hospital.  Contact  John 
Wallace,  Internal  Medicine  Clinic,  1203  Jefferson  Street,  Laurel. 
MS  (601)  649-6382  or  MS  WATS  1-800-654-7918. 


PEDIATRICIAN:  Practice  opportunity  for  Board  Eligible/Board 
Certified  Pediatrician  in  a warm  and  friendly  community  in  Eastern 
South  Carolina,  North  Myrtle  Beach  vicinity.  Ideal  recreational 
opportunities  to  include  the  beach,  sailing,  fishing,  tennis  and  golf. 
The  pediatric  practice  is  very  well  established.  Excellent  financial 
package  from  hospital  — a 105  bed,  modem  hospital  with  a 40 
bed  Extended  Care  facility.  Contact  Alton  Ewing,  Assistant  Ad- 
ministrator, Loris  Community  Hospital,  Loris,  SC  29569,  tele- 
phone (803)  756-4011. 


INTERNIST  WANTED:  For  association  with  four  internists 
Southeast  Coast  of  Florida,  board  qualified,  salary:  $50,000.  plus 
percentage.  Early  partnership  assured,  reply:  P.O.  Box  768.  Lake 
Worth,  Florida  33460 


LARGE  MEDICAL  OFFICE  FOR  SALE  in  Fort  Deposit,  Ala- 
bama (Lowndes  Co.)  Would  make  a great  satellite  office.  Very 
reasonable  price.  If  interested  call  376-5630  days,  382-8813  nights. 


AMA  Rates  High  in  New 
Gallup  Poll 

The  American  Medical  Association  -as 
an  organization — has  received  high 
marks  in  two  public  opinion  polls  on  the 
credibility  of  major  social  institutions  The 
AMA  ranked  higher  than  all  other  groups 
in  two  surveys  of  public  confidence  con- 
ducted by  the  Gallup  Organization 


April  1987  / 53 


AUXILIARY 


Mrs.  Ronald  R.  DiNella 
A-MASA  President 


The  Unicorn  Is  Set  Free! 


This  will  be  the  final  article  I write  for  Alabama 
Medicine.  It  hardly  seems  possible,  yet  it  is,  and  the 
year  of  my  presidency  of  the  Auxiliary  to  the  Medical 
Association  of  the  State  of  Alabama  (A-MSMA)  is 
drawing  to  a close. 

Our  theme  for  the  year  has  been  “We  Are  Unique,” 
and  throughout  this  year  the  members  of  A-MASA 
have  proven  time  and  time  again  that  we  are  a truly 
unique  organization  — as  unique  as  the  unicorn  that 
has  been  the  symbol  of  our  uniqueness.  To  refresh 
your  memory  of  mythology,  the  unicorn  is  a mytho- 
logical animal  which  was  set  free  through  the  power 
of  love.  In  like  manner,  our  love  and  devotion  to  our 
physician  spouses  and  their  profession  has  set  us  free 
to  accomplish  many  things  for  Alabama  physicians  and 
to  improve  the  quality  of  health  care  for  all  Alabam- 
ians. There  is  no  other  health  related  service  organi- 
zation that  concerns  itself  with  the  well-being  of  the 
physician. 


Last  April,  I challenged  the  auxiliary  to  change  with 
the  demands  being  made  on  our  physicians  and  their 
practices,  as  well  as  on  us  in  our  supportive  roles. 
Membership  has  been  a main  issue  because  we  know 
that  there  is  strength  in  numbers.  We  have  increased 
our  membership,  thereby,  accomplishing  this  objec- 
tive. As  this  goes  to  press,  our  AMA-ERF  contribu- 
tions for  Alabama  medical  schools  are  approximately 
$5,000  more  than  they  were  at  this  same  time  last 
year.  If  our  contributions  continue  in  this  manner,  we 
feel  that  the  auxiliary  will  reach  a record  breaking  total 
by  the  end  of  April. 

All  of  this  did  not  come  easily.  Our  state  AMA- 
ERF  Chairman,  Mrs.  Charles  Patterson,  has  worked 
very  hard  with  the  county  chairmen  and  they  in  turn 
with  their  members  on  many  projects  to  collect  these 
funds,  all  of  which  will  be  used  in  Alabama  to  further 
quality  medical  education  and  to  promote  and  support 
research  in  our  four  state  medical  schools. 
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We  have  been  greatly,  perhaps  especially,  con- 
cerned with  the  problems  facing  the  practice  of  med- 
icine and  the  stress  placed  on  our  physicians  and  their 
families.  With  this  in  mind,  we  worked  with  the  Med- 
ical Association  of  the  State  of  Alabama  and  organized 
a physician’s  support  group  to  be  available  to  Alabama 
physicians  who  are  experiencing  the  stress  of  litiga- 
tion. 

We  have  worked  to  improve  the  image  of  the  phy- 
sician by  making  more  visible  the  good  and  selfless 
acts  of  physicians  on  a local  as  well  as  on  a state  level. 
We  have  involved  physicians  in  community  health  pro- 
grams that  are  carried  out  jointly  by  county  medical 
societies  and  their  auxiliaries,  such  as  health  fairs  and 
public  health  related  forums. 

Many  of  our  auxiliary  volunteers  worked  long  and 
tirelessly  to  help  elect  public  officials  who  have  the 
reputations  of  being  sympathetic  with  medical  issues. 
Our  members  attended  numerous  meetings  of  the  state 
legislature  to  support  the  tort  reform  bill.  We  realize 
that  tort  reform  is  not  going  to  be  a cure-all,  but  is 
undoubtedly  a step  in  the  right  direction  and  at  least 
in  theory  is  a feasible  approach  to  the  malpractice 
crisis. 

On  the  level  of  international  health,  we  have  con- 
tinued to  support  Pope  Paul’s  Hospital  for  the  Poor  in 
Huehuetenango,  Guatemala.  This  year  we  contributed 
funds  to  provide  food  for  the  indigent  Indians  who 
come  to  the  hospital  for  treatment.  We  also  printed 
and  distributed  brochures  outlining  proper  prenatal  care 
for  the  Guatemalan  residents. 

Much  of  the  work  done  by  the  Medical  Auxiliary 
is  not  only  to  inform  and  educate  our  own  members, 
but  to  do  so  to  the  public  in  general.  Along  this  line, 
we  have  conducted  workshops  and  presented  programs 
on  eating  disorders,  coping  with  stress,  problems  fac- 
ing our  elderly,  the  dangers  of  tobacco,  child  abuse, 
coping  with  malpractice,  and  helping  the  impaired 
medical  family.  We  have  taken  our  hand  puppet  show 
“All  Babies  Don’t  Go  Home’’  into  the  high  schools 
and  junior  high  schools  throughout  the  state  in  an  effort 
to  educate  our  students  on  the  necessity  of  good  pre- 
natal care  and  proper  nutrition. 

A-MASA’s  Fall  Leadership  Conference  was  held  in 
Rogersville  at  the  Joe  Wheeler  State  Park  and  Resort. 
Dr.  Judy  Rausch,  an  auxilian  from  Colbert  County, 
presented  a program  “Eating  Disorders  — Anorexia 
Nervosa  and  Bulimia.”  Various  workshops  were  con- 
ducted by  state  officers  and  committee  chairmen  in 
order  to  prepare  county  officers  for  their  newly  elected 
positions.  Mrs.  Walt  Grundy,  Legislative  Chairman, 
presented  an  up-date  regarding  political  and  legislative 
matters. 

Our  Winter  Workshop  in  Montgomery  featured  Mrs. 
Gordon  Deen,  AMA  Auxiliary  Membership  Commit- 
tee, who  conducted  a workshop  on  Membership.  Dr. 
George  Oetting,  MASA  Department  of  Education, 


showed  a video  on  the  dangers  of  smokeless  tobacco 
with  follow-up  comments  by  Dr.  Neil  Stronach,  a 
Montgomery  otolaryngologist.  Mr.  Lon  Conner,  Ex- 
ecutive Director  of  MASA,  explained  the  tort  reform 
bill  point  by  point  so  that  members  would  be  better 
informed  in  order  to  discuss  it  with  legislators.  Dr. 
Kathym  Barnett,  of  Montgomery,  spoke  to  us  on 
“Coping  with  Stress.” 

In  October  and  again  in  February  we  had  officers 
attend  the  AM  A A Leadership  Confluence  in  Chicago. 
These  sessions  are  designed  by  the  AMA  Auxiliary 
specifically  to  train  county  and  state  auxiliary  leaders. 
County  officers  who  attended  these  sessions  were:  Mrs. 
J.  D.  Askew  of  Tuscaloosa-Hale,  Mrs.  Thomas  Wool 
of  Montgomery- Autauga,  Mrs.  Rollins  Tindell  of  Mo- 
bile, Mrs.  Kermit  Mitchell  of  Colbert,  Mrs.  James 
Mitchell  of  Russell,  Mrs.  Lionel  Naylor  of  Morgan- 
Lawrence,  Mrs.  Herb  Gannon  of  Houston  and  Mrs. 
Thomas  Williams  of  Jefferson.  State  officers  who  at- 
tended were  Mrs.  Lamar  Thomas,  President-Elect  and 
Mrs.  Ronald  DiNella,  President.  Mrs.  Julius  Dunn, 
Jr.  participated  as  a member  of  the  AMAA  Health 
Committee. 

The  1986-87  A-MASA  Convention  will  be  held  in 
Birmingham  on  April  22-24  concluding  my  year  as 
president.  I feel  that  it  has  been  a good  year  for  the 
Alabama  Auxiliary  and  that  a great  deal  has  been  ac- 
complished through  our  programs.  I am  sure  my  suc- 
cessor will  continue  some  of  our  on-going  projects  as 
well  as  add  new  ones  of  her  own.  The  outlook  is  good 
and  the  opportunities  boundless. 

In  conclusion  I would  like  to  thank  the  Medical 
Association  for  its  friendship,  generosity,  and  support 
through  the  year.  Your  assistance  has  made  my  pres- 
idency easier  and  more  enjoyable,  not  to  mention, 
more  successful.  0 


April  1987  / 55 


They’re  off 
to  a good 
time... 
on  your 
money 


What  a shock  it  is  to  learn  that  one’s  trust  has  been  misplaced.  Or 
one’s  patience  abused.  But  it  happens. 

There  are  people  who  finance  good  times  with  interest-free  loans. 
Loans  in  the  form  of  slowing  payments  to  creditors  whose  trust  and 
patience  is  mistaken  for  weakness. 

Leam  how  I.C.  System  can  help 
keep  your  money  coming  in  on 
time.  Fill  out  this  card  and  mail  it 
in  to  find  out  how 


The  System 
Works 


Tell  me  more  about  the  I.C.  System  program. 


I.C.  SYSTEM,  INC. 

ACCOUNTS  RECEIVABLE  CONTROL  SERVICE 

444  East  Highway  96 
P.O.  Box  43639 
St.  Paul,  MN  53164 

Name  (Firm)  

Address  

City State Zip 

Signed 

Title 
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YOUR  ROCHE  REPRESENTATIVE 
WOULD  LIKE  YOU  TO  HAVE 
SOMETHING  THAT  WILL... 


. . . improve  patient  satisfaction  with  office  visits 
. . . improve  patient  compliance  with  your  instructions 
. . . reduce  follow-up  calls  to  clarify  instructions 


The  new  Roche  product  books 

• Offer  a supplement  to,  not  a substitute  for,  patient  contact 

• Support  your  specific  instructions  to  the  patient 

• Provide  a long-term  reinforcement  of  your  oral  counseling 

Because  you  are  the  primary  source  of  medical  information  for  your  patients, 
we  invite  you  to  look  over  the  Roche  Product  Booklets  shown  below  and  ask 
your  Roche  representative  for  a complimentary  supply  of  those  applicable  to 
your  practice. 
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Hoffmann-La  Roche  is  pleased  to  honor  these  outstanding  sales  repre- 
sentatives, chosen  for  their  unparalleled  dedication  to  the  health-care 
field,  professionalism  and  consistent  high  level  of  performance.  Please 
join  us  in  congratulating  these  exceptional  individuals. 


Turn  to  the  preceding  page  and  find  out  how  your  award-winning 
Roche  representative  can  help  both  you  and  your  patients. 
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Malpractice: 

I < n*l  Be  A Target... 


Your  office  staff  may  be  working  against 
you  in  avoiding  a malpractice  lawsuit. 

Patients  often  get  an  impression  of  you  as 
a physician  by  the  way  they  are  treated  in 
your  office  — even  before  they  see  you.  Yet 
office  staff  generally  get  little  guidance  in 
this  important  area. 

To  help  the  members  of  your  office  staff, 
Mutual  Assurance  offers  a comprehensive 
loss  prevention  program  for  them. 

Using  audio  tapes  and  detailed  workbooks, 
the  program  delivers  custom  instruction  to 
your  receptionist,  your  office  manager,  your 


billing  clerk  and  your  nurses.  And  unlike  cost- 
ly seminars,  the  program  can  be  reused  time 
and  time  again  for  refresher  courses  and  for 
new  employees. 

The  program  includes  written  examinations 
for  each  member  of  your  staff.  The  examina- 
tion is  graded  by  an  educational  testing  ser- 
vice and  returned  for  your  review  and 
follow-up. 

The  cost  — $85.  To  order  your  set  of  five 
tapes  and  workbooks,  call  1-800-272-6401 
(Toll  Free)  or  933-7280  in  Birmingham. 
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Assurance 


It's  Your  Company  Use  It! 
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Out  Patient 
Diagnostic  Radiology  Center 


Alabama's  Most  Modern  Facilities  Available 

C.A.T.  Scan 

Head  and  total  body  scan 

Ultrasonography 

Studies  during  pregnancy,  gallbladder,  etc. 

Mammography 

Low  level  radiation  cancer  survey 

General  Diagnostic  Radiology 

Certified  black  lung  survey,  G.l.  studies,  I.V.R,  tomography,  etc. 

Diagnostic  testing  and  report  within  24  hours 


Norwood  Clinic 

1 625  25th  Street  North 
Birmingham,  Alabama 

Appointments  call  (205)252-0261 

250-6837 
WATS  Line  1-800-272-6481 
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Information  for  Authors 
Concerning  Manuscripts 


Manuscripts  should  be  typewritten,  double  spaced 
on  white  paper  8'/2xl  1 inches  with  adequate  margins. 
Two  copies  should  be  submitted.  Authority  for  approv- 
al of  all  contributions  rests  with  the  Editor.  Alabama 
Medicine  reserves  the  right  to  edit  any  material  submit- 
ted. The  publishers  accept  no  responsibility  for  opin- 
ions expressed  by  contributors. 

Style:  The  first  page  should  list  title  (please  be  brief), 
the  author  (or  authors),  degrees,  and  any  institutional  or 
other  credits.  Bibliographies  must  contain,  in  the  order 
given:  Name  of  author,  title  of  article,  name  of 
periodicals  with  volume,  page,  month  — day  of  month 
if  weekly  — and  year.  Number  should  be  limited  to 
absolute  minimum.  References  should  be  numbered 
consecutively  in  order  in  which  they  appear  in  the  text. 

The  Sty lebook/ Editorial  Manual,  published  by  the 
AMA,  is  the  general  reference  for  questions  of  style.  It 
is  particularly  useful  in  the  proper  presentation  of  data. 
When  conflicts  occur  between  usage,  etc. , by  an  author 
and  the  stylebook,  these  will  be  resolved  in  favor  of  the 
author  if  his  method  is  persuasive  and  logical. 

Helpful  to  many  writers  is  The  Elements  of  Style  by 
William  Strunk,  Jr.,  and  E.  B.  White,  which  empha- 
sizes brevity,  vigor  and  clarity. 


Final  authority  on  grammar  is  Webster's  New  Inter- 
national, Unabridged,  Second  Edition. 

Length  of  Articles:  Articles  should  not  exceed 
3,000  words  (approximately  3-4  printed  pages).  Under 
exceptional  circumstances  only  will  articles  of  more 
than  4,000  words  be  published. 

Illustrations:  Illustrations  should  be  numbered  con- 
secutively and  indicated  in  the  text.  The  number,  in- 
dication of  the  top,  and  the  author's  name  should  be 
attached  to  the  back  of  each  illustration.  Legend  should 
be  typed,  numbered,  and  attached  to  each  illustration. 
Photographs  should  be  clear  and  distinct;  drawings 
should  be  made  in  black  ink  on  white  paper.  For  photo- 
graphs, glossy  prints  are  preferred. 

Reprints:  Reprint  orders  should  be  returned  at  once. 
Prices  for  reprints,  based  on  number  of  pages,  will  be 
furnished  upon  request  by  MASA  Services.  Com- 
munications should  be  addressed  to  Alabama  Medi- 
cine, The  Medical  Association  of  the  State  of  Alabama. 
P.  O.  Box  1900-C,  Montgomery,  Alabama  36197. 
Telephone  (205)  263-6441,  or  (toll-free  in  Alabama) 
1-800-392-5668. 
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Allscrips,  In-Office 
Pharmacy  Makes  Filling 
A Prescription  As  Easy 
As  Writing  One. 


Mail  to:  Allscrips,  1033  Butterfield  Road, 
Vernon  Hills,  IL  60061-1360 


System 

Benefits 


Complete  name  brand  and 
high  quality  generic  drugs 
Custom  formulary  based 
upon  your  most  prescribed 
medications 

Modern,  environmentally 
controlled  packaging 
equipment  and  facilities 

Child-resistant,  tamper- 
evident,  foil-sealed 
polyethylene  containers 
protect  medications  from 
light  and  air 

Ready-to-dispense 
prescription  sizes 

Personalized  pre-printed 
labels  and  complete 
patient  record  system 

Proven  patient  marketing 
program 

Locking,  modular  cabinets 
can  be  stacked,  placed 
side  by  side  or  wall 
mounted 

Ongoing  staff  training  and 
consultation  by 
professional  pharmacists 


Please  send  information  on  Aliscrips  In-Office 
Pharmacy  Systems  to: 

Dr.  

Office/Clinic  Name 
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State  Zip 


Phone  


Call  toll  free: 

1-800-654-0890 
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In  Illinois: 

1-800-654-0893 


Patient 

Benefits 


One-stop  convenience 
No  waiting 

Therapy  begins 
immediately 

Assures  confidentiality 
Prices  comparable  to  or 
less  than  drugstores 


Practice 

Benefits 


Improved  compliance  and 
closer  control  of 
prescriptions  and  refills 

Reduced  patient  care 
interruptions  due  to 
pharmacy  phone  calls 
In-office  diagnosis  and 
therapy  strengthens  doctor- 
patient  relationships 

Minimal  office  overhead 
Small  investment  and  rapid 
payback 

Immediate  revenue 
increase 
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DIRECTOR 
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Executive  Director,  MASA 


A New  Urban-Rural  Fight 


Townspeople  out  in  Perryton,  Tex.  (pop.  7,991) 
were  up  in  arms  as  this  was  written  because  their 
favorite  doctor  had  been  sanctioned  by  the  Texas  PRO 
and  disqualified  from  treating  Medicare  patients. 

The  New  York  Times  (March  24,  page  one)  found 
that,  almost  without  exception  across  the  United  States, 
the  sanctions  were  falling  on  physicians  in  rural  prac- 
tices, like  Perryton’s  Claude  W.  Betty,  M.D.,  whose 
practice  was  cut  in  half  by  the  sanction. 

The  Times  noted: 

“While  this  peer  review  theoretically  applies  to  all 
doctors,  the  penalties  — just  a few  dozen  so  far  — 
have  fallen  almost  entirely  on  rural  doctors  from  places 
like  Alamo,  Ga.  (pop.  993),  Bloomer,  Wis.  (pop. 
3,342)  and  Goldthwaite,  Tex.  (pop.  1,783).  In  many 
cases,  the  doctor  is  the  only  physician,  or  the  main 
one,  in  a remote  area,  meaning  that  old  people  may 
now  have  to  travel  100  miles  or  more  for  care. 

“As  a result,  a noisy  debate  has  developed  involving 
rivalries  between  urban  and  rural  doctors,  changing 
medical  standards  and  the  economies  of  delivering 
health  care  to  remote  parts  of  the  country.  ...” 


Implicit  in  the  controversy  is  that  PRO’s  tend  to  be 
oriented  toward  high-tech,  urban,  intense  medicine, 
whereas  the  rural  physicians  they  are  faulting  may  be 
a few  years  behind  in  some  respects.  But  the  rural 
people,  certainly  in  Dr.  Betty’s  practice  area,  realize 
that  while  they  may  not  be  getting  the  latest  technol- 
ogy, they  are  content  to  have  their  own  physicians, 
happily  accepting  the  limitations  necessarily  imposed 
by  small  town  practice. 

One  of  the  cases  cited  against  Dr.  Betty  in  the  PRO 
complaint  is  revealing.  Two  years  ago  Sybel  Freeman, 
a spry  widow  he  had  been  treating  for  30  years,  came 
to  Ochiltree  General  Hospital  in  Perryton  complaining 
of  chest  pains.  Dr.  Betty  took  an  EKG  and  blood  tests, 
finding  no  evidence  of  a heart  attack.  “Granny"  Free- 
man, as  she  is  known,  insisted  on  going  home.  Later 
that  day  she  had  a full-blown  heart  attack.  The  PRO 
faulted  Dr.  Betty  for  not  keeping  her  in  the  hospital 
— or,  at  the  very  least,  having  her  sign  a form  saying 
she  refused. 

Granny  Freeman  survived  and  she  is  one  of  Dr. 
Betty’s  loudest  supporters.  For  his  part.  Dr.  Betty  says 
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that  in  a small  town  like  Perryton,  dealing  with  head- 
strong patients  like  Granny  Freeman,  you  don’t  try  to 
make  them  sign  forms.  If  they  say  they’re  going  home, 
home  it  is. 

Granny,  who  used  to  be  a softball  coach,  is  now  73 
and  says  of  the  incident:  “I  insisted  on  going  home. 
I know  he  did  all  he  could.  He’s  first  and  foremost  a 
human-being  doctor.” 

Dr.  Betty  is  somewhat  bitter,  as  he  should  be,  to 
have  worked  all  his  professional  life  for  the  people  he 
has  lived  among,  and  then  to  have  been  declared  in- 
competent. 

His  townspeople,  who  set  about  fund-raising  cam- 
paigns to  finance  his  HCFA  appeal,  remember  all  the 
doctor’s  many  performances  above  and  beyond  the  call 
of  duty.  They  remember  the  day  he  saved  the  life  of 
a boy  who  was  almost  cut  in  half  by  a plow.  And  they 
remember  how  Dr.  Betty  came  to  the  rescue  of  a 
stranger  in  town,  one  Ed  White,  when  the  visitor  had 
a heart  attack.  Dr.  Betty  rode  with  Mr.  White  in  the 
ambulance  120  miles  to  the  big  hospital  in  Amarillo, 
defibrillating  him  nine  times  en  route.  Mr.  White  is 
doing  just  fine  today. 

But  the  PRO  has  declared  Dr.  Betty  incompetent. 
Congressman  Beau  Boulter,  who  represents  the  Texas 
Panhandle  in  Congress,  says  the  people  in  his  district 
know  they  are  not  getting  Cadillac  medicine: 

‘‘They  feel  the  advantage  of  living  there  outweighs 
the  disadvantages.  It  is  fundamentally  wrong  for  the 
bureaucrats  to  say  they  will  not  allow  that  choice.  They 
will  end  up  denying  all  medical  care  by  closing  the 
hospitals.  It’s  as  absurd  as  saying  Perryton  must  have 
the  same  restaurants  as  Houston.” 

There,  it  seems  to  me,  is  the  key  to  much  of  the 
problem:  when  the  federal  government  tries  to  make 
common  denominators  of  illnesses  and  of  people,  it 
invariably  demands  conformity.  How  else  can  its  com- 
puters practice  medicine? 

The  rural  areas  of  Texas  were  already  mad  because 
Medicare  reimbursement  shortfalls  were  factors  in  the 
closing  of  35  rural  hospitals  over  the  last  three  years. 
Elsewhere  in  the  country,  similar  controversies  have 
produced  the  charge  that  Washington  doesn’t  like  the 
boondocks  and  would  prefer  that  everyone  seek  their 
medical  care  in  the  big  cities. 

One  reason,  the  Times  say,  physicians  have  been 
hit  disproportionately  by  sanctions  is  that  the  law  calls 
for  review  of  a sample  of  3%  of  admissions  to  each 
hospital,  meaning  doctors  who  practice  in  small  hos- 


pitals are  more  likely  to  come  under  the  scrutiny  than 
those  at  urban  hospitals  with  hundreds  of  doctors.  But 
the  reasons  for  the  rural  bias  run  deeper,  some  critics 
say.  The  Times  quotes  Ralph  Thomas  of  the  California 
Medical  Association: 

‘‘Basically  the  reviewers  have  been  looking  at  rural 
hospitals  from  a medical  center’s  standpoint  and  saying 
‘we  wouldn’t  do  it  that  way  in  San  Francisco.’  ” 

While  HCFA  denies  it,  the  evidence  seems  clear 
that  PROs  are  under  some  kind  of  quota  expectation 
in  the  sanctions  process.  Couple  this  contract  pressure 
with  the  old  truth  that  hindsight  is  20-20  in  all  of  us, 
and  you  have  the  makings  of  a bad  situation.  And  it 
is  made  even  worse  by  the  requirement  that  HCFA 
publish  the  names  of  sanctioned  doctors  in  the  local 
press  before  the  appeals  process  is  even  completed. 

It  would  be  a tragedy  if  the  PRO  system,  through 
whatever  processes  imposed  on  it,  should  degenerate 
into  another  acrimonious  rural-urban  controversy,  but 
that  seems  to  be  the  direction  so  far.  Rural  commu- 
nities have  had  a tough  time  getting  and  keeping  a 
doctor  in  every  state.  One  factor  is  the  lower  Medicare 
reimbursement.  If  the  word  goes  out  that  physicians 
in  rural  practice  are  also  fish  in  a barrel  to  the  PRO 
snipers,  America’s  crossroads  could  be  quickly  de- 
populated of  physicians,  who  would  migrate,  under- 
standably, to  the  relative  numerical  security  of  the 
cities. 

Already  the  malpractice  crisis  has  kicked  out  the 
obstetricians  in  many  rural  areas  nationwide.  If  the 
PROs  get  the  rest,  if  only  by  the  clear  message  that 
rural  practice  is  at  high  risk  before  uptown  reviewers, 
it  could  add  immeasurably  to  the  current  woes  of  the 
American  countryside. 

Denied  a chance  to  make  a decent  living  on  the  farm 
is  bad  enough;  deprived  of  medical  care  could  be  the 
last  straw  for  many  millions  of  Americans  living  close 
to  the  life  many  of  us  wistfully  envy,  the  life  which 
developed  the  moral  fibre  that  once  sustained  this 
country.  0 
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GUARANTEE  UNLESS  YOU  HAVE 
THE  BEST  COMPUTER  SYSTEM. 


Introducing  the  Reynolds  and  Reynolds 
Pledge  of  Satisfaction. 

Before  we  decided  to  offer  your  practice  a written  guarantee,  we  made 
sure  we  had  the  best  medical  practice  management  system  on  the  market. 
Only  Reynolds  + Reynolds,  a Fortune  500  company  with  over  20  years 
of  computer  experience  as  a single  source  supplier,  offers  you: 

• State-of-the-art  hardware  from  IBM, NCR, and  Texas  Instruments. 

• The  most  comprehensive  Unix-based  medical  practice 
management  software  in  the  industry. 

• MPMS-PLUS  software  features: 

- appointment  scheduling  - insurance  claims 

- patient  billing  - management  reports. 

- accounts  receivable 

• The  industry’s  most  responsive  after-sale  hardware  and 
software  service  and  support. 

• Competitive  lease  plan  rates. 

• A full  line  of  computer  forms. 

• A unique  written  pledge  of  satisfaction  assuring  you  that  our 
system  will  perform  the  tasks  required  to  help  your  practice 
run  more  profitably  and  efficiently  or  your  full  system  price 
will  be  refunded. 
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Yes,  I’m  interested!  I want  to  know  more  about  the 
Reynolds  + Reynolds*  MPMS-PLUS  system  To  make 
our  first  discussion  more  efficient,  I’ve  filled  in  the 
information  requested  below. 

I'm  considering  automating  my  practice 

□ Right  away.  □ In  six  months.  □ In  a year  or  so. 

□ I'd  like  to  know  more  about  your  unique  Pledge  of 
Satisfaction. 


Name: 


Whether  you’re  a new  buyer  or  a dissatisfied  system  user, 
Reynolds + Reynolds’  single  source  concept  is  right  for  you 
Interested?  To  know  more  about  our  MPMS-Plus  System  and  our 
Pledge  of  Satisfaction,  fill  out  the  attached  coupon  or  call  us  toll- 
free  at  1-800-632-4278  (in  Ohio  call  1-800-535-7128.) 


Practice  Name: 

Address: 

City: State; Zip: 


Reynods+ Reynolds' 

Committed  To  Your  Future 


PO  Box  l(K)S 


Phone: 


Dayton.  OH  tSaOl 


# of  Physicians  Specialty 


For  faster  claims  payment, 
count  on  the  card’s  computer. 

And  a terminal  in  your  office  that  con- 
nects you  to  Blue  Cross  and  Blue  Shield 
of  Alabama.  Your  claims  are  processed 
faster  and  more  efficiently  for  a better 
cash  flow.  There’s  nothing  to  sort,  sign 
or  mail.  Just  type  your  claims  into  the 
terminal.  Blue  Cross  and  Blue  Shield 
computer  claims  service  is  dependable, 
easy,  and  cost  effective.  Find  out  more 
about  Blue  Cross  and  Blue  Shield  daily 
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PRESIDENT’S  PAGE 


Carl  A.  Grote,  Jr.,  M.D. 
President,  MASA 


Divided,  We’re  Falling 


Thank  you  for  the  honor  of  serving  you  as  President 
of  MASA.  Ken  Yohn,  Julius  Michaelson  and  their 
distinguished  predecessors  in  this  office  leave  me  with 
some  tough  acts  to  follow.  I’ll  give  it  my  best  shot. 

At  the  outset,  I’d  like  to  call  attention  to  an  area  in 
which  organized  medicine  can  be  charged  with  ne- 
glect. I speak  of  our  traditional  alliances  with  other 
health  care  providers  — dentists,  nurses,  hospitals, 
and  pharmacists. 

For  too  many  years,  perhaps,  we  have  gone  our 
separate  ways,  in  much  the  same  manner  and  with  the 
same  dilution  of  clout,  that  has  occurred  within  or- 
ganized medicine  — as  each  specialty  and  subspecialty 
began  to  isolate  itself  from  the  mainstream  of  orga- 
nized medicine. 

This  fragmentation,  both  inside  and  outside  medi- 
cine, creates  needless  frictions  and  encourages  the  pur- 
suit of  self-centered  goals,  I believe.  At  the  same  time. 


our  combined  influence  is  less  than  it  was  when  we 
had  a better  working  relationship,  with  common  ob- 
jectives and  cooperation. 

No  nation  can  survive  in  today’s  world  without  al- 
lies. I believe  the  same  is  true  of  organized  medicine. 
Of  course,  we  are  able,  when  push  comes  to  shove, 
to  piece  together  some  kind  of  temporary  coalition  for 
special  purposes.  But  there  is  no  ongoing  spirit  of  all- 
for-one  and  one-for-all  that  once  existed. 

Here  is  a case,  I am  convinced,  where  the  whole  is 
greater  than  the  sum  of  the  parts  — or  was  once. 

During  the  heady  days  of  constant  expansion  of  the 
health  care  market  — days  of  wine  and  roses,  some 
have  called  it  — perhaps  each  medical  specialty  and 
each  group  of  providers  could  indulge  in  the  luxury 
of  going  it  alone. 

In  today’s  contracting  market,  with  the  professions 
assailed  from  all  sides,  by  both  government  and  the 
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private  sector,  I believe  it  is  past  time  when  the  mutual 
defense  pacts  of  earlier  days  should  be  reinstated. 

I think  it  is  irrelevant  to  try  to  fix  the  blame  for  the 
deterioration  in  relations  between  provider  groups.  The 
important  thing,  to  my  mind,  is  to  re-establish  that 
sense  of  community  we  once  shared,  but  which  has 
been  allowed  to  languish  over  the  past  20  years  or  so. 

It  bothers  me  to  see,  as  I have  seen,  the  attitude  by 
various  segments  of  the  health  care  delivery  system 
that  all  the  other  elements  are  their  enemies,  or  at  least 
their  competitors.  While  we  may  always  disagree  with 
hospitals,  pharmacists,  nurses  and  dentists  on  occa- 
sion, the  common  interests  we  share  with  them  should 
be,  over  all,  stronger  than  the  issues  that  divide  us. 

All  of  us,  physicians  as  well  as  other  providers, 
have  achieved  by  default  what  no  outsider  could  have 
achieved  by  design  — internal  division  and  even  strife. 
Just  as  these  internal  conflicts  weaken  the  alliances  of 
nations,  so  do  they  weaken  all  of  us  — nurses,  dentists, 
pharmacists,  hospitals  and  physicians. 

I know  that  each  segment  of  the  health  care  market 
has  special  interests.  That  will  continue.  But  for  too 
long  we  have  permitted  these  self-interests  to  suppress 
the  overriding  common  interests,  which  loom  larger 
with  each  passing  year. 

It  is  a source  of  comfort  to  our  enemies,  wherever 
and  whoever  they  are,  that  health  care  providers  ‘ ‘can’t 
get  together  on  anything . ’ ’ This  is  often  said  in  ridicule 
in  the  halls  of  the  legislature  and  congress,  but  it  is 
all  too  true,  I’m  afraid. 

I realize,  of  course,  that  there  are  many  other  factors 
involved  in  the  perceived  diminution  of  our  clout  with 
the  public  and  private  sectors.  I realized  that  many 


historical  processes  may  not  yield  to  even  the  strongest 
rejuvenation  of  the  old  alliances  I am  addressing. 

Even  so,  each  of  the  provider  interests  has  been 
proportionately  weakened  by  the  decay  of  the  common 
bonds  of  community  and  teamwork  we  once  had. 

As  a major  objective  of  my  presidential  year,  I would 
like  to  try  to  do  something  about  the  restoration  of  the 
old  sense  of  common  cause  all  providers  share.  The 
good  old  days  may  not  be  gone  forever  in  this  regard. 
At  least  I feel  strongly  enough  about  it  to  try  to  find 
out. 

I need  your  help  and  your  suggestions  in  this  un- 
dertaking. I believe  it  is  important  for  everyday  work- 
ing relationships  we  have  with  other  providers,  as  well 
as  in  the  united  front  we  should  be  able  to  muster  for 
outside  purposes. 

Please  share  your  thoughts  with  me.  If  you  disagree 
with  the  sentiments  expressed  above,  I’d  like  to  hear 
that  too. 

Maybe  I’m  off  on  the  wrong  tack,  but  nothing  I 
have  seen  so  far  suggests  that  it  would  be  anything 
but  in  the  best  interests  of  all  providers  to  re-establish 
the  old  foundation  of  mutual  respect,  mutual  assist- 
ance, and  mutual  understanding.  0 
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This  space  contributed  as  a public  service. 

“YES,  THERE  IS 
LIFE  AFTER 
BREAST  CANCER. 

AND  THAT’S  THE 

WHOLE  POINT.” 

-Ann  Jillian 


A lot  of  women  are  so  afraid  of 
breast  cancer  they  don’t  want  to  hear 
about  it. 

And  that’s  what  frightens  me. 

Because  those  women  won’t  prac- 
tice breast  self-examination  regularly. 

Those  women,  particularly  those 
over  35,  won’t  ask  their  doctor  about  a 
mammogram. 

Yet  that’s  what’s  required  for  breast 
cancer  to  be  detected  early.  When  the 
cure  rate  is  90%.  And  when  there’s  a 
good  chance  it  won’t  involve  the  loss  of 
a breast. 

But  no  matter  what  it  involves,  take  it 
from  someone  who’s  been  through  it  all. 

Life  is  just  too  wonderful  to  give  up 
on.  And,  as  I found  out,  you  don’t  have 
to  give  up  on  any  of  it.  Not  work,  not 
play,  not  even  romance. 

Oh,  there  is  one  thing,  though. 

You  do  have  to  give  up  being  afraid 
to  take  care  of  yourself. 


m?  AMERICAN  CANCER  SOCIETY* 

* Get  a checkup.  Life  is  worth  it. 


Created  as  a public  service  by  Ally  Gargano/MCA  Advertising  LTD 


STATE-OF-THE-ART 
DIAGNOSTIC  IMAGING. 


MRI,  exceptional  imaging  for  the  most 
demanding  applications. 

High  field  strength  MRI  has  proven  to  be  particularly  useful  in  the 
evaluation  of  intracranial  hemorrhage.  Not  only  is  high  field  MRI  very 
sensitive  to  the  presence  of  static  intracranial  blood,  this  modality 
enables  staging  of  intracranial  hematomas  with  unparalleled 
specificity!  For  instance,  an  acute  hematoma  will  show  a specific 
pattern  of  markedly  diminished  signal  on  the  T2  weighted  sequence. 

As  the  hematoma  evolves  from  deoxyhemoglobin  into 
methemoglobin,  in  the  subacute  phase,  the  center  will  become 
hyperintense  on  the  T2  weighted  image.  Chronic  hematomas 
develop  a ring  of  low  signal  peripherally  related  to  hemosiderin 
formation  within  macrophages.  The  case  presented  demonstrates  an 
acute  hypointense  hematoma  (deoxyhemoglobin)  with  early  central 
high  intensity  (methemoglobin).  At  surgery  this  patient  had  a 
cavernous  hemangioma  with  an  acute  clot  located  posterior  to  it. 

Highlands  Diagnostic  Center  offers  you  the 
finest  technical  and  professional  support. 

Only  Highlands  Diagnostic  Center  combines  state-of-the-art  diagnostic 
imaging  equipment  with  a superb  outpatient  facility  and  the  highest 
caliber  professional  consulting  staff.  As  a result,  you  can  rely  on 
Highlands  Diagnostic  Center  not  only  for  the  leading  technology  but 
for  prompt,  expert  assistance  in  your  selection  of  the  optimal  patient 
studies— so  important  in  today's  cost-conscious  medical  environment. 

To  further  assist  your  formulation  of  accurate,  efficient  diagnoses, 
Highlands  Diagnostic  Center's  staff  follows  through  with  the  ultimate 
in  service.  We  guarantee  that  every  exam  can  be  scheduled  within  24 
hours  from  the  time  it's  ordered,  with  results  returned  to  you  the  same 
day  the  exam  is  conducted.  Yet  no  one  feels  rushed  through  our 
pleasant  facilities.  Every  patient  is  handled  with  care. 

Services  available  at  Highlands  Diagnostic  Center  include  magnetic 
resonance  imaging,  CT  scanning,  computer-aided  nuclear  medicine, 
ultrasound,  mammography  radiography,  and  fluoroscopy.  State-of- 
the-art  equipment  available  includes  the  GE  9800,  Acuson,  and 
Seimann's  Mammomat-B. 

To  inquire  about  any  exam  or  service,  call  Highlands  Diagnostic 
Center.  Highlands  Diagnostic  Center,  your  state-of-the-art  diagnostic 
resource. 


This  T2  weighted  axial  image  reveals  a mass  in  the 
right  lateral  ventricular  trigone.  The  large  low  signal 
component  located  posteriorly  represents  a subacute 
clot. 


THE  GE  SIGNA  utilizes  the  latest  in  Magnetic  Resonance 
Imaging  Technology  operating  at  1 .5  Tesla. 


CT  Scanning/Magnetic  Resonance  Imaging/Mammography/Nuclear  Medicine/Radiography/Fluoroscopy/Ultrasound 
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73  Highland  Avenue 
Birmingham,  AL  35205  205/933-TECH 


from  pain 


Just  one  part  of 
pain  relief  therapy. 

Vicod in®  provides  greater 
patient  acceptance 


Blank  space  indicates  that  no  such  activity  has  been  reported. 

Table  adapted  from  Facts  and  Comparisons  (Nov.)  1984  and  Catalano  RB  The 
medical  approach  to  management  of  pain  caused  by  cancer  "Semin  Oncol"  1975, 
2;  379-92  and  Reuler  JB,  et  al  The  chronic  pain  syndrome  misconceptions  and 
management  "Ann  Intern  Med"  1980;  93;  588-96 

♦ Vicodin  offers:  less  nausea,  less  sedation,  less 
constipation. 

...and  longer  lasting  pain  relief- 
up  to  6 hours. 

♦ Vicodin  contains  hydrocodone  not  codeine.  In 
one  study,  10  mg.  of  hydrocodone  alone  was 
shown  to  be  as  effective  as  60  mg.  of  codeine.1 

♦ In  a double-blind  study,  Vicodin  (2  tablets), 
provided  longer  lasting  pain  relief  than  60  mg. 
of  codeine.2 

Plus... 

♦ Vicodin  offers  the  convenience  of  Clll 
prescribing. 

♦ Dosage  flexibility-1  tablet  every  6 hours  or 
2 tablets  every  6 hours  (up  to  8 tablets  in  24 
hours). 


hydrocodone  bitartrate  5 mg  (Warning  May  be  habit 
forming)  with  acetaminophen  500  mg 


The  original  hydrocodone  analgesic. 


COMPARATIVE  PHARMACOLOGY  OF  THREE  ANALGESICS 

CONSTIPATION 

RESPIRATORY 

DEPRESSION 

SEDATION  EMESIS 

PHYSICAL 

DEPENDENCE 

HYDROCODONE 

X 

X 

CODEINE 

X 

X 

X X 

X 

OXYCODONE 

XX 

XX 

XX  XX 

XX 

Specify  "Dispense  as  written"  for  the  original 

hydrocodone  analgesic. 


INDICATIONS  AND  USAGE:  For  the  relief  of  moderate  to  moderately  severe  pain. 
CONTRAINDICATIONS:  Hypersensitivity  to  acetaminophen  or  hydrocodone 

WARNINGS: 


BASF  Group 
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hydrocodone  bitartrate  5 mg.  (Warning:  May  be  habit 
-^-iorming)  with  acetaminophen  500  mg. 


Drug  Abuse  and  Dependence:  VICODIN ' is  subject  to  the  Federal  Controlled  Substances  Act 
(Schedule  III).  Psychic  dependence,  physical  dependence  and  tolerance  may  develop  upon 
repeated  administration  of  narcotics;  therefore,  VICODIN  should  be  prescribed  and  admin- 
istered with  the  same  caution  appropriate  to  the  use  of  other  oral-narcotic-containing 
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Aspects  of  Pain  in  Children  and 

Adolescents 
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Abstract 

The  inherent  difficulty  in  defining  pain  is 
recognized,  particularly  with  reference  to  its 
multidimensional  aspects.  The  child’s  early  ex- 
periences with  pain  are  discussed  both  in  re- 
gard to  potential  parental  error  and  a mini- 
case presentation  of  adult  regression  to  psy- 
chosis. The  infant/child  experience  is  briefly 
reviewed  with  special  attention  to  potential  ex- 
cess tolerance  of  the  child’s  affinity  for  ma- 
nipulation and  sometime  outright  deception  and 
possible  negative  consequences  in  later  life. 
Possibilities  of  even  more  Personality  Disor- 
ders are  mentioned.  The  writer’s  personal  ex- 
perience and  professional  opinion  of  behav- 
ioral therapy  is  briefly  addressed.  Suggestions 
for  improved  definition  and  communication  of 
the  primary  physician’s  and  psychiatrist’s  role 
in  achieving  maximum  patient  benefit  are  of- 
fered. The  very  exquisite  pain  of  incestuous 
relationships  within  the  family  is  felt  deserving 
of  mention;  the  exclusive  problem  of  the  hy- 
peractive child  is  treated  in  similar  fashion. 
The  current  prevailing  philosophies  of  child- 
hood discipline  are  discussed.  The  multipli- 
cation of  profit-only  hospitals  and  their  present 
and  future  value  is  subject  to  critical  exami- 
nation. 


• Psychiatrist,  Montgomery. 


While  pain  is  most  certainly  a universal  experi- 
ence, a really  satisfactory  definition  of  the  word 
pain,  per  se,  is  not  so  readily  accessible.  This  shared 
sensation  does  easily  lend  itself  to  synonyms  and  word 
associations:  pain,  suffering,  anguish,  distress,  travail. 
That  which  is  painful  is  agonizing,  excruciating,  sad, 
mournful,  and  dolorific. 

We  would  agree  from  a glance  that  pain  is  at  least 
two  dimensional,  that  it  includes  both  physical  and 
psychic  discomfort  or  some  combination  of  the  two. 

The  child  early  on  learns  something  of  the  nature 
of  pain.  One  would  hope  that  his  initial  knowledge 
would  be  of  the  physical  nature  as  opposed  to  the 
psychic,  e.g.,  that  he  would  endure  the  transient  pain 
of  touching  a hot  stove  as  opposed  to  the  potentially 
permanent  damage  of  maternal  rejection.  The  former 
is  inevitable  but  the  latter  may  be  in  the  process  of 
becoming  much  more  common  that  we  care  to  think. 

Generally,  the  child’s  physical  affliction  will  be  re- 
warded by  an  outpouring  of  parental  sympathy  and 
love.  This  seems  the  “natural’’  response  of  the  parent 
but  this,  as  will  be  later  mentioned,  can  be  overdone 
to  the  detriment  of  the  child. 

A little  later  the  child  learns  more.  An  adult  state- 
ment, “This  won’t  hurt  much  at  all,”  may  signal  a 
dental  onslaught  or  a manipulation  of  broken  bones  or 
any  number  of  procedures  which  the  child  finds  quite 
painful.  While  the  youngster  usually  lacks  the  lan- 
guage of  appropriate  self  expression,  he  develops  a 
healthy  skepticism  of  the  adult’s  interpretation  of  that 
which  is,  or  is  not.  painful.  This  acquisition  of  knowl- 
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edge  we  feel  should  serve  the  developing  individual 
in  a positive  way  as  time  goes  on. 

As  physicians,  we  would  be  honest  in  advising  our 
young  patient  to  scream  his  head  off  in  the  event  of 
extreme  discomfort  but  we  would  nearly  always  be 
taken  literally  and  would  be  at  high  risk  of  emptying 
our  waiting  rooms.  One  of  the  more  rewarding  aspects 
of  treating  the  child  is  his  scorn  (or  ignorance)  of 
dissimulation.  Probably  many  of  us  who  have  had  the 
opportunity  to  treat  children  at  some  length  will  feel 
that  the  child  reacts  more  out  of  scorn  than  ignorance. 
But  he  learns  that  he  must  conform  to  the  rules  of  the 
adult  world,  that  world  which  is  sometimes  demand- 
ing, e.g.,  in  some  social  situations,  of  dissimulation. 
Many  such  situations  will  readily  come  to  mind. 

If  we  think  back,  we  may  be  able  to  recall  some 
instances  in  which  we  have  been  privileged  or  pained 
to  observe  adults  react  socially  with  child-like  candor. 
One  such  instance  which  the  writer  recalls  occurred 
while  he  was  in  the  military.  Our  Post  Surgeon,  who 
was  seen  only  occasionally,  entering  his  office  at  noon 
and  leaving  at  3:00  to  4:00  p.m.,  invited  several  mil- 
itary physicians  along  with  an  employed  German  doc- 
tor and  an  Hungarian  physician  to  his  home  for  dinner. 

This  was  a rare  occasion  in  that  the  C.O.  had 
thoughtfully  provided  himself  with  an  American  pass- 
port (as  opposed  to  the  then  usual  military  I.D.  Card) 
and  had  access  to  communist  countries.  Given  such 
impetus,  he  returned  to  his  duty  station  only  in  order 
to  refuel  from  the  dispensary  Dermerol  for  his  wife’s 
migraines  and  assorted  sedatives  for  his  six  unruly 
children.  Rather  cleverly,  when  he  encountered  dif- 
ficulty crossing  a less  than  friendly  border,  he  released 
all  six  young  children  from  his  station  wagon  and 
quickly  achieved  surrender  and  a go-ahead. 

While  he  was  not  precisely  a military  role  model 
and  contributed  essentially  nothing  to  a heavy  patient 
load,  he  was  likeable  enough  and  everyone  accepted 
his  invitation.  After  cocktails  and  an  excellent  dinner, 
the  inevitable  happened.  Armed  with  several  cameras, 
he  had  recently  returned  from  Yugoslavia  or  Albania 
or  Romania  or  some  such  place  and  brought  out  his 
projector  and  an  awesome  number  of  slides,  announc- 
ing that  we  were  to  be  entertained. 

Our  affiliate  Hungarian  physician  abruptly  stated, 
“No,  I do  not  wish  to  see  them,  they  will  be  boring.” 
Not  one  to  give  up  easily  and  mindful  that  our  Hun- 
garian’s understanding  of  English  was  still  limited,  our 
commander  explained,  “George,  you  don’t  under- 
stand, these  are  pictures  from  my  last  trip.”  Our,  by 
then,  beloved  Hungarian  again  asserted  himself,  “Ab- 
solute no,  I have  been  there.” 

He,  in  fact,  had  been  there  as  an  ally  to  the  World 
War  II  German  Army.  After  a short  silence,  our  leader 
proposed  a snifter  of  brandy  which  we  consumed  and 
returned  home.  The  postscript  is  short:  A)  We  were 
never  invited  to  dinner  again,  B)  our  commanding 


officer  was  returned  to  civilian  life  a few  months  later, 
but  not  as  a result  of  any  statements  made  by  his  dinner 
guests,  C)  the  writer,  as  “senior”  officer  by  a few 
days  became  his  very  reluctant  replacement.  Lacking 
both  a passport  and  the  will  to  neglect  patients’  needs, 
he  became  quite  busy.  D)  Also  a few  months  later, 
the  Hungarian  developed  a number  of  paranoid  delu- 
sions, e.g.,  our  resourceful  and  talented  cooks  were 
poisoning  him  and  other  persons  were  spying  through 
his  bedroom  window. 

Since  hospital  facilities  were  not  available  (and  we 
were  already  very  short  of  physicians)  we  chose  to 
treat  him  with  what  we  later,  after  a successful  result, 
decided  to  designate  “party  therapy.”  There  is  much 
to  be  said  for  party  therapy  in  treatment  of  paranoia 
and  it  wants  saying,  but  is  outside  the  scope  of  the 
present  paper. 

The  above  experience  is  not  revived  as  rumination. 
The  Hungarian  doctor  had,  for  practical  purposes,  no 
knowledge  of  either  English  or  German  language.  In 
terms  of  communication,  he  was  an  infant  without 
concerned  parents.  A refugee  from  the  Revolution  of 
1956,  when  his  wife  became  homesick  and  returned 
to  Budapest,  he  was  left  in  a relative  state  of  sensory 
deprivation.  He  had  become  shy,  withdrawn,  quiet  and 
self-effacing.  His  sudden,  nearly  hostile,  outburst 
should  have  alerted  us  to  an  expectation  of  trouble. 
We  were  not  perceptive  enough  to  realize  this  and  only 
when  we  were  witness  to  painful  childlike  regression 
to  a psychotic  state  did  we  indulge  in  the  luxury  of 
hindsight. 

Summary  of  the  Infant/Child  Experience 

The  toddler  who  is  rewarded  with  affection  for  hav- 
ing burned  his  finger  is  not  apt  to  run  and  bum  it  again 
just  to  receive  further  reward;  if  he  does,  he  is  already 
in  trouble.  We  would  not  presume  to  advise  a mother 
precisely  how  to  react  to  her  child’s  pain,  if  for  no 
other  reason  that  it  would  be  a complete  waste  of  time. 
We  can  say  that  it  is  a wise  mother  who  knows  her 
own  child  and  reacts  to  his  distress  thoughtfully  and 
appropriately. 

It  is  well  to  keep  in  mind  that  the  very  small  child 
leams  quickly  the  art  of  manipulation  and  at  a given 
time  is  not  above  faking  physical  distress,  thus  earning 
reward  without  the  nuisance  of  actually  enduring  pain. 
One  would  think  that  the  involved  parents  would  easily 
recognize  a maneuver  of  this  sort. 

One  would  think  so,  until  one  pauses  to  consider 
that  the  child  leams  the  vast  majority  of  what  he  knows 
of  manipulation  from  the  parents  themselves — “Iden- 
tification with  the  aggressor,”  if  you  will.  An  oft  re- 
peated fake  pain/reward  cycle  seems  fraught  with  pos- 
sibilities and  risks  of  adult  psychopathology. 

What  if  the  child  is  blessed  with  inherently  greater 
manipulative  powers  than  those  of  his  parents,  and 
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what  if  he  hones  and  purifies  these  powers  at  the  ex- 
pense of  siblings  and  peers  and  is  able  to  perpetuate 
the  cycle  throughout  adolescence  and  even  into  adult 
life?  What  must,  in  the  absence  of  therapeutic  inter- 
vention, happen  is  the  development  of  Personality  Dis- 
order, a lifestyle  which  has  already  flooded  the  market. 

Neither  parents  nor  society  remain  forever  forgiving 
or  tolerant  of  repeated  acting  out.  The  adolescent  or 
young  adult  is  then  in  a situation  of  sensory  deprivation 
similar  to  that  of  our  Hungarian  physician,  with  the 
clear  difference  that  his  own  isolation  is  self  induced. 
What  do  frustrated  adolescents  and  young  adult  char- 
acter disorders  do  in  response  to  rejection?  The  answer 
is  this  question  we  unhappily  know.  They,  like  water 
in  a polluted  pond,  seek  their  own  level.  They  seek 
out  fellow  misfits.  They  abuse  alcohol.  They  try  pot, 
crack  or  the  prevailing  drug  de  jour  of  their  geograph- 
ical area.  They  drive  cars  with  the  speed  of  light  and 
may  attempt  to  leap  over  tall  buildings  with  their  ve- 
hicles or  those  borrowed  from  another. 

They  often  end  up  in  jail.  They  manifest  righteous 
indignation  when  incarcerated  because  they  simply  are 
not  aware,  nor  capable  of  awareness,  that  they  have 
done  anything  wrong;  there  are,  after  all,  many  silly 
laws  and  such  laws  are  made  to  be  broken. 


The  manipulator  has  incorporated  rationalization  and 
by  this  time  uses  it  well.  Even  in  cases  of  vehicular 
homicide  or  death  by  overdose  of  a friend,  there  may 
be  no  feelings  of  guilt  since  there  was  no  malignant 
intent.  Should  such  intent  attempt  to  burrow  its  way 
into  consciousness,  rationalization  will  dictate  that  the 
victim  probably  had  it  coming  anyway. 

Those  Personality  Disorders  just  briefly  discussed 
are,  one  supposes,  the  fortunate  ones.  Fortunate  in  that 
most  are  subject  to  some  form  of  rehabilitation.  With 
some  cooperation  on  the  part  of  the  patients,  it  is 
usually  possible  to  provide  sufficient  insight  as  to  alter 
their  behavior  in  such  a way  as  to  keep  them  out  of 
jail,  avoid  addiction,  keep  the  speed  limit  somewhere 
close  to  55  mph,  acquire  and  keep  a job,  care  for  a 
family  at  least  in  a physical  sense,  perhaps  become  an 
attorney  or  politician  or,  to  our  horror,  both. 

The  writer  very  seriously  doubts  that  any  magical 
change  in  personality  can  be  expected  to  eventuate. 
The  manipulator  will  remain  a manipulator,  again  bar- 
ring the  unlikely  event  of  early  intervention.  We  can 
hope  that  the  patient  does  not  fall  into  the  hands  of 
his  fellow  and  usually  superior  manipulator,  the  be- 
havioral psychologist.  Society  deserves  to  be  spared 
such  disaster. 


The  Future  in  Diagnostic  imaging 
is  Here  . . . Today! 


■ Mammography  with 
Breast  Self  Exam 
Education 

■ Nuclear  Medicine 


■ General  Diagnostic 
Radiology 

■ Digital  Radiography 

■ Ultrasound 


■ Magnetic  Resonance 
imaging  (MRI) 

■ C.T.  Scanning 


we’re  Alabama's  premier  free-standing  imaging  center  and  provide  the  latest  in 
imaging  technology.  Charges  are  20-40  percent  less  than  traditional  sources  and 
reports  are  ready  the  same  day  of  the  exam.  We  take  diagnostic  imaging  seriously, 
because  that's  all  we  do. 


Mulberry  Diagnostic  imaging  Center 

2100  Chestnut  Street 
Montgomery,  AL  36106 
264-9729 
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There  is  much  already  present  in  the  literature  re- 
garding behavioral  therapy.  Any  comments  in  this 
writing  would  be  kept  brief  and  deservedly  simple. 
We  might  picture  white,  red  and  blue  poker  chips  in 
the  hands  of  the  therapist.  If  the  miscreant/patient  per- 
forms below  expectation,  he  receives  no  chip,  or,  if 
in  possession  of  a white  chip,  will  have  to  surrender 
it.  If  he  performs  about  to  expectation,  he  may  deserve 
a white  chip,  indicative  that  the  therapist  is  watching 
his  every  move. 

Behavior  somewhat  above  the  expected  will  deserve 
a red  chip;  the  red  chip  is  not  a coin  of  the  realm  but 
should  be  retained.  The  blue  chip  is  a sort  of  merit 
badge  suggesting  that  the  patient  has  met  his  therapist’s 
notion  of  behavior  judged  human.  In  a hospital  setting, 
this  might  earn  a candy  bar,  contributing  little  to  his 
nutrition  or  dentition  but  as  an  earned  and  flavorable 
treat.  Two  blue  chips  may  earn  a weekend  pass  and 
three  a leave  of  absence  or  even  discharge  to  an  out- 
patient setting. 

There  is  nothing  basically  wrong  with  behavior  ther- 
apy in  an  inpatient  setting.  It  works.  It  gets  the  patient 
out  of  the  hospital.  And  that  is  precisely  all  it  does. 
It  fails  to  carry  over.  If  there  were  one  therapist  avail- 
able for  each  patient  on  a more  or  less  full  time  basis, 
it  would  keep  the  patient  out  of  the  hospital.  And  it 
would  make  him  at  least  marginally  productive  in  a 
financial  sense,  since  failure  to  pay  his  therapist  would 
result  in  a reshuffling  of  the  chips  and  a return  to  the 
familiar  square  one. 

The  blue,  the  red,  and  even  the  white  chips  would 
be  taken  away.  These  comments  are  not  made  as  gra- 
tuitous insults  to  the  behavioral  therapist;  if  they  were, 
they  would  have  been  made  at  greater  length  and  with 
much  greater  emphasis.  They  are  presented  for  con- 
templation of  the  resident  physician,  family  practi- 
tioner and  internist. 

It  is  quite  easy  for  a patient  to  unwittingly  fall  into 
a red,  white  and  blue  chip  attitude  toward  his  personal 
physician  and  equally  easy  for  the  busy  practitioner  to 
unknowingly  allow  himself  to  be  placed  in  an  inevi- 
table and  countertherapeutic  position.  The  patient 
wants,  needs  and  may  go  to  excess,  to  earn  the  respect 
of  his  doctor.  He  is  not  above  falsely  reporting  a fa- 
vorable response  to  a given  medication  in  service  of 
establishing  rapport.  Inaccurate  reports  regarding  re- 
sponse to  antihypertensives,  antibiotics,  beta  blockers 
and  the  like  can  be  quickly  and  accurately  and  objec- 
tively checked.  Checking  on  response  to  anxiolytics 
or  antidepressants  is  much  more  demanding  of  that 
scarce  commodity,  time. 

The  patient  is  not  to  be  viewed  as  deliberately  mis- 
leading. He  hopes  for  a favorable  response  to  psycho- 
tropic medication,  will  be  usually  content  to  wait  for 
response,  altogether  too  content.  But  if  he  finally  re- 
alizes, as  he  will,  that  continued  anxiety,  anorexia, 
confusion,  anhedonia,  insomnia,  etc.,  is  not  respond- 
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ing  to  his  prescribed  medication,  he  will  covertly  con- 
sult a psychiatrist,  rightly  insisting  on  confidentiality 
but  wrongfully  and  contrary  to  his  health  needs,  slash 
communication  between  psychiatrist  and  primary  phy- 
sician. 

Such  a dilemma  is  not  beyond  resolution.  The  psy- 
chiatrist will  readily  agree  not,  except  in  emergency, 
to  treat  heart  attacks  if  the  family  practitioner/internist 
will  make  the  same  concession  with  regard  to  depres- 
sion or  chronic  anxiety. 

There  is  really  no  point  of  friction.  The  practitioner, 
contacted  by  a patient  suffering  a panic  attack,  knows 
quite  well  what  medications  to  administer  in  an  emer- 
gency situation.  Factually,  we  are  all  adult  physicians 
and  medical  school  graduates.  We  are  well  aware  that 
medical  students’  priorities  are  1)  Medicine,  2)  Sur- 
gery, 3)  Pediatrics,  in  about  that  order. 

The  student  has  limited  access  to  psychiatric  pa- 
tients. It  can  be  factually  stated  that  the  psychiatrist 
has  greater  knowledge  of  general  medicine  than  the 
internist  or  family  practitioner  has  of  psychiatry.  There 
is  nothing  further  to  be  said,  there  is  no  reason  for 
argument. 

What  is  needed  is  better  communication  between 
psychiatry  and  other  related  fields  of  medicine  and  this 
is  never  more  needed  than  in  the  context  of  pain  in 
children,  adolescents  and  young  adults.  A simple  and 
fairly  common  example:  A female  child  or  adolescent 
presents  with  abdominal  pain  and  all  examinations  are 
negative.  The  family  is  interviewed  and  some  gesture 
or  slip  of  the  tongue  leads  the  physician  to  wonder 
about  the  possibility  of  an  incestuous  father/daughter 
relationship  and  resulting  pregnancy  fantasies  on  the 
part  of  the  patient. 

Unheard  of  a decade  ago,  we  often  consider  this  in 
our  differential  diagnosis.  The  writer  is  seldom  lacking 
in  one  or  more  fathers  seeking  “preventive  medicine,’’ 
frankly  admitting  incestuous  cravings  toward  a daugh- 
ter or  adopted  daughter.  While  father  is  treatable  both 
as  natural  and  as  adoptive  father,  the  latter  probably 
should  be  monitored  longer  and  more  frequently  since 
he  has  available  the  defense  of  rationalization,  “After 
all,  I’m  not  the  kid’s  father  and  she  does  parade  half 
naked  around  the  house.” 

Truly,  the  kid  is  not  the  actual  daughter  and  truly, 
she  may  act  in  a seductive  manner  but  also  truly  she 
is  a member  of  the  family  and  it  is  necessary  to  make 
clear  to  the  father  that  rationalization  will  not  protect 
him  from  later  depression  and  family  destruction.  Even 
a trace  of  the  incestuous  fantasy  must  not  be  allowed 
to  remain. 

The  Hyperactive  Child 

The  physician  who  has  once  had  his  office  really 
decimated  by  a hyperactive  child  will  quickly  agree 
that  this  child  presents  a particularly  different  problem. 

continued  on  page  20 
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Aspects  of  Pain 

continued  from  page  22 

Ophthalmoscope  of  the  right  of  him,  stethoscope  of 
the  left  of  him,  volley  and  thunder.  The  immediate 
urge  is  to  administer  swift  physical  punishment,  an 
exercise  which  the  parents  have  already  and  long  since 
learned  is  fruitless. 

Some  pitfalls  in  the  diagnostic  process  do  exist.  The 
fact  that  the  child  may  sit  quietly  in  front  of  a television 
set  for  20  or  30  minutes  does  not  rule  out  a diagnosis 
of  hyperactivity.  It  is  the  writer’s  opinion  that,  in  this 
case,  the  child  is  simply  and  temporarily  substituting 
vicarious  for  personal  physical  excess.  We  are  well 
advised  to  inquire  whether  the  child  changes  channels 
until  selecting  an  action  oriented  presentation  and  to 
ask  the  teacher  whether  the  youngster  makes  A’s  in 
physical  education  but  falls  well  below  expectation  in 
other  subjects. 

Doctor-teacher  consultation  in  person  or  by  phone 
or  letter  is  clearly  desirable.  The  child  is  deserving  of 
psychological  evaluation  to  rule  in  or  out  the  possibility 
of  associated  mental  retardation  and/or  dyslexia.  He 
may  require  the  expertise  of  the  neurologist  and  such 
diagnostic  studies  as  he  might  suggest. 

Because  of  these  childrens’  involuntary  excessive 
activity,  they  are  going  to  be  involved  in  accidents 
and  endure  more  than  the  usual  amount  of  physical 
pain.  Because  of  parents’  and  teachers’  outbursts  of 
impatience  and  because  of  the  disapproval  of  their 
peers,  they  are  subject  to  psychic  discomfort.  It  is  a 
situation  in  which  we  are  obliged  to  witness  three 
dimensions  of  pain  — physical,  psychological  and  psy- 
chosocial. 

At  the  present  time,  hyperactive  children  are  gen- 
erally treated  with  Methylphenidate  (Ritalin).  This  CNS 
stimulant  sometimes  produces  a dramatic  response, 
more  often  a satisfactory  one  and  nearly  always  at  least 
a positive  one.  For  several  decades  we  administered 
stimulants  for  a “reason.”  We  postulated  the  hyper- 
active child  to  be  brain-damaged  in  such  a way  as  to 
limit  his  sensory  intake.  Stimulants  decreased  his  need 
for  the  excessive  activity  required  for  a satisfactory 
relationship  to  his  environment. 

The  physician  is  now  told  by  child  psychiatrists/ 
psychologists  that  this  is  not  true.  This  places  the  phy- 
sician back  into  the  familiar  role  of  not  exactly  know- 
ing why  he  is  prescribing  a medication  or  what  pre- 
cisely the  medication  is  doing.  We  can  comfortably 
accept  this  situation  since  we  are  also  told  that  stim- 
ulants may  be  of  value  to  the  child  showing  learning 
disability  without  hyperactivity. 

The  absence  of  apparent  central  nervous  damage 
came  as  no  surprise  to  the  writer  who,  as  a pediatric 
resident,  performed  a number  of  pneumoencephalo- 
grams (an  unreasonable  number  in  the  view  of  the 
Radiology  Department)  on  hyperactive  children  and 
was  not  able  to  demonstrate  any  instance  of  visible 


anatomical  brain  damage.  Conclusion  on  the  presence 
or  absence  of  pathology  was  not  considered  valid  un- 
less agreed  upon  by  pediatrician,  radiologist  and  neu- 
rologist or  neurosurgeon.  This  is  in  contrast  to  the  same 
studies  and  same  diagnostic  criteria  (and  same  objec- 
tion by  Radiology)  done  with  children  who  clinically 
appeared  retarded;  those  studies  showed  nearly  an  80% 
incidence  of  cerebral  atrophy. 

How  We  Discipline  Our  Children 

Childhood  discipline  is  much  on  the  minds  of  most 
parents.  Are  we  overdoing  it?  Are  we  neglecting  to 
exercise  sufficient  discipline?  Whatever  our  approach, 
it  is  very  important  that  the  child  understand  what  we 
expect  of  him.  What  behavior  will  be  allowed  and 
what  behavior  will  result  in  punishment?  Confused 
ourselves,  inconsistent  ourselves,  we  are  probably 
doing  a poor  job  of  teaching  our  children  what  to 
expect  in  the  event  of  a given  bit  of  misbehavior. 

The  child,  striving  for  some  security  in  an  insecure 
world,  needs  and  deserves  at  least  the  assurance  that 
his  parents  will  react  in  a predictable  way.  The  child 
is  intuitively  aware  that  total  consistency  is  not  possible 
and  it  is  probably  not  desirable.  Parents’  reactions  need 
not  be  totally  immutable.  Complete  predictability  would 
foster  childhood  manipulative  behavior. 

The  once  fairly  predictable  pre-punishment  decla- 
ration, “This  is  going  to  hurt  me  more  than  it  is  you” 
has  vanished.  We  assume  today’s  child  to  be  too  so- 
phisticated to  believe  this.  So  was  yesterday’s  child. 
“How  to”  articles  have  forbidden  us  to  admit  anger 
prior  to  punishment  or  so  it  seems. 

Why  in  the  world  should  we  not  admit  anger  as  a 
stimulus  to  the  delivery  of  punishment?  The  parent 
who  punishes  in  a good  humor  must  be  sadistic.  We 
would  best  serve  our  children  by  establishing  guide- 
lines of  “informed  non-consent.”  The  “How  to”  peo- 
ple should  not  be  allowed  to  shame  us.  It  is  difficult 
to  find  anything  basically  wrong  with  age/stage  ap- 
propriate punishment.  Except  that  it  is  currently  un- 
popular. 

What  has  become  popular  is  to  polarize  ourselves, 
in  both  an  intra-parental  and  inter-parental  way.  On 
the  one  end  of  the  continuum  we  have  the  discipline 
of  abuse.  On  the  other,  the  discipline  of  restriction. 

The  Discipline  of  Child  Abuse 

During  the  past  several  years  we  have  been  often 
profoundly  shocked  by  revelations  of  the  extent  of 
several  physical  (often  physical/sexual)  punishment  of 
which  parents  are  capable.  This  abuse  varies  in  extent 
from  clearly  excessive  to  mutilation  to  murder.  We 
wonder  what  the  future  holds  and  we  wonder  how  we 
have  arrived  at  our  present  state. 

Wonder  represents  a state  of  non-productive  paral- 
ysis. We  do  not  have  all  the  answers  but  we  have  some 
clues  which  we  are  reluctant  to  recognize.  For  quite 


20  / Alabama  Medicine,  The  Journal  of  MAS  A 


some  years  now,  fathers  have  preached,  with  mothers’ 
implicit  or  explicit  approval,  the  doctrine  of  “manli- 
ness.” Manliness  is  not  to  be  confused  with  the  de- 
sirable state  of  manhood.  The  doctrine  of  “manliness” 
dictates  that  the  second-grade  football  player  ignore 
as  quickly  as  possible  a mild  concussion  and  return  to 
the  field  of  play. 

A greenstick  fracture  of  the  fibula  is  no  excuse  for 
missing  practice,  especially  if  it  involves  only  the  left 
leg.  When  basketball  season  arrives,  a case  of  flu  and 
a temperature  of  103  degrees  must  not  prevent  the 
team’s  leading  scorer  from  participation. 

As  age  increases,  demands  on  the  manliness  of  the 
individual  accelerates.  The  college  athlete  receives  ac- 
colades when  the  television  announcer  reveals  that  (in 
a fit  of  manliness)  he  has  left  the  infirmary  on  game 
day  to  participate  in  what  always  seems  to  be  a “bit- 
ter” or  a “traditional”  rivalry.  If  it  were  neither,  it 
would  not  be  on  television.  “Must”  games  also  are 
popular  on  television;  “must  what”  is  left  to  the  imag- 
ination of  the  viewer. 

The  above  comments  should  not  be  interpreted  as 
a condemnation  of  amateur  sports.  The  writer  is  among 


those  who  feel  that  sports  do  build  character.  As  adults, 
we  all,  at  times,  must  perform  with  pain  or  physical 
illness  or  exhaustion.  It  is  necessary  that  the  child  learn 
and  experience  this  in  the  process  of  becoming  an 
adult. 

It  is  not  necessary  that  he  do  so  at  the  risk  of  pro- 
longed or  permanent  injury.  It  is  definitely  not  nec- 
essary that  he  do  so  in  order  to  inflate  a parental  ego. 
The  volunteer  grammar  school  coach  serves  out  of  his 
love  for  sports  and  affection  for  his  young  athletes. 
Beyond  the  high  school  level,  sports  are  business.  This 
is  the  case  and  will  remain  so,  whatever  the  fantasies 
of  well  intended  University  Presidents. 

Much  of  what  we  have  been  discussing  is  essentially 
the  psychopathology  of  everyday  life  and  may  be  ap- 
plied to  academic  as  well  as  athletic  achievements, 
depending  on  the  bent  of  the  family.  In  either  case, 
the  child  may  be  asked  to  perform  above  his  capabil- 
ities. This  in  itself  is  not  evil.  There  is  nothing  wrong 
with  “reaching  for  the  moon.”  The  family  may  make 
it  evil  by  demanding  nothing  short  of  perfection.  Par- 
ents should  remember  that  manliness  and  cowardice 
are  not  antonyms. 
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Neither  is  brilliance  opposed  to  stupidity  since  most 
children  are  average  or  normal  in  intelligence.  What 
may  be  evil  is  our  failure  to  teach  the  work  ethic,  an 
ethic  taught  primarily  by  example.  Parents  who  phone 
in  sick  may  fool  the  boss  but  not  the  child. 

Discipline  by  Restrictions 

Advances  in  communication,  particularly  televi- 
sion, have  led  many  parents  toward  the  seemingly 
humane  disciplinary  use  of  restrictions.  Since  one  or 
more  television  sets  exist  in  nearly  every  household, 
audiovisual  deprivation  has  broad  appeal  across  the 
socioeconomic  spectrum. 

Whatever  the  nature  of  a restriction,  its  primary 
worth  lies  in  the  convenience  of  expressing  our  love 
and  concern  for  our  children  while  permitting  us  the 
luxury  of  pursuing  our  own  pleasures  free  of  the  burden 
of  prolonged  explanation  or  give  and  take  discussion 
with  the  children.  We  fancy  that  we  are  correcting  bad 
habits  without  inflicting  physical  punishment;  this  is 
usually  only  half  right,  the  latter  half. 

The  wish  that  our  child  should  “have  it  better  than 
us”  is  both  universal  and  timeless  and  reassuring  in 
that  we  draw  from  it  a realization  that  we  do  love  our 
children.  It  is  also  a wish  that  has  probably  started 
more  wars  than  any  other  basic  drive.  The  German 
child  needed  “Lebensraum”  (space  for  living)  and  this 
produced  two  World  Wars. 

The  American,  and  more  recently  the  Polish  child, 
discovered  the  right  of  peaceful  demonstration  and 
unionization  and  this  has  produced  bloodshed.  The 
Soviet  child  deserves,  we  assume,  the  world  and  the 
outcome  of  this  is  not  yet  decided.  The  list  of  past 
examples  and  future  possibilities  is  limitless.  Our  striv- 
ings for  our  childrens’  well  being  is  both  as  sincere  as 
it  is  often  senseless. 

Typically,  we  may  discontinue  our  child’s  access  to 
television  and  banish  him  to  his  room  for  one  or  two 
study  hours  because  of  his  failure  to  live  up  to  our 
expected  academic  standards.  We  don’t  usually  check 
to  see  whether  our  child  is  actually  studying  or,  in 
reality,  daydreaming.  We  don’t  want  to  know  because 
we  don’t  want  to  face  the  immediate  need  for  a change 
in  disciplinary  approach.  We  have  had  a long  and  hard 
day  and  are  exhausted.  We  don’t  consider  whether  the 
same  might  be  true  of  our  child. 

In  coming  to  terms  with  our  school  age  children, 
we  tend  to  ignore  that  ultimate  expert,  the  teacher.  We 
do  this  for  any  number  of  reasons:  1)  Teacher  is  black/ 
white,  our  children  are  white/black  and  the  teacher  is 
obviously  prejudiced;  this  clearly  is  nonsense  and  our 
children  will  be  the  first  to  say  so  but  we  don’t  consult 
a child  on  a “clear  cut”  issue  of  this  sort. 

Racism  embraces  all  persons  of  all  races  and  is 
prevalent  at  all  socioeconomic  levels.  Whites  literally 
or  figuratively  don  the  white  robe,  an  original  export 


of  Pulaski,  Tennessee.  Blacks  march  in  anticipation 
of  marches  or  in  retaliation  for  marches. 

This  seems  unbelievable  but  look  at  the  newspapers. 
Neither  Pulaski  nor  the  South  invented  prejudice  and 
we  all  know  this.  But  we  somehow  fail  to  realize  the 
negative  effects  of  our  attitudes  and  actions  as  it  applies 
to  our  children.  It  must  surely  perplex  our  teachers  as 
to  why  parents  are  such  blockheads. 

But  the  teacher  must  also  be  mindful  of  the  fact  that 
he/she  was  aware  of  that  before  choosing  the  teaching 
profession.  1)  There  was  full  understanding  that  this 
was  not  the  simplest  or  best  paid  of  jobs.  2)  We  do 
not  feel  it  necessary  to  consult  teachers  or  anyone  else. 
We  can  handle  family  problems  within  the  family  and 
without  outside  interference.  Often  we  can,  sometimes 
not.  3)  The  teacher  may  suggest  psychological  testing 
or  even  therapy  for  the  child.  Parents  may  see  this  as 
insulting,  or  they  may  have  reluctantly  anticipated  it. 
Anyway,  they  could  not  possibly  afford  therapy.  A 
more  cogent  issue  is  whether  they  can  afford  to  deny 
the  child  that  which  is  necessary  and  often  urgent. 
Reasons  4 through  100  could  be  discussed  but  enough 
seems  enough. 

The  actual  paradox  of  restrictive  discipline  is  ob- 
vious. The  child  who  accepts  and  adheres  to  restric- 
tions probably  never  needed  them.  A one-to-one  dis- 
cussion would  have  been  sufficient.  The  child  in  need 
of  restrictive  discipline  is  a manipulator  and  will,  in 
one  way  or  another,  negate  the  effectiveness  of  re- 
strictions and  will  neither  learn  nor  gain  from  this 
discipline. 

The  Adolescent  Experience 

The  word  which  seems  to  come  to  mind  to  both 
parents  and  physicians  examing  the  thoughts,  behav- 
ior, physical  size  and  appearance  of  adolescents  is 
turbulence.  We  try  and  will  continue  to  try  to  under- 
stand the  dynamics  of  continuous  physical  and  emo- 
tional change.  We  try  to  understand  by  isolating  and 
studying  isolated  changes  and  we  try  a more  Gestalt 
view  and  we  are  not  entirely  satisfied  with  either  ap- 
proach. 

The  charm  and  mystique  of  the  adolescent  lies  pre- 
cisely in  his/her  lack  of  predictability.  We  will  con- 
tinue to  pursue  answers  and  we  will  find  some  but  the 
adolescent  is,  in  a sense,  much  like  a virus  which 
mutates  a step  or  two  ahead  of  our  ability  to  keep  pace. 

The  male  child  may  at,  say,  age  sixteen,  be  six  feet, 
four  inches  and  two  hundred  pounds  or  five  feet,  one 
inch  and  eighty  pounds.  At  either  extreme,  he  may  be 
the  object  of  crude  jokes  delivered  by  his  peers  in  the 
normal  range  of  height/weight.  The  well  adjusted  ad- 
olescent at  either  extreme  will  not  be  much  bothered 
by  disparaging  peer  comment.  He  has  been  taught  and 
understands  about  heredity  and  hormones. 

continued  on  page  27 
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To  showyou  how  many 
hypertensives  stayed  on 

INDERAE  LA 

(PROPRANOLOL  HCl) 

after  a major  nationwide  trial... 


60,073 patients  (90%)  who  started  on 
INDERAL  LA  stayed  on  INDERAL  LAI 


Surprising?  Not  really. 

Because  most  patients  on  INDERAL  LA  (propranolol  HC1)  don't  even  know 
it's  working. 

A recent  double-blind,  placebo-controlled,  crossover  study  in  138  hyper- 
tensive patients2  revealed  that  INDERAL  LA  has  a side  effects  profile 
unsurpassed  by  atenolol  or  metoprolol  — which  shows  how  well-tolerated 
once-daily  INDERAL  LA  can  be. 


Sole  therapy  or  concomitant  therapy? 

Fifty-nine  percent  of  the  time,  INDERAL  LA  stood  on  its  own. 


The  patients  in  the  nationwide  compliance  trial  were  no  different  from  yours. 
Generally  when  the  antihypertensive  regimen  is  complicated,  compliance 
may  become  a problem.  So,  the  effectiveness  of  INDERAL  LA  as  once-daily 
monotherapy  is  a big  plus.  Of  the  remaining  hypertensives  in  the  program, 
36%  were  treated  merely  with  the  addition  of  a diuretic  to  INDERAL  LA. 


For  the  noncompliant  patients  in  your  practice,  INDERAL  LA  may 
well  be  the  answer. 

Almost  20,000  of  the  patients  in  the  nationwide  compliance  trial  were  identi- 
fied as  having  been  noncompliant  with  their  previous  antihypertensive 
therapy.  Their  physicians  reported  that  88%  showed  improved  compliance 
when  placed  on  once-daily  INDERAL  LA. 


Control,  comfort,  and  compliance 


m UNCt-UAILY 

INDERAL  LA 


ONCE-DAILY 


LONG  ACTING 
CAPSULES 


Like  conventional  INDERAL  Tablets,  INDERAL  LA  should  not  be  used 
in  the  presence  of  congestive  heart  failure,  sinus  bradycardia,  cardio- 
genic shock,  heart  block  greater  than  first  degree,  and  bronchial  asthma 


'After  a 30-day  trial  with  INDERAL  LA,  physicians  reported  that  90% 
of  the  patients  would  remain  on  INDERAL  LA 


The  one  you  know  be 
keeps  looking  better  1 


The  one  you  know  best  keeps  looking  better 


BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION  SEE  PACKAGE  CIRCULAR  ) 

INDERAL*  LA  brand  of  propranolol  hydrochloride  (Long  Acting  Capsules) 

DESCRIPTION.  INDERAL  LA  is  formulated  fo  provide  a sustained  release  of  propranolol 
hydrochloride  INDERAL  LA  is  available  as  60  mg,  80  mg.  120  mg,  and  160  mg  capsules 

CLINICAL  PHARMACOLOGY.  INDERAL  is  a nonseleclive,  beta-adrenergic  receptor- 
blocking agent  possessing  no  other  autonomic  nervous  system  activity  It  specifically  com- 
petes with  beta-adrenergic  receptor-stimulating  agents  for  available  receptor  sites  When 
access  to  beta-receptor  sites  is  blocked  by  INDERAL.  Ihe  chronotropic,  inotropic  and  vasodi- 
lator responses  to  beta-adrenergic  stimulation  are  decreased  proportionately 

INDERAL  LA  Capsules  (60  80  120  and  160  mg  (release  propranolol  HCI  at  a controlled  and 
predictable  rate  Peak  blood  levels  following  dosing  with  INDERAL  LA  occur  at  about  6 hours 
and  the  apparent  plasma  half-life  is  about  10  hours  When  measured  at  sleady  state  over  a 
24-hour  period  the  areas  under  the  propranolol  plasma  concentration-time  curve  (AUCs)  for 
Ihe  capsules  are  approximately  60%  to  65%  of  the  AUCs  for  a comparable  divided  daily  dose 
ol  INDERAL  Tablets  The  lower  AUCs  tor  the  capsules  are  due  fo  greater  hepatic  metabolism  of 
propranolol,  resulting  from  the  slower  rate  of  absorption  of  propranolol  Over  a twenty-four  (24) 
hour  period,  blood  levels  are  fairly  constant  for  about  twelve  (12)  hours  then  decline  exponen- 
tially 

INDERAL  LA  should  not  be  considered  a simple  mg-for-mg  substitute  for  conventional 
propranolol  and  the  blood  levels  achieved  do  not  match  (are  lower  than)  those  of  two  to  four 
limes  daily  dosing  with  the  same  dose  When  changing  to  INDERAL  LA  from  conventional 
propranolol,  a possible  need  for  retitration  upwards  should  be  considered  especially  fo  main- 
tain effectiveness  at  the  end  of  the  dosing  interval  In  most  clinical  settings,  however,  such  as 
hypertension  or  angina  where  there  is  little  correlation  between  plasma  levels  and  clinical 
effect,  INDERAL  LA  has  been  therapeutically  equivalent  to  the  same  mg  dose  of  conventional 
INDERAL  as  assessed  by  24-hour  effects  on  blood  pressure  and  on  24-hour  exercise  re- 
sponses of  heart  rate,  systolic  pressure  and  rate  pressure  product  INDERAL  LA  can  provide 
effective  beta  blockade  for  a 24-hour  period 

INDICATIONS  AND  USAGE.  Hypertension:  INDERAL  LA  is  indicated  in  the  manage- 
ment of  hypertension,  it  may  be  used  alone  or  used  in  combination  with  other  antihypertensive 
agents  particularly  a Ihiazide  diuretic  INDERAL  LA  is  not  indicated  in  the  management  of 
hypertensive  emergencies 

Angina  Pectoris  Due  to  Coronary  Atherosclerosis:  NDERAL  LA  is  indicated  for  the 
long-term  management  of  patients  with  angina  pectoris 

Migraine:  INDERAL  LA  is  indicated  for  the  prophylaxis  of  common  migraine  headache 
The  efficacy  of  propranolol  in  the  treatment  of  a migraine  attack  that  has  started  has  not  been 
established  and  propranolol  is  not  indicated  for  such  use 

Hypertrophic  Subaortic  Stenosis:  INDERAL  LA  is  useful  in  the  management  of  hyper- 
trophic subaortic  stenosis,  especially  for  treatment  of  exertional  or  other  stress-induced 
angina,  palpitations  and  syncope  INDERAL  LA  also  improves  exercise  performance  The 
effectiveness  of  propranolol  hydrochloride  in  this  disease  appears  to  be  due  to  a reduction  of 
the  elevated  outflow  pressure  gradient  which  is  exacerbated  by  beta-receptor  stimulation 
Clinical  improvement  may  be  temporary 

CONTRAINDICATIONS.  INDERAL  is  contraindicated  in  1)  cardiogenic  shock,  2)  sinus 
bradycardia  and  greater  than  first-degree 
block.  3)  bronchial  asthma.  4)  congestive  heart 
failure  (see  WARNINGS)  unless  the  failure  is 
secondary  to  a tachyarrhythmia  treatable  with 
INDERAL 

WARNINGS.  CARDIAC  FAILURE  Sympa- 
thetic stimulation  may  be  a vital  component 
supporting  circulatory  function  in  patients  with 
congestive  heart  failure,  and  its  inhibition  by 
beta  blockade  may  precipitate  more  severe 
failure  Although  beta  blockers  should  be 
avoided  in  overt  congestive  heart  failure,  if  nec- 
essary. they  can  be  used  with  close  follow-up  in 
patients  with  a history  of  failure  who  are  well 
compensated  and  are  receiving  digitalis  and 
diuretics  Beta-adrenergic  blocking  agents  do  not  abolish  the  inotropic  action  of  digitalis  on 
heart  muscle 

IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE,  continued  use  of  beta  blockers 
can,  in  some  cases,  lead  to  cardiac  failure  Therefore,  at  the  first  sign  or  symptom  of  heart 
failure,  the  patient  should  be  digitalized  and/or  treated  with  diuretics,  and  the  response 
observed  closely,  or  INDERAL  should  be  discontinued  (gradually,  if  possible) 


IN  PATIENTS  WITH  ANGINA  PECTORIS,  there  have  been  reports  of  exacerbation  of 
angina  and,  in  some  cases,  myocardial  infarction,  following  abrupt  discontinuance  of 
INDERAL  therapy  Therefore,  when  discontinuance  of  INDERAL  is  planned,  the  dosage 
should  be  gradually  reduced  over  at  least  a few  weeks,  and  the  patient  should  be 
cautioned  against  interruption  or  cessation  of  therapy  without  Ihe  physician's  advice  If 
INDERAL  therapy  is  interrupted  and  exacerbation  of  angina  occurs,  it  usually  is  advisable 
to  reinstitute  INDERAL  therapy  and  take  other  measures  appropriate  for  the  management 
of  unstable  angina  pectoris  Since  coronary  artery  disease  may  be  unrecognized,  it  may 
be  prudent  to  follow  the  above  advice  in  patients  considered  at  risk  of  having  occult 
atherosclerotic  heart  disease  who  are  given  propranolol  for  other  indications 


Nonallergic  Bronchospasm  (eg,  chronic  bronchitis,  emphysema)  PATIENTS 
WITH  BRONCHOSPASTIC  DISEASES  SHOULD  IN  GENERAL  NOT  RECEIVE  BETA 
BLOCKERS  INDERAL  should  be  administered  with  caution  since  it  may  block  bronchodilation 
produced  by  endogenous  and  exogenous  catecholamine  stimulation  of  beta  receptors 
MAJOR  SURGERY  The  necessity  or  desirability  of  withdrawal  of  beta-blocking  therapy  prior 
to  maior  surgery  is  controversial  It  should  be  noted,  however,  that  the  impaired  ability  of  the 
heart  to  respond  to  reflex  adrenergic  stimuli  may  augment  Ihe  risks  of  general  anesthesia  and 
surgical  procedures 

INDERAL  (propranolol  HCI),  like  other  beta  blockers,  is  a competitive  inhibitor  of  beta-recep- 
tor agonists  and  its  effects  can  be  reversed  by  administration  of  such  agents,  eg,  dobutamine 
or  isoproterenol  However,  such  patients  may  be  subiect  to  protracted  severe  hypotension 
Difficulty  in  starting  and  maintaining  the  heartbeat  has  also  been  reported  with  beta  blockers 
DIABETES  AND  HYPOGLYCEMIA  Beta  blockers  should  be  used  with  caution  in  diabetic 
patients  if  a beta-blocking  agent  is  required  Beta  blockers  may  mask  tachycardia  occurring 
with  hypoglycemia,  but  other  manifestations  such  as  dizziness  and  sweating  may  not  be 
significantly  affected  Following  insulin-induced  hypoglycemia,  propranolol  may  cause  a delay 
in  the  recovery  of  blood  glucose  to  normal  levels 
THYROTOXICOSIS  Beta  blockade  may  mask  certain  clinical  signs  of  hyperthyroidism 
Therefore,  abrupt  withdrawal  of  propranolol  may  be  followed  by  an  exacerbation  of  symptoms 
of  hyperthyroidism,  including  thyroid  storm  Propranolol  may  change  thyroid  function  tests, 
increasing  T4  and  reverse  T3.  and  decreasing  T3 
IN  PATIENTS  WITH  WOLFF-PARKINSON-WHITE  SYNDROME,  several  cases  have  been 
reported  in  which,  after  propranolol,  the  tachycardia  was  replaced  by  a severe  bradycardia 
requiring  a demand  pacemaker  In  one  case,  this  resulted  after  an  initial  dose  of  5 mg 
propranolol 


be  told  that  INDERAL  may  interfere  with  the  glaucoma  screening  test  Withdrawal  may  lead  to  a 
return  of  increased  intraocular  pressure 

CLINICAL  LABORATORY  TESTS  Elevated  blood  urea  levels  in  patients  with  severe  hearl 
disease,  elevated  serum  transaminase,  alkaline  phosphatase,  lactate  dehydrogenase 
DRUG  INTERACTIONS  Patients  receiving  catecholamine-depleting  drugs  such  as  reser- 
pme  should  be  closely  observed  if  INDERAL  is  administered  The  added  catecholamine- 
blocking  action  may  produce  an  excessive  reduction  of  resting  sympathetic  nervous  activity 
which  may  result  in  hypotension,  marked  bradycardia,  vertigo,  syncopal  affacks.  or  orthostatic 
hypotension 

Caution  should  be  exercised  when  patients  receiving  a bela  blocker  are  administered  a 
calcium-channel-blocking  drug,  especially  intravenous  verapamil,  for  both  agents  may  de- 
press myocardial  contractility  or  atrioventricular  conduction  On  rare  occasions,  the  concomi- 
tant intravenous  use  of  a beta  blocker  and  verapamil  has  resulted  in  serious  adverse  reactions 
especially  in  patients  with  severe  cardiomyopathy,  congestive  heart  failure  or  recent  myocar- 
dial infarction 

Aluminum  hydroxide  gel  greatly  reduces  intestinal  absorption  of  propranolol 
Ethanol  slows  the  rate  of  absorption  of  propranolol 
Phenytom , phenobarbilone,  and  rifampin  accelerate  propranolol  clearance 
Chlorpromazme.  when  used  concomitantly  with  propranolol,  results  in  increased  plasma 
levels  of  both  drugs 

Antipyrine  and  lidocame  have  reduced  clearance  when  used  concomitantly  with 
propranolol 

Thyroxine  may  result  in  a lower  than  expected  T3  concentration  when  used  concomitantly 
with  propranolol 

Cimetidme  decreases  the  hepatic  metabolism  of  propranolol,  delaying  elimination  and 
increasing  blood  levels 

Theophylline  clearance  is  reduced  when  used  concomitantly  with  propranolol 
CARCINOGENESIS,  MUTAGENESIS,  IMPAIRMENT  OF  FERTILITY  Long-term  studies  in 
animals  have  been  conducted  to  evaluate  toxic  effects  and  carcinogenic  potential  In  18- 
month  studies  in  both  rats  and  mice,  employing  doses  up  to  150  mg/kg/day,  there  was  no 
evidence  of  significant  drug-induced  toxicity  There  were  no  drug-related  tumorigemc  effects 
at  any  of  the  dosage  levels  Reproductive  studies  in  animals  did  not  show  any  impairment  of 
fertility  that  was  attributable  to  the  drug 

PREGNANCY  Pregnancy  Category  C INDERAL  has  been  shown  to  be  embryotoxic  in 
animal  studies  at  doses  about  10  times  greater  than  the  maximum  recommended  human  dose 
There  are  no  adequate  and  well-controlled  studies  in  pregnant  women  INDERAL  should  be 
used  during  pregnancy  only  it  the  potential  benefit  justifies  the  potential  risk  to  the  fetus 
NURSING  MOTHERS  INDERAL  is  excreted  in  human  milk  Caution  should  be  exercised 
when  INDERAL  (propranolol  HCI)  is  administered  to  a nursing  woman 
PEDIATRIC  USE  Safety  and  effectiveness  in  children  have  not  been  established 

ADVERSE  REACTIONS.  Most  adverse  effects  have  been  mild  and  transient  and  have  rarely 
required  the  withdrawal  of  therapy 

Cardiovascular  Bradycardia,  congestive  heart  failure,  intensification  of  AV  block,  hypoten- 
sion, paresthesia  of  hands,  thrombocytopenic  purpura,  arterial  insufficiency,  usually  of  the 
Raynaud  type 

Central  Nervous  System  Light-headedness,  mental  depression  manifested  by  insomnia, 
lassitude,  weakness,  fatigue,  reversible  mental  depression  progressing  to  catatonia,  visual 
disturbances,  hallucinations,  vivid  dreams,  an  acute  reversible  syndrome  characterized  by 

disorientation  for  time  and  place,  short-term 
memory  loss,  emotional  lability,  slightly 
clouded  sensorium.  and  decreased  perfor- 
mance on  neuropsychometrics  For  immediate 
formulations,  fatigue,  lethargy  and  vivid 
dreams  appear  dose  related 
Gastrointestinal  Nausea,  vomiting,  epigas- 
tric distress,  abdominal  cramping,  diarrhea, 
constipation,  mesenteric  arterial  thrombosis, 
ischemic  colitis 

Allergic  Pharyngitis  and  agranulocytosis, 
erythematous  rash,  fever  combined  with  ach- 
ing and  sore  throat,  laryngospasm  and  respira- 
tory distress 

Respiratory  Bronchospasm 
Hematologic  Agranulocytosis,  nonthrombocytopenic  purpura,  thrombocytopenic  purpura 
Auto-Immune  In  extremely  rare  instances,  systemic  lupus  erythematosus  has  been 
reported 

Miscellaneous  Alopecia,  LE-like  reactions,  psoriasiform  rashes,  dry  eyes,  male  impotence 
and  Peyronie's  disease  have  been  reported  rarely  Oculomucocutaneous  reactions  involving 
the  skin,  serous  membranes  and  coniunctivae  reported  for  a beta  blocker  (practolol)  have  not 
been  associated  with  propranolol 

DOSAGE  AND  ADMINISTRATION.  INDERAL  LA  provides  propranolol  hydrochloride  in  a 
sustained-release  capsule  for  administration  once  daily  If  patients  are  switched  from  INDERAL 
Tablets  to  INDERAL  LA  Capsules,  care  should  be  taken  to  assure  that  the  desired  therapeutic 
effect  is  maintained  INDERAL  LA  should  not  be  considered  a simple  mg-for-mg  substitute  for 
INDERAL  INDERAL  LA  has  different  kinetics  and  produces  lower  blood  levels  Retitration  may 
be  necessary,  especially  to  maintain  effectiveness  at  the  end  of  the  24-hour  dosing  interval 
HYPERTENSION  — Dosage  must  be  individualized  The  usual  initial  dosage  is  80  mg 
INDERAL  LA  once  daily,  whether  used  alone  or  added  to  a diuretic  The  dosage  may  be 
increased  to  120  mg  once  daily  or  higher  until  adequate  blood-pressure  control  is  achieved 
The  usual  maintenance  dosage  is  120  to  160  mg  once  daily  In  some  instances  a dosage  of  640 
mg  may  be  required  The  time  needed  for  full  hypertensive  response  to  a given  dosage  is 
variable  and  may  range  from  a few  days  to  several  weeks 
ANGINA  PECTORIS  — Dosage  must  be  individualized  Starting  with  80  mg  INDERAL  LA 
once  daily,  dosage  should  be  gradually  Increased  at  three-  to  seven-day  intervals  until  optimal 
response  is  obtained  Although  individual  patients  may  respond  at  any  dosage  level,  the 
average  optimal  dosage  appears  to  be  160  mg  once  daily  In  angina  pectoris,  the  value  and 
safety  of  dosage  exceeding  320  mg  per  day  have  not  been  established 
If  treatment  is  to  be  discontinued,  reduce  dosage  gradually  over  a period  of  a few  weeks  (see 
WARNINGS) 

MIGRAINE  — Dosage  must  be  individualized  The  initial  oral  dose  is  80  mg  INDERAL  LA 
once  daily  The  usual  effective  dose  range  is  160-240  mg  once  daily  The  dosage  may  be 
increased  gradually  to  achieve  optimal  migraine  prophylaxis  If  a satisfactory  response  is  not 
obtained  within  four  to  six  weeks  after  reaching  the  maximal  dose,  INDERAL  LA  therapy  should 
be  discontinued  It  may  be  advisable  to  withdraw  the  drug  gradually  over  a period  of  several 
wsgks 

HYPERTROPHIC  SUBAORTIC  STENOSIS  - 80-160  mg  INDERAL  LA  once  daily 
PEDIATRIC  DOSAGE  — At  this  time  the  data  on  the  use  of  the  drug  in  this  age  group  are  too 
limited  to  permit  adequate  directions  for  use 
*The  appearance  of  these  capsules  is  a registered  trademark  of  Ayerst  Laboratories 


REFERENCES: 

1.  INDERAL  LA  National  Compliance  Evaluation  Program  Data  on  file,  Ayerst  Laboratories 

2.  Ravid  M,  Lang  R,  Jutrin  I The  relative  antihypertensive  potency  of  propranolol,  oxprenolol 
atenolol,  and  metoprolol  given  once  daily  Arch  Intern  Med  1985  145  1321-1323 

R 7119  587 


ONC  E-DAILY 

INDERAL  LA 

(PROPRANOLOL  HCI) 


LONG  ACTING  CAPSULES 


60  mg  80  mg  120  mg  160  mg 


1 


cm 

LA  I2D 

"5 

3 


Cm* 

LAI 


PRECAUTIONS.  GENERAL  Propranolol  should  be  used  with  caution  in  patients  with  im- 
paired hepatic  or  renal  function,  INDERAL  (propranolol  HCI)  is  not  indicated  for  the  treatment  of 
hypertensive  emergencies 

Beta-adrenoreceptor  blockade  can  cause  reduction  of  intraocular  pressure  Patients  should 
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Aspects  of  Pain 

continued  from  page  18 

The  female  child  who  shows  marked  breast  devel- 
opment at  age  eleven,  twelve,  or  thirteen  is  vulnerable, 
as  is  the  child  of  sixteen  who  shows  little  such  de- 
velopment. While  parents  may  not  approve  of  their 
children’s  T-shirt,  e.g.,  “Flat  is  beautiful,”  they  will 
usually  understand  that  they  are  seeing  evidence  of  the 
adult-equivalent  of  adjustment. 

A concern  of  parents  and  physicians  are  those 
youngsters  who  cannot  cope  without  support  of  excess 
alcohol  or  street  drugs.  So  much  has  been  written  and 
so  much  will  continue  to  be  written/repeated  that  there 
is  no  need  for  comment.  The  real  need  for  comment 
is  in  response  to  journal,  newspaper  and  television  ads 
which  both  provoke  the  parents’  feelings  of  guilt  and 
promise  to  transfer  that  burden  to  the  shoulders  of 
“experts”  whose  qualifications  are  never  described  in 
detail. 

The  thrust  of  the  message  is  that  for  four  to  six 
weeks  of  “treatment,”  i.e.,  ten  to  fifteen  thousand 
dollars  and  rising,  the  erring  offspring  will  be  returned 
with  a guarantee  that  they  will  have  received  group 
therapy,  occupational  therapy,  recreational  therapy, 
and  will  return,  having  taken  no  drugs.  There  is  no 
post-graduate  guarantee.  How  much  longer  insurance 
carriers  will  abide  being  bilked  is  not  predictable. 

The  fact  is  that  few  young  persons  are  specifically 
addicted  to  anything  at  all  but  have  experimented  widely 
with  a variety  of  street  drugs  varying  from  Diazepam 
to  Cocaine.  Given  the  will  to  depart  from  drugs  and 
given  an  adequate  support  system  from  family  and 
competent  outpatient  care  by  a physician  and  staff  who 
know  what  they  are  doing  and  why,  the  young  person 
can  easily,  quite  surprisingly  easily,  facilitate  with 
minimum  expense,  a drug  departure. 

Departure  sounds  not  nearly  as  dramatic  as  “with- 
drawal” although  it  is  a more  accurate  description.  It 
is  amazing  that  the  insurance  carriers  remain  highly 
supportive  of  inpatient  care  while  dramatically  reduc- 
ing outlay  for  outpatient  care  of  any  sort,  much  less 
drug  withdrawal.  Whether  this  is  a result  of  what  would 
necessarily  be  both  ignorance  and  stupidity  on  the  part 
of  insurance  companies  or  of  political  and  financial 
blandishments  emanating  from  the  privately  owned 
and  operated  hospital  companies  remains  a matter  of 
judgement. 

Assuming  any  further  reference  to  health  care  serv- 
ices surfaces,  such  business/money  oriented  organi- 
zations will  be  referred  to  as  the  “Company.” 

The  Company,  if  located  near  a Medical  Center, 
may  graciously  allow  medical  students  and  residents 
to  roam  its  halls  and  sharpen  their  wits  in  the  art  of 
money  making.  The  Company  may  incidently  teach  a 
student  or  resident  something.  Any  exposure  to  pa- 
tients and  practicing  physicians  will  obviously  do  that. 


The  Company  is  not  very  likely  to  drain  from  its  own 
profits  the  necessary  money  to  train  a resident  in  the 
absence  of  assurance  that  the  resident  is  Company- 
beholden. 

The  young  or  older  physician  is  welcomed  and  gen- 
erously rewarded  insofar  as  he/she  contributes  to  the 
profits  of  the  Company.  The  academic  physician,  care- 
ful to  affront  no  one,  is  prone  to  use  the  word  “in- 
terface” in  reference  to  the  Company/Medical  School 
relationships.  This  is  a convenient  way  of  saying  noth- 
ing and  offending  no  one  and  abdicating  responsibility. 

What  has  this  to  do  with  patient/pain?  Nothing  ex- 
cept for  the  fact  that  the  patient  and  parents  are  victims 
caught  in  between.  Parents  who  have  contributed  ten 
to  fifteen  thousand  dollars  to  the  Company  for  reha- 
bilitation of  their  adolescent  child  only  to  have  him 
return  as  arrogant,  dependent  or  histronic,  as  before, 
bear  witness  that  the  Company  has  relieved  no  pain. 
It  has  subjected  both  parents  and  the  child  to  a painful 
sacrifice  of  money,  often  money  set  aside  for  the  child’s 
college  education.  The  parents  are  reluctant  to  con- 
demn even  in  knowledge  of  the  damnable.  They  were 
taught,  as  we  all  were,  that  more  money  buys  better 
goods  and  services,  e.g.,  a Lincoln  must  be  better  than 
a Yugo.  This  is  only  partially  true  in  medicine  in  that 
it  fails  to  recognize  that  essential,  responsibility. 

The  physician  is  as  human  as  an  architect  and  as 
prone  to  error.  But  the  architect  has  no  oath  to  explain 
a failure  to  please.  He  may  rightly  say  that  he  has  done 
his  best  and  if  his  best  is  not  pleasing  to  his  client,  he 
is  sorry.  But  his  fee  remains  the  same.  The  physician 
should  have  more  obligation  but  no  so  much  more  as 
the  law  seems  to  encourage. 

The  physician  has  an  oath  not  to  take  financial  ad- 
vantage of  his  patient.  This  is  a good  oath  and  one 
which  should  apply  to  farmer,  manufacturer,  lawyer, 
everyone  including  the  Company.  For  reasons  prob- 
ably as  obscure  to  Judge  and  Jury  as  to  doctor  and 
patient,  the  physician  is  not  allowed  error,  not  his  or 
anyone  else’s  — not  errors  of  the  parents,  teachers, 
uncles  and  aunts,  siblings,  peers  or,  in  the  case  of  the 
obstetrician,  genes. 

The  End  Result 

The  final  result  of  infancy,  childhood  and  adoles- 
cence is  the  adult.  It  is  the  adult  who  we  usually  see 
presenting  for  “repair.”  Today’s  adult  will  have  read 
of  psychiatric  illness,  perhaps  extensively.  He  will 
have  been  the  dubious  beneficiary  of  television  dis- 
cussions and  may  well  have  also  studied  the  Physi- 
cian’s Desk  Reference  and  learned  from  other  sources. 
He  may  have  formulated  his  own  “cure”  and  view 
the  physician  as  but  an  agent  in  the  service  of  his 
already  contemplated  transformation.  This  is  not  at  all 
an  exclusive  psychiatric  experience.  The  internist  will 
be  told  what  diuretic  will  not  deplete  potassium,  what 
antihypertensive  will  not  cause  sexual  impotence. 
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The  wisest  course  would  seem  to  be  a fairly  discreet 
initial  silence  until  we  learn  what  the  patient  is  seeking 
and  what  he  is  demanding.  This  allows  the  physician 
to  undertake  treatment  or  to  choose  not  to  do  so.  The 
ultimate  non  sequitur  will  be  the  question  “Are  you 
a Christian  Psychiatrist?”  The  real  physician  does  not 
answer  to  God,  Satan,  Jehovah,  Buddah,  Appollo  or 
any  such  combination.  He  answers  to  his  own  con- 
science. But  the  cult  of  the  Christian/Physician  seems 
destined  to  remain  as  long  as  there  are  incompetent 
but  money  craving  physicians  and  incompetent  but 
money  loaded  patients. 

Summary 

We  have  tried  to  examine  the  evolution  of  pain  as 
it  is  to  be  seen  in  terms  of  infant,  child  and  adolescent 
development  with  the  knowledge  that  so  many  expe- 
riences in  all  developmental  phases  are  so  overlapping 
and  interlocked  and  potentially  painful  as  to  preclude 
any  clear-cut  distinctions. 

It  does  not  seem  possible  to  take  a good  look  at  the 
individual’s  development  without  regard  to  his  present 
day  interpersonal  environment.  We  are  obliged  not 
only  to  examine  the  traditional  parent-child-sibling- 
peer  involvement  but  to  take  into  account  current  day 
additions  such  as  certain  aspects  of  therapy,  e.g.,  type 
of  treatment  and  the  purely  profit  motivated  inpatient 
setting. 


Conclusion 

No  firm  conclusions  can  or  should  be  made  at  this 
time.  Parents  are  in  a state  of  transition/confusion  as 
to  how  to  react  to  the  physical  and  psychic  realities  of 
pain  suffered  by  their  children.  They  must  grope  with 
shame  and  guilt  as  to  how  to  appropriately  respond  to 
their  children’s  misbehavior. 

It  is  hoped  that  some  approaches  doomed  to  failure 
have  been  addressed  and  some  guidelines  have  been 
offered. 

In  terms  of  treatment  at  any  age  or  stage,  it  is  ap- 
propriate to  paraphrase  a recently  popular  baseball 
player,  manager  and  coach  to  the  effect  that  “It’s  not 
over  ’til  it’s  over.”  These  are  words  that  physician, 
family  and  patient  can  live  by.  Willing  or  not,  the 
parent  remains  the  ultimate  umpire,  and  the  parent  has 
no  access  to  instant  replay.  H 
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This  paper  examines  some  relationships  be- 
tween the  national  cost  of  medical  care  and  the 
gross  national  product  (GNP).  It  is  suggested 
that  medical  cost  containment  may  not  be  eco- 
nomically appropriate  at  this  time. 

The  pre-World-War-II  medical  care  deliv- 
ery system  is  contrasted  with  the  current  trend 
toward  for-profit  “mediglomerates”  as  provid- 
ers. Economic  arguments  are  presented  that 
medical  care  does  not  fit  the  private  market 
model.  It  is  recommended  that  an  exclusively 
public  medical  care  distribution  system  be  es- 
tablished in  order  to  conserve  scarce  medical 
resources  and  distribute  them  in  such  a way 
as  to  achieve  the  highest  and  best  economic 
and  social  advantages. 
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Introduction 

Government,  business,  and  insurance  carriers,  who 
together  pay  about  80  percent  of  the  nation’s  bill 
for  medical  care1  have  been  expressing  grave  concern 
about  the  escalation  of  medical  care  costs  from  5 per- 
cent to  11  percent  of  GNP  over  the  past  20  years.2 
Some  economists  and  the  Council  on  Medical  Service 
of  the  AMA  advocate  increased  competition  and  re- 
liance on  market  forces  to  promote  efficiency  and  cost 
containment  within  the  medical  care  delivery  system.3 

In  Section  I of  this  paper  some  economic  implica- 
tions of  the  increasing  medical  care  percentage  of  the 
GNP  are  discussed;  in  Section  II  contrasts  are  drawn 
between  the  medical  care  delivery  system  prior  to  World 
War  II  and  now;  Section  III  questions  the  AMA’s 
position  that  free-market  forces  are  the  answer  to  med- 
ical care  problems;  and  Section  IV  recommends  that 
medical  care  be  distributed  as  a public  rather  than  a 
private  good. 

The  meaning  of  the  newly  coined  term  “frigonom- 
ics’  is  explained  as  follows:  During  the  half  century 
from  the  beginning  of  the  1930’s  to  the  end  of  the 
1970’s,  national  economic  policies  included  tax  and 
transfer  programs  providing  fiscal  and  other  assistance 
to  the  biologically  and  socioeconomically  disadvan- 
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taged  at  the  expense  of  the  more  fortunate.  Beginning 
with  the  1980’s,  it  has  become  economically  popular 
to  assume  that  each  individual  is  somehow  responsible 
for  the  circumstances  of  birth  that  determined  his  rel- 
ative position  in  the  distribution  curve  of  biological 
and  socioeconomic  endowment.  This  assumption  has 
justified  the  reduction  and  elimination  of  tax  and  trans- 
fer programs  so  that  now  each  individual  is  considered 
to  be  entitled  to  only  that  share  of  the  national  divi- 
dend, no  matter  how  meager,  that  he  is  able  to  earn 
through  his  own  efforts.  In  the  medical  care  delivery 
system  this  posture  is  exemplified  by  the  “mediglom- 
erates”  who  provide  medical  care  for  only  those  who 
can  afford  it.  This  is  what  is  meant  by  “frigonomics.” 

I.  Cost  Escalation 

Expressing  the  cost  of  a good  as  a percentage  of 
GNP  is  a way  of  emphasizing  its  opportunity  cost.  In 
a closed  economic  system  with  finite  resources,  other 
possible  goods  that  were  foregone  in  order  to  devote 
the  necessary  resources  to  a particular  good  are  the 
opportunity  costs  of  that  good.  For  example,  if  an 
economy  produced  no  refrigerators  the  entire  GNP 
would  consist  of  other  goods  such  as  automobiles, 
stoves  and  houses.  If,  however,  it  were  decided  to 
produce  refrigerators,  some  of  the  economy’s  fixed 
resources  would  have  to  be  devoted  to  these  refrig- 
erators, reducing  the  production  of  automobiles,  stoves 
and  homes.  This  concept  of  opportunity  cost  is  illus- 
trated in  Figure  1 . With  a-r  as  the  production  frontier, 
the  opportunity  cost  of  a-e  refrigerators,  would  be 
e-c  other  goods  foregone. 

With  medical  care,  opportunity  cost  has  to  be  cal- 
culated somewhat  differently.  If  no  resources  were 
devoted  to  prevention  of  disease,  to  treatment  of  illness 
and  injury,  or  to  rehabilitation  of  chronic  conditions, 
health  and  productivity  would  be  less  than  optimal. 
Adding  medical  care  to  the  economy  would  improve 
health  and  productivity  and  increase  GNP.  This  rela- 
tionship is  illustrated  in  Figure  2.  Without  medical 
care,  production  is  at  a level  of  less  than  optimal  health, 
HO-.  As  medical  care  is  provided,  health  and  pro- 
ductivity increase  first  at  an  increasing  rate,  then  at  a 
decreasing  rate,  leveling  off  at  HO.  Only  after  this 
level  is  reached  is  there  a tradeoff  between  medical 
care  and  other  goods. 

Figure  3 illustrates  the  relationship  between  the  per- 
centage of  GNP  devoted  to  medical  care,  and  total 
GNP  less  medical  care,  with  the  dependent  variable, 
GNP  less  medical  care,  on  the  horizontal  axis,  and  the 
independent  variable,  medical  care  as  percentage  of 
GNP,  on  the  vertical  axis,  Laffer  style.  Beginning  at 
zero  medical  care,  GNP  would  start  at  HO-,  less  than 
optimal  health  and  productivity.  When  HO  is  attained, 
GNP  less  medical  care  reaches  a maximum  and  then 
bends  backward  and  reaches  zero  when  medical  care 
is  100%  of  GNP. 


Figure  1 . 


Empirical  studies  are  required  to  determine  the  op- 
timal percentage  of  GNP  to  devote  to  medical  care. 
Instead  of  complaining  about  the  escalation  from  5 
percent  to  11  percent  of  GNP  over  the  last  20  years, 
perhaps  we  will  plan  to  escalate  the  cost  further  to  20 
or  30  percent  when  the  relationship  graphed  in  Figure 
3 is  more  clearly  understood. 

II.  Medical  Care  Prior  to  World  War  II 
and  Now 

Ginzberg4  provides  a thoughtful  and  illuminating 
discussion  of  the  changes  since  World  War  II  in  the 
social  and  economic  contingencies  that  provide  rein- 
forcement for  physicians’  behaviors.  Prior  to  World 
War  II,  physicians  in  training  were  required  to  work 


Figure  2. 


May  1987  / 31 


i 


Figure  3. 


long  hours  for  subsistence  and  little  or  no  money. 
When  their  training  was  completed  they  were  still  ex- 
pected and  usually  required  to  provide  a substantial 
percentage  of  their  professional  time  for  the  unrequited 
treatment  of  charity  patients  on  hospital  wards.  They 
also  made  adjustments  in  their  office  fees  for  patients 
who  could  not  afford  to  pay  them  in  full.  In  New  York 
City  in  1940,  philanthropy  funded  24%  of  the  total 
operating  budgets  of  nonprofit  hospitals.  Capital  funds 
for  new  construction,  expansion  and  modernization 
were  supplied  by  voluntary  donations  and  legacies. 
Medical  societies  stressed  strength  of  character  and 
high  personal  ethical  standards  as  requirements  for 
admission  to  medical  schools  and  for  licensure. 

This  delivery  system  more  closely  resembled  the 
public  good  model  than  it  did  the  model  of  the  free 
market.  Medical  care  was  available  to  everyone  as  a 
public  good;  costs  were  partially  covered  by  user  fees 
adjusted  according  to  ability  to  pay;  deficits  were  cov- 
ered by  donations  and  legacies  from  the  wealthy,  by 
concerted  community  fund  raising  and  by  physicians’ 
unrequited  care.  In  this  system  the  unselfish  behaviors 
of  physicians  were  maintained  and  strengthened  by 
generous  non-fiscal  reinforcements  of  social  approval, 
respect,  honor  and  gratitude.  So  long  as  these  rein- 
forcement contingencies  were  in  place  a balance  was 
maintained  between  physicians’  selfish  and  ethical  be- 
haviors and  the  doctor-patient  relationship  was  not  ex- 
ploited. Only  necessary  procedures  were  prescribed, 
conserving  resources  of  the  patient  and  resources  of 
society.  The  system  worked. 

The  post-World-War-II  period  saw  a rapid  expan- 
sion of  hospital  insurance,  a steady  increase  in  real 
family  income  and  funding  of  treatment  for  poor,  dis- 
abled and  aged  patients  through  Medicare  and  Med- 


icaid. The  physician  was  now  paid  for  services  he  had 
previously  donated.  The  reinforcements  of  social  ap- 
proval, respect,  honor  and  gratitude  were  now  replaced 
by  money. 

Hospitals  were  also  affected  by  the  monetarization 
of  medical  care.  Philanthropy  as  a percentage  of  op- 
erating budgets  of  New  York  City  nonprofit  hospitals 
fell  from  24  percent  to  barely  one  percent.  Hospital 
management  openly  or  tacitly  encouraged  staff  phy- 
sicians to  keep  beds  full  and  labs  busy.  Now  physicians 
found  it  easy  to  justify  overutilization  of  facilities.  It 
kept  the  hospitals  open,  increased  their  own  incomes 
and  cost  the  patients  very  little  more  as  most  of  the 
costs  were  covered  by  insurance  and  government  pro- 
grams. 

The  prospect  of  unlimited  profits  attracted  private 
and  public  capital  to  the  medical  care  industry.  By  the 
middle  1980’s  nearly  half  of  the  licensed  physicians 
in  the  United  States  were  admitting  patients  to  medical 
facilities  owned  and  operated  for  profit  by  listed  U.S. 
firms  who  collected  35  percent  of  the  more  than  $400 
billion  spent  annually  for  medical  care.1 

These  large  “mediglomerate”  corporations  like  to 
integrate  vertically  to  maximize  their  share  of  the  med- 
ical care  market.  They  build  intermeshing  networks  of 
equity  positions  in  hospitals,  insurance  carriers,  drug 
companies,  food  service  providers,  janitorial  services 
and  makers  and  launderers  of  hospital  uniforms.  The 
corporate  practice  plan  follows  a distinct  pattern: 

1.  Buy  or  build  a medical  facility  in  a nice  suburb 
where  everyone  is  insured.  Stay  out  of  the  inner 
city  where  the  uninsured  dwell. 

2.  Attract  as  many  doctors  as  possible.  With  their 
licenses  they  represent  a collective  monopoly  on 
medical  care. 

3.  Through  advertising  and  other  marketing  activities 
keep  the  beds  filled  with  patients. 

4.  Provide  substantial  financial  incentives  for  the  phy- 
sicians to  exploit  the  doctor-patient  relationship. 
Overutilization  is  where  the  big  profits  are.  The 
more  doctors  and  patients  that  can  be  brought  to- 
gether the  more  medical  and  surgical  procedures 
can  be  provided,  the  more  medicines  prescribed, 
the  more  food  served,  the  more  uniforms  sold,  the 
more  cleaning  services  provided,  the  higher  the 
insurance  premiums  and  the  greater  the  return  on 
the  investments. 

III.  Free  Market  Forces  in  Medical  Care 

The  AMA  Council  on  Medical  Service  asserts  that 
evidence  suggests  “ . . . that  the  market  for  medical 
services  is  not  unlike  other  markets  in  its  responses  to 
competitive  forces.”2  Contrary  opinions  are  expressed 
by  economists  specializing  in  health  policy  who  warn 
that  health  care  does  not  meet  the  criteria  for  a market 
good.  Some  specific  reasons  given  are:  buyers  do  not 
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have  enough  information  about  medical  care  to  make 
rational  decisions  and  must  depend  upon  physicians  to 
be  their  agents;  providers,  because  of  long  training 
periods,  cannot  respond  promptly  to  market  signals; 
many  providers  are  nonprofit  and  unresponsive  to  op- 
portunities for  maximizing  profits;  consumers  respond 
more  to  unpredictable  variations  in  their  health  than 
they  do  to  prices;  reimbursement  for  medical  care  is 
mostly  retrospective  through  insurance  or  government 
programs  so  that  prices  at  point  of  purchase  have  little 
effect  on  consumer  demand;  and  innovations  in  med- 
ical care  often  increase  rather  than  lower  costs.5  The 
claims  of  private  for-profit  providers  that  market  forces 
will  reduce  costs  of  medical  care  is  contradicted  by 
the  study  of  Pattison  and  Katz  who  found  the  pro- 
prietary chains  charged  an  average  of  24  percent  more 
than  nonprofit  facilities  for  the  same  services.6  Ginz- 
berg  states  quite  clearly  “To  rely  on  the  market  to 
discipline  money-grabbing  professionals  is  to  over- 
estimate what  the  market  should  be  asked  to  do  or  is 
capable  of  doing.  ”4  Because  of  these  and  other  reasons 
it  seems  probable  that  medical  care  will  continue  to 
resist  the  most  vigorous  efforts  to  fit  it  into  the  pro- 
crustean  bed  of  the  private  market. 

IV.  Medical  Care  as  a Public  Good 

In  1896  Wicksell  gave  an  important  reason  to  con- 
sider medical  care  as  a public  good: 

“If  the  community  or  at  any  rate  a sizeable  part  of 
it  has  an  interest  in  a particular  utility  accruing  to 
an  individual,  then  it  would  clearly  be  unreasonable 
to  allow  the  creation  of  that  more  general  utility  to 
depend  solely  upon  that  individual:  he  might  not 
value  the  state  activity  highly  enough  to  make  the 
sacrifice  of  paying  the  required  fee  or  charge,  or 
else  ignorance  may  cause  him  or  poverty  force  him 
to  do  without  the  service.  Herein  lies  the  chief  jus- 
tification of  the  modem  demands  for  free  or  very 
cheap  process  of  law,  elementary  education,  med- 
ical care,  certain  public  health  measures,  and  so 
forth.”7 

Wicksell’s  observation  is  still  valid  90  years  later. 
Medical  care  for  all  members  of  society  is  an  important 
determinant  of  the  quality  of  life  and  social  morale. 
Not  only  do  most  people  feel  better  when  they  are 
healthy,  they  also  feel  better  when  their  friends,  rel- 
atives and  neighbors,  even  distant  “neighbors”  half- 
way around  the  world  are  healthy  and  free  from  pain 
and  suffering. 

Steiner  gives  three  general  reasons  why  a specific 
good  may  be  considered  a public  good: 

1.  Intrinsic  characteristics  of  the  good. 

2.  Market  imperfections  with  respect  to  the  good. 

3.  Quality  of  life  associated  with  the  good.8 


In  Section  I,  above,  intrinsic  characteristics  of  med- 
ical care  were  discussed;  in  Section  III,  market  im- 
perfections; and  Wicksell’s  observations  about  quality 
of  life  associated  with  medical  care  are  included  in 
this  section.  On  all  three  counts  medical  care  qualifies 
as  a public  good. 

With  so  much  evidence  that  medical  care  is  a public 
rather  than  a private  good  it  would  appear  reasonable 
to  consider  furnishing  it  through  a public  distribution 
system  rather  than  the  private  market.  As  discussed  in 
Section  II  above,  prior  to  World  War  II  medical  care 
was  provided  more  as  a public  than  as  a private  good, 
with  the  medical  profession,  non-profit  institutions  and 
eleemosynary  organizations  operating  the  system  rather 
than  government  agencies.  The  reinforcement  contin- 
gencies that  maintained  the  providers’  behaviors  are 
no  longer  in  place,  however,  so  that  a government 
operated  medical  care  system  would  probably  be  the 
only  viable  option,  a system  funded  by  user  fees  grad- 
uated according  to  ability  to  pay,  with  deficits  covered 
by  general  tax  funds. 

Many  physicians  who  are  fiercely  proud  of  their 
independent  status  as  private  practitioners  would  resist 
such  a change.  On  the  other  hand  many  other  physi- 
cians have  already  voluntarily  chosen  salaried  posi- 
tions in  federal,  state,  county  and  city  hospitals  and 
clinics. 

Health  or  medical  insurance  would  not  be  a part  of 
such  a system.  Insurance  invites  overutilization  and 
unnecesary  procedures,  wasting  resources. 

Private  provision  of  medical  care  would  also  be 
excluded.  Private  patients  would  be  furnished  expen- 
sive procedures  they  do  not  need  as  they  are  now  in 
the  mediglomerate  facilities,  siphoning  off  medical  re- 
sources needed  by  the  needy  sick.  The  possibility  of 
triage  that  a truly  public  system  would  offer  could 
result  in  transfer  of  resources  now  wasted  in  over- 
utilization of  facilities  for  the  insured  and  affluent  to 
be  used  for  treatment  of  the  poor.  In  1982  in  any  given 
month  49.3  percent  of  those  with  incomes  below  the 
federal  poverty  standard  had  no  public  or  private  health 
insurance.  Lack  of  medical  insurance  practically  pre- 
cludes low-income  women  from  obtaining  adequate 
prenatal  care  for  themselves  or  pediatric  care  for  their 
newborn.9  Treatment  of  this  group  could  be  regarded 
as  an  investment  rather  than  an  expense  as  the  target 
population  of  children  would  have  a higher  level  of 
productivity  and  lower  percentage  of  disability  as 
adults. 

Another  probable  benefit  of  such  a system  would 
be  the  increased  quality  of  life  or  social  morale  that 
Wicksell  noted  in  connection  with  medical  care  nearly 
a century  ago.  The  demonstration  of  social  caring  for 
the  individual  that  a comprehensive  public  medical 
care  system  would  provide  might  very  well  attract 
some  of  the  growing  number  of  drug  users  and  criminal 
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offenders  back  into  the  mainstream  of  social  experi- 
ence. 

With  the  physicians’  incomes  no  longer  dependent 
upon  the  number  of  procedures  they  “sell”  their  cus- 
tomer/patients perhaps  a trustful  doctor-patient  rela- 
tionship could  be  reestablished  and  the  rising  tide  of 
malpractice  litigation  stemmed. 

Above  all,  a comprehensive  public  medical  care 
system  would  enable  the  physician  to  regain  his  tra- 
ditional role  as  helper  of  the  afflicted.  If,  instead,  the 
pseudo-market  system  continues  in  its  current  trend  he 
will  soon  find  that  he  has  abandoned  the  interests  of 
his  patients  to  join  forces  with  the  other  exploiters  in 
the  cynical  game  of  frigonomics.  0 
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Medical  Practices  of  Early 
Settlers  in  Mobile 

Samuel  Eichold,  M.D.* 


As  we  approach  the  21st  Century,  it  is  difficult  to 
turn  back  the  clock  and  see  the  way  medicine 
was  practiced  300  years  ago. 

At  the  time  D’Iberville  Bienville  landed  on  the  Gulf 
Coast  in  1702,  there  were  individuals  trained  to  tend 
the  sick  and  wounded.  But  to  understand  the  caliber 
of  medicine  they  introduced  to  the  borders  of  the  beau- 
tiful Gulf  of  Mexico,  we  must  look  back  to  the  Old 
World.  There,  a perspective  of  health  care  in  a bygone 
era  can  be  gained. 

In  Bienville’s  Europe,  the  microscope  had  been  in 
use  less  than  a hundred  years.  The  circulation  of  lymph 
in  vessels  had  only  recently  been  demonstrated  and 
the  thermometer,  a remarkable  device  for  measuring 
body  temperature,  was  relatively  new.  Men  such  as 
Sydenham  and  Harvey  were  reviving  the  Hippocratic 
concepts  and  opening  eyes  to  the  organ  systems  of  the 
body.  Surgery,  however,  had  made  little  progress. 

There  was  a technique  for  the  incision  and  drainage 
of  an  abscess,  and  surgeons  had  the  ability  to  follow 
a bullet  tract  and  remove  a missile.  Severe  bleeding, 
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though,  was  controlled  with  a heated  iron  applied  to 
the  open  wound.  Obstetrics  remained  in  the  hands  of 
mid  wives  and  unqualified  surgeons.  The  obstetrical 
forceps,  to  aid  child  delivery,  were  relatively  new. 
Basically,  medicine  was  practiced  by  charlatans,  uros- 
copists  and  tooth-pullers. 

Those  who  abandoned  Europe  to  come  to  America 
with  Bienville  left  a continent  where  life  expectancy 
was  38  years  (for  women,  about  40  years).  There  were 
uncontrolled  and  widespread  fatal  epidemics.  Dis- 
eases, moving  from  place  to  place  with  armies  or  rov- 
ing merchants,  spread  across  the  continent  with  a speed 
and  a deadliness  that  is,  today,  unimaginable.  The 
physician,  however,  considered  himself  well  armed  to 
thwart  infectious  diseases.  He  had  the  ability  to  purge, 
puke  and  bleed! 

Today,  it  is  known  that  these  treatments  did  not 
benefit  the  17th-century  patient.  In  reality,  they  wors- 
ened any  or  all  medical  problems.  To  find  a justifi- 
cation for  bleeding,  one  might  accept  the  belief  of  the 
day  that  it  lessened  the  poisons  in  the  system.  Such 
“beneficial”  effects  were  also  attributed  to  puking  and 
purging. 
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Doctors,  it  naturally  follows,  were  viewed  with  sus- 
picion. The  diagnostic  and  therapeutic  training  for  a 
physician  was,  for  the  most  part,  theoretical,  based  on 
the  teachings  of  Aristotle,  Aesculapius,  Hippocrates 
and  Galianus.  Doctors  had  little  or  no  experimental  or 
practical  instruction  and  much  of  their  training  was 
spent  in  reasoning  about  the  ancients.  Medicine  was 
also  tied  in  with  astrology  and  patients  were  considered 
subject  to  stellar  influences.  A medical  examination 
in  1699  contained  the  question,  “Does  a comet  an- 
nounce a disease?” 

Concoctions  used  for  purging  and  puking  were  re- 
pulsive. They  might  consist  of  droppings  from  animals 
or  they  could  be  made  of  powdered  toads.  To  make 
matters  even  worse,  the  physician  had  no  code  of  eth- 
ics. He  could  poke  fun  at  colleagues  and  virulently 
attack  their  treatments. 

To  do  more  than  purge,  puke  and  bleed  was  labeled 
charlatanism  by  Patin,  a French  physician  said  to  have 
bled  a three-month-old  child,  twice,  for  a cold  in  the 
head.  A man  of  30  was  relieved  of  72  ounces  of  blood 
in  addition  to  having  four  purges,  all  for  a pulmonary 
complaint.  Such  was  medicine! 

In  the  era  of  Louis  XIV  of  France,  there  was  a 
tremendous  demand  for  physicians.  There  were  only 
110  doctors  to  treat  the  600,000  people  then  living  in 
Paris.  Almost  all  adhered  to  bleed,  puke  and  purge 
treatments.  The  King’s  own  physician  had  himself  bled 
64  times  in  eight  months. 

A Doctor  Boralis  was  bled  11  times  in  six  days,  at 
the  age  of  81.  Women  with  child  were  submitted  to 
bleeding  during  pregnancy.  In  one  year,  King  Louis 
XIV  was  purged  215  times,  bled  47  times  and  had  212 
enemas!  He  had  a total  of  2,000  enemas  during  his 
reign. 

The  Settlers 

Accompanying  D'Iberville  Bienville  to  the  shores 
of  Louisiana  in  1702  were  hearty  adventurers, 
selected  for  strength  and  stamina.  They  appreciated 
the  ruggedness  of  the  new  terrain  and  realized  the 
potential  for  accidents  and  injuries.  Not  that  prepa- 
ration mattered,  however;  so  little  was  known  about 
the  acquisition  of  often-fatal  illnesses  that  settlers  had 
no  real  idea  of  how  to  prepare.  Men  were  not,  of 
course,  immunized  against  anything;  they  were  pro- 
tected only  by  their  individual  resistance  to  diseases. 

The  male  colonists  lived  alone  on  the  Louisiana 
shores  for  two  years.  To  satisfy  the  needs  of  coloni- 
zation, females  were,  of  course,  a necessity  — as  were 
carpenters,  farmers,  soldiers  and  hunters.  In  1704,  it 
was  arranged  that  some  20  girls  — the  “Cassette 
Girls,”  so  called  because  each  carried  a small  chest, 
or  cassette,  filled  with  personal  belongings  — be 
brought  to  Mobile  from  France  as  colonial  wives  aboard 
the  ship,  Pelican. 

Outfitting  the  Pelican  required  several  months  of 


operations,  including  the  formation  of  the  squadron 
which  was  to  accompany  it  to  Louisiana.  During  these 
weeks,  some  desertion  occurred  among  the  emigrants 
when  descriptions  of  Louisiana  were  heard.  Finally, 
aboard  the  Pelican,  there  were  several  weeks  in  un- 
comfortable quarters  to  be  endured.  The  girls,  lodged 
in  an  orphanage  prior  to  boarding  ship,  remained  iso- 
lated from  the  sailors.  Officers  exercised  great  care  to 
prevent  crew  and  girls  from  becoming  involved.  (Ac- 
cording to  historians,  the  girls  had  been  recruited  in 
Paris  and  some  were  less  than  carefully  selected.) 

Aboard  the  same  ship  came  two  workers,  a carpen- 
ter, an  edgetool  maker,  and  two  families  of  artisans, 
among  these  the  midwife,  Catherine  Moulois.  She  was 
to  take  care  of  all  kinds  of  maladies  at  a salary  of  400 
livres.  This  was  the  approximate  sum  required  to  pur- 
chase a cow  at  that  time. 

Arrival 

The  Pelican  crossed  the  Atlantic,  made  land  at  Ha- 
vana on  July  7 and  departed  on  July  14.  During  these 
summer  months,  yellow  fever  ran  rampant  in  Havana. 
On  the  ship’s  August  arrival,  the  contagion  infected 
the  colonists.  The  epidemic  that  arrived  with  the 
“brides”  claimed  40  lives  at  Massacre  Island  and  Mo- 
bile. The  “brides’  ” ranks  were  depleted  by  three  and 
the  crew  of  the  Pelican  so  decimated  by  the  disease 
that  men  from  the  Mobile  garrison  had  to  be  recruited 
to  help  sail  the  ship  back  to  France.  It  was  under  these 
very  harrowing  circumstances  that  the  “Ladies  of  the 
Colony”  had  at  last  arrived  in  Mobile,  to  marriages 
arranged  without  delay. 

Adding  to  the  unappealing  conditions  of  the  colony 
was  a lack  of  material  comforts  undreamed  of  by  those 
who  had  left  civilized  Paris  for  an  easier  life  in  Lou- 
isiana. The  girls  had  been  enticed  to  Louisiana  by  the 
French  monarch,  Louis  XIV,  with  a guarantee  of  sub- 
sistence for  one  year. 

In  Mobile,  the  girls  were,  in  fact,  reduced  to  a level 
of  extreme  poverty.  They  disliked  the  food,  mostly 
gruel  made  from  maize.  And  the  men  seemed  unable 
to  fulfill  the  promises  made  in  France.  Only  three  of 
the  brides  were  “well-married.” 

In  the  colony,  a medicine  chest  which  cost  500  livres 
existed.  By  1716,  a surgeon  was  in  residence,  paid 
800  livres  a year,  the  same  salary  as  a storekeeper  or 
chaplain.  One  of  the  early  French  surgeons  was  Barrot, 
considered  to  be  a man  of  ignorance,  a drunkard  and 
a rogue.  It  is  said  that  he  sold  the  medicines  belonging 
to  the  King  for  his  own  profit. 

Medicine  in  the  Colony 

Jabes  Heustis,  who  wrote  of  fevers  in  Alabama  in 
the  later  part  of  the  18th  century,  recorded  in  detail 
the  multitude  of  colonial  fever  treatments,  stating  that 
some  difference  of  opinion  existed  among  physicians 
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as  to  cures.  Heustis  said  there  was  no  treatment  em- 
ployed in  Mobile  on  which  opinion  was  so  much  di- 
vided as  bloodletting.  An  advocate  of  the  practice,  he 
stated  that  the  most  violent  critics  were  those  who, 
from  want  of  personal  experience,  were  ignorant  of 
its  effectiveness. 

The  proper  time  to  let  blood  was  during  the  height 
of  the  fever,  Heustis  wrote,  when  the  body  was  pre- 
tematurally  hot  and  the  heartbeat  full,  strong  and  tense. 
When  the  pulse  was  hard,  resistant  to  the  touch,  and 
communicated  a peculiar  vibrating  sensation  to  the 
fingers,  like  sand  or  gravel  hurrying  along  in  the  cir- 
culation, bloodletting  was  needed. 

Heustis  claimed  that  a teacupful  of  blood  taken  away 
at  the  first  signs  of  illness  had  a greater  effect  than 
four  times  the  quantity  taken  later.  The  procedure,  in 
theory,  softened  the  pulse,  stopped  the  palpitation  of 
the  heart,  reduced  the  excessive  heat  of  the  body,  and 
thereby  opened  the  pores  of  the  skin  to  produce  per- 
spiration. From  a state  of  restlessness  and  anxiety  the 
patient  was  blissfully  restored  to  ease  and  composure. 

In  cases  where  bloodletting  was  not  required,  Heus- 
tis treated  the  fever  with  an  emetic,  which  in  ordinary 
cases  consisted  of  tartarised  antimony.  He  dissolved 
from  six  to  ten  grains  of  the  medicine  in  half  a pint 
of  warm  water,  directing  the  patient  to  take  about  one- 
fourth  of  this  mixture  at  the  first  draught. 

If  this  did  not  work  in  the  course  of  1 0 or  1 5 minutes, 
the  patient  received  another  tablespoonful  every  10 
minutes  until  vomiting  resulted.  Given  in  this  way, 
the  remedy  commonly  acted  both  as  an  emetic  and  a 
cathartic.  On  occasion  there  was  violent  cathartic  ac- 
tion resulting  in  sudden  weakness.  This  was  undone 
with  the  timely  application  of  stimulating  remedies, 
such  as  a warm  brandy  toddy,  wine  sangre,  and  hot 
applications  to  the  extremities. 

“Injections,”  or  enemas,  were  thought  to  be  ben- 
eficial and  were  employed  for  emergencies  where  rest- 
lessness with  fever,  heat  and  pain  in  the  bowels  ex- 
isted. If  there  was  a high  fever  and  violent  pain,  then 
a rectal  injection  of  water  with  several  teaspoonsful  of 
laudanum  gave  relief. 

Cold  baths  for  the  cure  of  fever  were  controversial. 
The  weight  of  evidence  among  physicians  who  had 
written  on  the  subject  was  that,  in  tropical  climates, 
baths  had  a favorable  effect.  The  higher  the  fever,  the 
more  serviceable  this  treatment  proved  to  be. 

It  was  rarely  necessary  to  repeat  the  cold  bath  more 
than  two  or  three  times  during  the  same  crisis.  It  would 
usually  diminish  the  heat  of  the  body,  relieve  the  pain 
in  the  head,  stop  the  palpitation  of  the  heart  and  render 
the  pulse  soft  and  natural. 

Warm  bathing  was  sometimes  advantageously  em- 
ployed, as  well.  This  was  used  when  temperature  was 
unequal  over  the  body,  that  is,  the  feet  being  cold  and 
the  body  warm. 


Cold  applications  to  the  head,  such  as  snow,  ice  or 
cold  water,  were  established  remedies.  This  relieved 
congestion  and  inflammation  of  the  brain,  it  was 
thought,  along  with  derangement  and  alienation  of  the 
mind. 

The  Fevers 

The  first  white  settlers  in  Louisiana  suffered  many 
forms  of  fever.  They  were  described  as  “bilious”  and 
“quotidians.”  The  prevalence  of  sickness,  naturally, 
was  greatest  in  spring  and  summer.  Conventional  treat- 
ment employed  an  emetic,  since  it  was  believed  cure 
came  from  expelling  the  bile  which  induced  the  fever. 

One  of  the  most  common  year-round  maladies  was 
dysentery.  Many  of  the  sick  simply  relied  on  their  own 
personal  remedies  to  treat  it,  using  favorites  such  as 
calomel,  jalap  and  Peruvian  bark. 

A common  disease  that  was  poorly  understood  was 
malaria,  which  was  recurrent.  The  art  of  bleeding,  so 
strongly  entrenched,  was  readily  performed  as  a treat- 
ment for  malaria.  It  was  routine  to  withdraw  approx- 
imately 70  ounces  of  blood,  about  one-fourth  of  to- 
day’s single  blood  transfusion.  Colonists  did  not 
recognize  yellow  fever  as  a specific  disease,  but  simply 
grouped  it  among  “the  fevers.” 

Indian  Medicine 

In  the  text  The  History  of  Louisiana,  by  LePose 
DuPratz,  there  is  related  an  incident  of  a Frenchman 
having  an  eye  problem  described  as  a “fistula  lacry- 
malis,”  discharging  a fluid  when  pressed.  It  was  shown 
to  M.  St.  Hilair,  described  as  an  able  surgeon  who 
had  practiced  about  1 2 years  in  the  Hotel  Dieu  in  Paris 
before  being  transplanted  to  Louisiana.  St.  Hilaire  said 
it  would  be  necessary  to  use  fire  as  a surgical  procedure 
for  the  eye,  leaving  it  bloodshot  and  painful;  without 
this,  St.  Hilaire  said,  there  would  be  extension  of  the 
disease  into  the  bone  of  the  nose. 

An  Indian  chief,  Grand  Sun,  came  loaded  with  game, 
as  a present,  that  day  to  visit  the  Frenchman.  He  ob- 
served the  swelling  in  the  eye  and  was  told  of  the 
surgeon’s  proposed  treatment.  Without  a reply,  the 
chief  sent  for  the  man  who  had  carried  the  game.  He 
waited  at  the  Frenchman’s  house  for  an  hour  until  this 
Medicine  Man  arrived.  The  Indian  Medicine  Man  ex- 
amined the  eye  and  recommended  a cure  of  “simples 
and  common  water.”  This  modest  alteration  in  treat- 
ment was  readily  acceptable.  The  “simples”  were 
brought,  all  pounded  together  to  make  a single  ball, 
and  put  in  a deep  basin  in  which  the  affected  eye  could 
be  dipped.  After  eight  days  the  eye  was  perfectly  cured, 
without  the  drastic  operation.  It  was  said  that  the  dis- 
order never  returned. 

This  same  colonial  history  records  that  two  French- 
men, who  had  placed  themselves  in  the  hands  of  a 

continued  on  page  41 
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News  from  Jffl  about  a new  dosage  form  of  cephalexin 


ANNOUNCING  NEW 


Kef  let 

TABLETS 

cephalexin 


All  the  advantages  of  cephalexin 
in  a convenient  tablet  form 

• Backed  by  over  15  years  of  clinical  experience 

• Smaller  tablet  is  specially  shaped  and  coated  for  easier  swallowing 

• May  enhance  patient  compliance,  particularly  among  the  elderly 

• Tablet  dosage  form  may  be  appreciated  by  patients  of  all  ages 


NEW  Keflet  Tablets  are  available  as: 


250-mg 

Tablets 


500-mg 

Tablets 


Keflet  is  contraindicated  in  patients  with  known  allergy  to  the  cephalosporins 
and  should  be  given  cautiously  to  penicillin-sensitive  patients. 
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Brief  Summary.  Consult  the  package  literature  tor  prescribing  information 
Indications  and  Usage:  Keflet"  Tablets  (cephalexin.  Dista)are  indicated 
for  the  treatment  ol  the  following  inlections  when  caused  by  susceptible 
strains  ol  the  designated  microorganisms 
Respiratory  tract  inlections  caused  by  Streptococcus  pneumoniae  and 
group  A <3  hemolytic  streptococci  (Penicillin  is  the  usual  drug  ol 
choice  in  the  treatment  and  prevention  ol  streptococcal  infections, 
including  the  prophylaxis  ol  rheumatic  lever  Keflet  is  generally  ellec 
live  in  Ihe  eradication  of  streptococci  from  the  nasopharynx;  however, 
substantial  data  establishing  Ihe  efficacy  ol  Kellel  in  Ihe  subsequent 
prevention  ol  rheumatic  lever  are  not  available  at  present) 

Olitis  media  due  to  S pneumoniae,  Haemophilus  mlluemae,  slaphylo 
cocci,  streptococci,  and  Neisseria  calarrhahs 
Skin  and  skin  structure  infections  caused  by  staphylococci  and/or 
streptococci 

Bone  infections  caused  by  staphylococci  and/or  Proteus  mirabilis 
Genitourinary  tract  infections,  including  acute  prostatitis,  caused  by 
Escherichia  coli.  Pmirabilis,  and  Klebsiella  sp, 

/Vote— Culture  and  susceptibility  tests  should  be  initialed  prior  to  and 
during  therapy  Renal  lunclion  studies  should  be  performed  when  indicated 
Contraindication:  Kellel  is  contraindicated  in  palienls  with  known  allergy 
to  Ihe  cephalosporin  group  ol  antibiotics 
Warnings:  before  cephalexin  therapy  is  instituted  careful  inquiry  should  be 

MADE  CONCERNING  PREVIOUS  HYPERSENSITIVITY  REACTIONS  TO  CEPHALOSPORINS  AND 
PENICILLIN  CEPHALOSPORIN  C DERIVATIVES  SHOULD  BE  GIVEN  CAUTIOUSLY  TO  PENICILLIN  • 
SENSITIVE  PATIENTS 

SERIOUS  ACUTE  HYPERSENSITIVITY  REACTIONS  MAY  REQUIRE  EPINEPHRINE  AND  OTHER 
EMERGENCY  MEASURES 

There  is  some  clinical  and  laboratory  evidence  ol  parlial  cross  allergen- 
icity ol  Ihe  penicillins  and  the  cephalosporins  Palienls  have  been  reported 
to  have  had  severe  reactions  (including  anaphylaxis)  to  both  drugs 
Any  patient  who  has  demonstrated  some  form  ol  allergy,  particularly  to 
drugs,  should  receive  antibiotics  cautiously  No  exception  should  be  made 
with  regard  to  Keflet 

Pseudomembranous  colitis  has  been  reported  with  virtually  all  broad 
spectrum  antibiotics  (including  macrolides.  semisynthetic  penicillins,  and 
cephalosporins),  therefore,  it  Is  important  to  consider  its  diagnosis  in 
patients  who  develop  diarrhea  in  association  with  Ihe  use  ol  antibiotics. 
Such  colitis  may  range  in  severity  from  mild  to  life  threatening 
Treatment  with  broad  spectrum  antibiotics  alters  the  normal  flora  ol  the 
colon  and  may  permit  overgrowth  ol  Clostridia  Studies  indicate  lhal  a 
toxin  produced  by  Clostridium  dillicile  is  one  primary  cause  of  antibiotic 
associated  colitis 

Mild  cases  ol  pseudomembranous  colitis  usually  respond  to  drug  dis 
continuance  alone  In  moderate  to  severe  cases,  management  should 
include  sigmoidoscopy,  appropriate  bacteriologlc  studies,  and  fluid,  elec 
trolyte.  and  protein  supplementation  When  the  colitis  does  not  improve 
after  Ihe  drug  has  been  discontinued,  or  when  it  is  severe,  oral  vancomycin 
is  Ihe  drug  ol  choice  lor  antibiotic  associated  pseudomembranous  colitis 
produced  by  C dillicile  Other  causes  of  colitis  should  be  ruled  out 
Usage  in  Pregnancy- Safety  ol  this  product  for  use  during  pregnancy 
has  nol  been  established 

Precautions:  General- Palienls  should  be  followed  carefully  so  lhal  any 
side  effects  or  unusual  manifestations  ol  drug  idiosyncrasy  may  be  detected 
II  an  allergic  reaction  to  Kellel  occurs,  the  drug  should  be  discontinued  and 
Ihe  patient  treated  with  the  usual  agents  (eg,  epinephrine  or  other  pressor 
amines,  antihistamines,  or  corticosteroids) 

Prolonged  use  ol  Kellel  may  result  in  the  overgrowth  of  nonsusceptible 
organisms.  Careful  observation  ol  Ihe  palienl  is  essential,  II  supermleclion 
occurs  during  therapy,  appropriate  measures  should  be  taken 
Positive  direct  Coombs’  tests  have  been  reported  during  Irealmenl  with 
Ihe  cephalosporin  antibiotics  In  hematologic  studies  or  in  transfusion 
cross  matching  procedures  when  antiglobulin  tests  are  performed  on  Ihe 
minor  side  or  in  Coombs'  testing  ol  newborns  whose  mothers  have 
received  cephalosporin  antibiotics  before  parturition,  it  should  be  recog 
mzed  lhal  a positive  Coombs'  test  may  be  due  lo  the  drug 
Kellel  should  be  administered  with  caution  in  Ihe  presence  ol  markedly 
impaired  renal  lunclion  Linder  such  conditions,  carelul  clinical  observation 
and  laboratory  studies  should  he  made  because  sate  dosage  may  be  lower 
than  lhal  usually  recommended 

Indicated  surgical  procedures  should  be  performed  in  coniunction  with 
antibiotic  therapy 

As  a result  ol  administration  ol  Kellel,  a false  positive  reaction  lor  glu- 
cose in  Ihe  urine  may  occur  This  has  been  observed  with  Benedict's  and 
Fehlmg's  solutions  and  also  with  Clinitest®  tablets  but  not  with  Tes  Tape' 
(Glucose  Enzymatic  Test  Strip.  USB  Lilly). 

Broad  spectrum  antibiotics  should  be  prescribed  with  caution  in  individ 
uals  with  a history  ol  gastrointestinal  disease,  particularly  colitis. 

Usage  in  Pregnancy- Pregnancy  Category  B- The  daily  oral  admimstra 
tion  of  cephalexin  to  rals  in  doses  ol  250  or  500  mg/kg  prior  to  and  during 
pregnancy,  or  to  rals  and  mice  during  Ihe  period  dl  organogenesis  only,  had  no 
adverse  effect  cn  fertility,  fetal  viability,  fetal  weight,  or  litter  size.  Note  that  Ihe 
safety  ol  cephalexin  during  pregnancy  in  humans  has  nol  been  established 
Cephalexin  showed  no  enhanced  toxicity  in  weanling  and  newbdrn  rats 
as  cdmpared  with  adult  animals  Nevertheless,  because  Ihe  studies  in 
humans  cannot  rule  out  Ihe  possibility  ol  harm,  Kellel  should  be  used  during 
pregnancy  only  if  clearly  needed 

Nursing  Mothers-  The  excretion  ol  cephalexin  in  the  milk  increased  up  lo 
4 hours  alter  a 500-mg  dose,  Ihe  drug  reached  a maximum  level  ol  4^g/mL, 
then  decreased  gradually,  and  had  disappeared  8 hours  alter  administration 
Caution  should  be  exercised  when  Kellel  is  administered  to  a nursing  woman 
Adverse  Reactions:  Gaslrointesbnal-Symptoms  ol  pseudomembran 
ous  colitis  may  appear  either  during  or  alter  antibiotic  treatment  Nausea 
and  vomiting  have  been  reported  rarely.  The  most  Ireguent  side  eltect  has 
been  diarrhea,  II  was  very  rarely  severe  enough  to  warrant  cessation  ol 
therapy  Dyspepsia  and  abdominal  pain  have  also  occurred  As  with  some 
penicillins  and  some  other  cephalosporins,  transient  hepatitis  and  choles 
lahc  jaundice  have  been  reported  rarely 
Hypersensitivity-  Allergic  reactions  in  the  form  ol  rash,  urticaria,  angio 
edema,  and,  rarely,  erythema  mullilorme,  Stevens  Johnson  Syndrome,  or 
toxic  epidermal  necrolysis  have  been  observed  These  reactions  usually  sub 
sided  upon  discontinuation  of  Ihe  drug  Anaphylaxis  has  also  been  reported 
Other  reactions  have  included  genital  and  anal  pruritus,  genital  moniliasis, 
vaginitis  and  vaginal  discharge,  dizziness,  fatigue,  and  headache  Eosmo 
philia,  neutropenia,  thrombocytopenia,  and  slight  elevations  in  SGOT  and 
SGPT  have  been  reported 
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Medical  Practices 
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French  surgeon,  were  about  to  undergo  his  grand  cure. 
Following  days  of  preparation,  their  heads  had  swelled 
to  such  a degree  that  one  fled,  with  as  much  agility 
as  a criminal,  from  the  treatment.  He  applied  to  a 
Natchez  Indian  whom,  it  was  said,  “cured  him  in  ten 
days.”  His  comrade  persisted  with  the  French  surgeon 
and  died  three  days  after  his  companion  escaped. 

In  Louisiana,  colonists  found  the  benefits  of  “native 
medicine.”  It  came  in  a variety  of  forms  and  treat- 
ments. 

Herbs 

Acquired  from  the  Indians  and  still  used  today  are 
three  drugs:  Chincona  bark,  Ipecac  and  tobacco.  The 
Chincona  bark  was  known  as  a treatment  for  fever. 
Since  fevers  were  poorly  differentiated,  the  drug  was 
widespread  in  use.  Ipecac  was  known  to  induce  vom- 
iting and  is  so  used  today.  Tobacco  was  and  still  is 
used  for  pleasure  and  as  a drug! 

Witchcraft  and  War 

Potions  and  spells  sometimes  found  service  in  odd 
ways  among  native  Americans.  To  bring  back  the  af- 
fections of  a husband,  for  example,  a woman  of  the 
Creek  tribe  bathed  in  certain  herbs.  For  the  same  pur- 
pose, she  tinged  her  palm-leaf  hat  with  the  juice  of  an 
herb. 

A lactating  mother  might  drink  the  blood  from  the 
wound  of  a man,  after  cutting  into  the  skin  of  the 
forehead  with  a sharp  shell,  particularly  if  he  was  a 
strong  individual.  This  was  done  with  the  hope  of 
improving  the  quality  of  her  milk. 

A medicine  man  might  place  white  feathers,  or  new 
skins,  known  to  us  as  chamois,  plus  the  ears  of  an  owl 
before  a sick  person,  and  thrust  arrows  into  the  soil 
about  the  ill  one.  This  was  done  in  hopes  the  shaman 
would  draw  out  the  disease  as  he  withdrew  the  arrows. 

Among  the  Choctaw  Indians,  if  a chief  was  thought 
to  be  dying,  all  witnesses  were  sent  away  and  so-called 
priests  surrounded  his  bed.  They  performed  some  se- 
cret jugglery  which  made  him  appear  to  vomit  sparks 
and  ashes.  The  moment  that  the  dying  man  expired, 
a cloud  of  those  sparks  would  shoot  up  high  in  the  air 
accompanied  by  a noise.  This  flame  represented  the 
dead  man’s  soul. 

Such  superstitious  practices  sometimes  found  their 
way  into  Indian  and  early  colonial  medicine.  For  a 
bilious  stomach,  a draught  composed  of  a common 


plant,  called  Guahi  caused  vomiting  of  bile,  and  symp- 
tomatic improvement.  Fevers  were  cured  with  the  juice 
of  plants,  also  applied  to  simple  wounds.  Old  women 
and  so-called  priests  were  acquainted  with  the  many 
secret  virtues  of  herbs.  The  Spaniards  learned  from 
them  that  nut  grass,  crushed  and  rubbed  on  the  body, 
tightened  and  strengthened  the  skin.  Native  leaves, 
bark  and  roots  are  used  today,  many  with  therapeutic 
benefits  that  meet  FDA  approval. 

Voodoo 

It  was  early  in  the  16th  century  that  inroads  were 
made  by  slave  traders  into  the  economic  development 
of  the  New  World  and  voodoo  was  introduced.  The 
initial  slave  immigration  into  Louisiana  began  from 
the  island  of  Hispaniola,  now  known  as  Haiti  and  Santo 
Domingo.  Slavery  rapidly  expanded  into  the  French 
colonies  of  Louisiana  where  the  need  for  manpower 
was  great. 

The  art  of  voodoo  was  practiced  in  the  colonies  by 
good  and  bad  witches,  by  benevolent  healers  and  sor- 
cerers of  black  magic  cults.  African  witches  who  prac- 
ticed their  rituals  at  night  were  considered  to  be  con- 
nected with  the  evil  forces  of  black  magic,  evil  spirits 
and  spells.  Those  who  practiced  during  daylight  hours 
were  believed  to  be  connected  with  good,  as  opposed 
to  evil.  In  emergencies  either  one  could  change  his 
hours  to  suit  the  need! 

All  voodoo,  good  or  bad,  made  use  of  knowledge 
of  herbalism.  Poisons  or  drugs  were  culled  from  a 
variety  of  plants  for  cures  and  curses.  Some  of  these 
potions,  however  misplaced,  worked  to  heal  fevers  and 
other  maladies.  They  gradually  became  parts  of  co- 
lonial medicine  too. 

The  colonists  learned  medicine  as  they  learned  the 
country.  At  this  period  in  history,  a story  is  told  con- 
cerning a regiment  of  French  soldiers  in  Egypt.  Many 
of  the  troops  were  found  to  be  ill.  In  preference  to  the 
medical  care  that  they  would  be  tendered,  a large  num- 
ber threw  themselves  into  the  Nile.  Such  was  the  faith 
of  men  of  that  time  in  medicine.  Nevertheless,  many 
continued  to  brave  the  challenges  of  colonization  and 
tame  the  New  World. 

Whether  in  Europe  or  America,  in  the  military  or 
as  a civilian,  the  delivery  of  health  care  was,  in  a 
manner,  a mechanical  effort.  Therapeutic  endeavors 
rarely  relied  on  any  scientific  data.  Today’s  medical 
precision  and  technology  are  responsible  for  miracles. 

How  fortunate  we  are  to  just  be  alive  — and,  best 
of  all,  in  the  20th  century!  0 
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Sometimes 
you  just  can't 
operate 
alone. 


When  it  comes  to  saving  lives,  teamwork 
becomes  not  only  desirable;  it  becomes 
necessary. 

In  an  operating  room,  in  an  emergency  room, 
in  consultation  with  other  physicians,  teamwork 
helps  you  do  your  job  to  the  best  of  your  ability. 

The  American  Medical  Association  and  your 
state  and  county  medical  societies  believe  in  the 
value  of  teamwork  — and  the  necessity  of  it,  in 
the  face  of  an  increasingly  complex  professional 
environment. 

We  also  believe  that  medical  societies  have 
certain  tasks  that  the  individual  physician 
couldn’t  possibly  assume  — and  shouldn’t 
have  to. 


For  example,  to  keep  government  regulations 
from  interfering  with  your  practice,  we  effectively 
represent  your  interests  at  local  and  national 
levels. 

To  influence  policies  of  organized  medicine 
with  which  you  disagree,  we  provide  the  means 
to  have  your  views  heard  and  respected. 

And  to  keep  you  up  to  date  on  the  latest  med- 
ical advances,  we  publish  JAMA,  AM  News, 
specialty,  state,  and  county  journals. 

In  fact,  for  all  the  times  you  can’t  operate 
alone,  your  medical  societies  will  be  there. 
Working  with  you  to  defend  your  rights  and  pro- 
tect your  freedoms. 


Join  Your 
Medical  Societies 
Today. 

For  more  information,  contact  your 
county  or  state  medical  societies,  or  call 
the  AMA  collect  at  312/751-6196.  Or 
return  the  coupon  below  to  your  state 
or  county  medical  society. 


□ Please  send  me  information  on  AMA,  county,  and  state  society  membership. 

□ I am  a member  of  my  county  and  state  societies;  please  send  me  information 
on  joining  the  AMA. 


Name . 


Street . 


City. 


. State . 


.Zip. 


County  _ 
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50%  OFF 

PREVIOUSLY  OWNED  MEDICAL,  laboratory,  x-ray,  ultra- 
sound equipment.  We  buy,  sell,  broker,  repair.  MEDICAL 
EQUIPMENT  RESALE  & REPAIR,  INC.  24026  Haggerty  Rd., 
Farmington  Hills,  MI  48018.  1-800-247-5826,  (313)  477-6880. 


EXCELLENT  TEXAS  OPPORTUNITY,  for  a F/P,  G/P,  G/S,  and 
I/M  person  to  practice  in  a lake  area  community  in  the  beautiful 
Piney  Woods  area  of  east  Texas.  First  year  guarantee,  etc.  Send 
C/V  to,  Medical  Support  Services,  1 1509  Quarterhorse  Trail,  Aus- 
tin, TX  78750  or  call  Armando  L.  Frezza,  512-331-4164. 


FAMILY  PRACTICE  — Metro  Alabama.  Contracted  private  prac- 
tice opportunities.  275+  bed  hospital  support.  Recreational/cul- 
tural amenities.  Compensation  package.  Contact:  Bob  Tyler  & 
Company,  9040  Roswell  Road,  Atlanta,  Georgia  30338.  Collect 
404-641-6411. 


OB/GYN,  PEDIATRICIAN  WANTED,  excellent  Texas  oppor- 
tunity to  practice  in  a community  close  to  Houston.  Enjoy  country 
living  at  its  best  with  the  convenience  of  Houston  within  40  min. 
New  high  tech  150  bed  hosp.  with  good  X-coverage.  First  year 
guarantee,  etc.  Call  or  send  C/V  to,  Armando  L.  Frezza,  Medical 
Support  Services,  1 1509  Quarter  Horse  Trail,  Austin,  TX  78750; 
512-331-4164. 


PRIMARY  CARE  PHYSICIANS  desperately  needed  to  locate  in 
West  Central  Alabama  rural  communities,  one  hour  from  Birming- 
ham. Faculty  appointment  with  Family  Practice  Center  at  Universi- 
ty of  Alabama  if  qualified.  Join  established  practice  or  work  indi- 
vidually. Salary  of  $50,000  to  $65,000  guaranteed  until  practice  is 
self-sufficient.  Generous  fringe  benefits  include  life,  disability, 
health,  retirement,  and  malpractice  insurance,  two  weeks  con- 
tinuing education,  and  three  weeks  annual  leave.  All  equipment, 
including  X-ray  and  lab,  furniture,  and  supplies  provided.  Manage- 
ment services  including  personnel,  payroll,  tax  reports,  and  billing 
provided.  If  invited  to  visit,  all  expenses  will  be  paid.  All  moving 
expenses  covered.  Write  Health  Development  Corporation,  P.O. 
Box  1486,  Tuscaloosa,  Alabama  35403,  or  telephone  Frank 
Cochran,  colled  at  758-7545  for  more  information. 


NATIONAL  HEALTHCARE,  INC.,  an  Alabama  based  hospital 
management  corporation  currently  owning/managing  twelve  fa- 
cilities in  Alabama,  has  practice  opportunities  available  for  all 
specialties.  Solo,  partnership  and  group  arrangements  are  all  avail- 
able. Generous  financial  packages.  For  more  information,  contact 
Debbie  Goins  or  Cathy  Carmichael  toll  free  at  1-800-422-0183 
(outside  Alabama  1-800-523-6214)  or  collect  205-793-2399.  CVs 
may  be  sent  to  Physician  Relations/Recruitment,  Dept.  87-25, 
National  Healthcare,  Inc.,  P.O.  Box  1649,  Dothan.  Alabama  36302. 


Internist  wanted  initially  as  partner  — then  as  purchaser  for  grow- 
ing practice  grossing  $500,000.  Needs  2 Board-certified  physi- 
cians. Buy  out  finances  arranged.  Office  with  EKG,  X-ray,  sig- 
moidoscope flex,  etc.,  on-going  staff.  Reply  confidentially  with 
complete  CV  to  INTERNIST,  c/o  P.O.  Box  59406,  Birmingham, 
AL  35259. 


VIRGINIA:  Emergency  Room  staff  position  available  in  large, 
busy  ER  seeing  35,000  patients  annually.  This  hospital  is  located 
in  a quaint  Virginia  community  near  Smith  Mountain  Lake,  and 
45  minutes  from  Greensboro,  NC  and  one  hour  from  the  Triangle 
area  in  NC.  $100,000  + compensation.  Double  coverage.  Contact: 
Amy  O’Bryan,  Coastal  Emergency  Services,  Inc.,  9327  Midlo- 
thian Turnpike,  Ste.  2E,  Richmond,  VA  23235;  (804)  320-7549, 
(800)  552-6638  in  VA,  (800)  551-1013  in  US. 


PEDIATRICIAN:  Practice  opportunity  for  Board  Eligible/Board 
Certified  Pediatrician  in  a warm  and  friendly  community  in  Eastern 
South  Carolina,  North  Myrtle  Beach  vicinity.  Ideal  recreational 
opportunities  to  include  the  beach,  sailing,  fishing,  tennis  and  golf. 
The  pediatric  practice  is  very  well  established.  Excellent  financial 
package  from  hospital  — a 105  bed,  modem  hospital  with  a 40 
bed  Extended  Care  facility.  Contact  Alton  Ewing,  Assistant  Ad- 
ministrator, Loris  Community  Hospital,  Loris,  SC  29569,  tele- 
phone (803)  756-4011. 


AMA  Rates  High  in  New 
Gallup  Poll 

The  American  Medical  Association— as 
an  organization— has  received  high 
marks  in  two  public  opinion  polls  on  the 
credibility  of  major  social  institutions.  The 
AMA  ranked  higher  than  all  other  groups 
in  two  surveys  of  public  confidence  con- 
ducted by  the  Gallup  Organization 
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You  don’t  have  to  move  mountains  to 
make  a difference  on  this  earth.  Or  be  a 
Michelangelo  to  leave  your  mark  on  it. 

Leaving  even  the  smallest  legacy  to  the 
American  Cancer  Society  can  help  change 
the  future  for  generations  to  come.  By 
including  the  American  Cancer  Society  in 
your  will,  you’ll  be  leaving  a loving  and 


lasting  impression  on  life. 

You  see,  cancer  is  beatable.  The  survival 
rate  for  all  cancers  is  already  approaching 
50%  in  the  United  States.  | 

You’ll  be  giving  a gift  I AMERICAN 
of  life  to  the  future.  And  ^CANCER 
giving  life  is  the  greatest  ? SOGETY® 
way  of  leaving  your  mark  on  it. 


For  more  information,  call  vour  local  AC'S  l nit  or  write  to  the  American  C ancer  Societc,  4 West  AStli  Street.  New  'lork.  N't  10001. 
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In  mild  to  moderate  hypertension 

THE  FIRST 
ONCE  DAILY 


CALCIUM 

CHANNEL 

BLOCKER... 


(verapamil  HCI/Knoll) 

240  mg  scored,  sustained -release  tablets 


JAMES  B. 

38,  black  male,  heavy  smoker. 
Prescribed  a diuretic  by  an- 
other physician  last  year  for 
hypertension. 

YOUR  CONCERNS 

Presents  with  "smoker's 
cough."  Workup  reveals  a BP 
of  150/107. 

A LOGICAL  CHOICE  FOR 
CONTROL  OF  HIS  BP 
ISOPTIN*  (verapamil 
HCI/Knoll)  because. . . 

— Black  hypertensives  often 
have  low  plasma  renin  ac- 
tivity and  generally  do  not 
respond  favorably  to  beta 
blockers. 

— Beta  blockers  may 
increase  the  likelihood  of 
bronchospasm. 


THOMAS  G. 

70,  asthmatic.  In  the  past,  BP 
adequately  controlled  with 
25  mg  hydrochlorothiazide 
daily. 

YOUR  CONCERNS 
Today  patient  presents  with 
symptoms  of  gout.  Workup 
reveals  high  uric  acid  level, 
low  serum  potassium,  and  BP 
elevated  to  180/98. 

A LOGICAL  CHOICE  FOR 
CONTROL  OF  HIS  BP 
ISOPTIN*  (verapamil 
HCI/Knoll)  because... 

— Unlike  diuretics,  ISOPTIN 
will  not  decrease  serum  po- 
tassium levels  or  elevate  uric 
acid  levels. 

— Unlike  beta  blockers, 
ISOPTIN  can  be  used  safely  in 
asthma  and  COPD  patients. 


ALICE  W. 

65,  diabetic,  overweight.  Her 
BP  has  elevated  to  190/98. 

YOUR  CONCERNS 

She's  on  daily  insulin. 

A LOGICAL  CHOICE  FOR 
CONTROL  OF  HER  BP 

ISOPTIN*  (verapamil 
HCI/Knoll)  because... 

— Unlike  most  beta  blockers 
and  diuretics,  ISOPTIN  has  no 
adverse  effects  on  serum 
glucose  levels. 

— Unlike  most  beta  blockers, 
ISOPTIN  does  not  mask  the 
symptoms  of  hypoglycemia. 


JOHN  K. 

42,  Annual  physical  uncov- 
ered diastolic  BP  of  102... 
confirmed  on  three  successive 
office  visits.  Unresponsive  to 
nonpharmacologic 
intervention. 

YOUR  CONCERNS 
Salesman,  spends  many  hours 
of  his  working  day  in  car... 
total  cholesterol  level  300, 
HDL  35. 

A LOGICAL  CHOICE  FOR 
CONTROL  OF  HIS  BP 
ISOPTIN*  (verapamil 
HCI/Knoll)  because... 

— Unlike  diuretics,  ISOPTIN 
does  not  cause  urinary 
urgency. 

— Unlike  either  beta  blockers 
or  diuretics,  ISOPTIN  will  not 
adversely  affect  his  already 
seriously  compromised  lipid 
profile. 

— Unlike  with  propranolol, 
fatigue  and  impotence  are 
rarely  reported. 


Antihypertensive  therapy  you 
and  your  patients  can  live  with 


*A  product  of  Knoll  research. 

© 1986,  BASF  K & F Corporation 
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In  mild  to  moderate  hypertension  Brief  Summary 
THE  FIRST  ONCE  DAILY 
CALCIUM  CHANNEL  BLOCKER 

ISOPTIN*  SR 
(verapamil  HCI/Knoll) 

240  mg  scored,  sustained-release  tablets 

CONTRAINDICATIONS:  1)  Severe  left  ventricular  dysfunction  (see  WARNINGS),  2)  Hypotension 
(less  than  90  mmHg  systolic  pressure)  or  cardiogenic  shock,  3)  Sick  sinus  syndrome  or  2nd  or 
3rd  degree  AV  block  (except  In  patients  with  a functioning  artificial  ventricular  pacemaker). 

WARNINGS:  Heart  Failure:  ISOPTIN  should  be  avoided  in  patients  with  severe  left  ventricular 
dysfunction  (see  DRUG  INTERACTIONS).  Patients  with  milder  ventricular  dysfunction  should,  if 
possible,  be  controlled  before  verapamil  treatment.  Hypotension:  ISOPTIN  (verapamil  HCI)  may 
produce  occasional  symptomatic  hypotension.  Elevated  Liver  Enzymes:  Elevations  of  trans- 
aminases with  and  without  concomitant  elevations  in  alkaline  phosphatase  and  bilirubin  have 
been  reported.  Periodic  monitoring  of  liver  function  in  patients  receiving  verapamil  is  therefore 
prudent  Accessory  Bypass  Tract  (Wolff-Parkinson-White):  Patients  with  paroxysmal  and/or 
chronic  atrial  flutter  or  atrial  fibrillation  and  a coexisting  accessory  AV  pathway  have  developed 
increased  antegrade  conduction  across  the  accessory  pathway  producing  a very  rapid 
ventricular  response  or  ventricular  fibrillation  after  receiving  intravenous  verapamil.  While  this 
has  not  been  reported  with  oral  verapamil,  it  should  be  considered  a potential  risk.  Treatment  is 
usually  D C. -cardioversion.  Atrioventricular  Block:  The  effect  of  verapamil  on  AV  conduction  and 
the  SA  node  may  cause  asymptomatic  1st  degree  AV  block  and  transient  bradycardia.  Higher 
degrees  of  AV  block,  while  infrequent  (0.8%),  may  require  a reduction  in  dosage  or,  in  rare 
instances,  discontinuation  of  verapamil  HCI  Patients  with  Hypertrophic  Cardiomyopathy 
(IHSS):  Although  verapamil  has  been  used  in  the  therapy  of  patients  with  IHSS,  severe 
cardiovascular  decompensation  and  death  have  been  noted  in  this  patient  population 

PRECAUTIONS:  Impaired  Hepatic  or  Renal  Function:  Verapamil  is  highly  metabolized  by  the 
liver  with  about  70%  of  an  administered  dose  excreted  in  the  urine.  In  patients  with  impaired 
hepatic  or  renal  function  verapamil  should  be  administered  cautiously  and  the  patients 
monitored  for  abnormal  prolongation  of  the  PR  interval  or  other  signs  of  excessive  phar- 
macological effects  (see  OVERDOSAGE) 

Drug  Interactions:  Beta  Blockers:  Concomitant  use  of  ISOPTIN  and  oral  beta-adrenergic 
blocking  agents  may  be  beneficial  in  certain  patients  with  chronic  stable  angina  or  hypertension, 
but  available  information  is  not  sufficient  to  predict  with  confidence  the  effects  of  concurrent 
treatment  in  patients  with  left  ventricular  dysfunction  or  cardiac  conduction  abnormalities. 
Digitalis:  Clinical  use  of  verapamil  in  digitalized  patients  has  shown  the  combination  to  be  well 
tolerated  if  digoxin  doses  are  properly  adjusted  However,  chronic  verapamil  treatment  increases 
serum  digoxin  levels  by  50  to  75%  during  the  first  week  of  therapy  and  this  can  result  in  digitalis 
toxicity.  Upon  discontinuation  of  ISOPTIN  (verapamil  HCI),  the  patient  should  be  reassessed  to 
avoid  underdigitalization.  Antihypertensive  Agents:  Verapamil  administered  concomitantly  with 
oral  antihypertensive  agents  (e  g , vasodilators,  angiotensin-converting  enzyme  inhibitors, 
diuretics,  beta  blockers,  prazosin)  will  usually  have  an  additive  effect  on  lowering  blood 
pressure  Patients  receiving  these  combinations  should  be  appropriately  monitored  Dis- 
opyramide  Disopyramide  should  not  be  administered  within  48  hours  before  or  24  hours  after 
verapamil  administration.  Quinidine:  In  patients  with  hypertrophic  cardiomyopathy  (IHSS), 
concomitant  use  of  verapamil  and  quinidine  resulted  in  significant  hypotension.  There  has  been 
a report  of  increased  quinidine  levels  during  verapamil  therapy.  Nitrates:  The  pharmacologic 
profile  of  verapamil  and  nitrates  as  well  as  clinical  experience  suggest  beneficial  interactions. 
Cimetidine:  Two  clinical  trials  have  shown  a lack  of  significant  verapamil  interaction  with 
cimetidine  A third  study  showed  cimetidine  reduced  verapamil  clearance  and  increased 
elimination  to  1/2.  Anesthetic  Agents:  Verapamil  may  potentiate  the  activity  of  neuromuscular 
blocking  agents  and  inhalation  anesthetics  Carbamazepme  Verapamil  may  increase  car- 
bamazepme  concentrations  during  combined  therapy.  Rifampin:  Therapy  with  rifampin  may 
markedly  reduce  oral  verapamil  bioavailability.  Lithium:  Verapamil  may  lower  lithium  levels  in 
patient  on  chronic  oral  lithium  therapy  Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility 
There  was  no  evidence  of  a carcinogenic  potential  of  verapamil  administered  to  rats  for  two 
years  Verapamil  was  not  mutagenic  in  the  Ames  test.  Studies  in  female  rats  did  not  show 
impaired  fertility  Effects  on  male  fertility  have  not  been  determined  Pregnancy  (Category  C) 
There  are  no  adequate  and  well-controlled  studies  in  pregnant  women  ISOPTIN  crosses  the 
placental  barrier  and  can  be  detected  in  umbilical  vein  blood  at  delivery  This  drug  should  be 
used  during  pregnancy,  labor,  and  delivery,  only  if  clearly  needed  Nursing  Mothers:  ISOPTIN  is 
excreted  in  human  milk,  therefore,  nursing  should  be  discontinued  while  verapamil  is 
administered  Pediatric  Use  Safety  and  efficacy  of  ISOPTIN  in  children  below  the  age  of  18  years 
have  not  been  established 

ADVERSE  REACTIONS:  Constipation  8 4%.  dizziness  3 5%.  nausea  2 7%,  hypotension  2.5%, 
edema  21%.  headache  19%,  CHF/pulmonary  edema  18%,  fatigue  17%,  bradycardia  14%, 
3°  AV  block  0 8%,  flushing  01%.  elevated  liver  enzymes  (see  WARNINGS)  The  following 
reactions,  reported  in  less  than  10%  of  patients,  occurred  under  conditions  (open  trials, 
marketing  experience)  where  a causal  relationship  is  uncertain;  they  are  mentioned  to  alert  the 
physician  to  a possible  relationship  angina  pectoris,  arthralgia  and  rash.  AV  block,  blurred 
vision,  cerebrovascular  accident,  chest  pain,  claudication,  confusion,  diarrhea,  dry  mouth, 
dyspnea,  ecchymosis  or  bruising,  equilibrium  disorders,  exanthema,  gastrointestinal  distress, 
gingival  hyperplasia,  gynecomastia,  hair  loss,  hyperkeratosis,  impotence,  increased  urination, 
insomnia,  macules,  muscle  cramps,  myocardial  infarction,  palpitations,  paresthesia,  psychotic 
symptoms,  purpura  (vasculitis),  shakmess,  somnolence,  spotty  menstruation,  sweating, 
syncope,  urticaria  Treatment  of  Acute  Cardiovascular  Adverse  Reactions  Whenever  severe 
hypotension  or  complete  AV  block  occur  following  oral  administration  of  verapamil,  the 
appropriate  emergency  measures  should  be  applied  immediately,  e g , intravenously  admin- 
istered isoproterenol  HCI.  levarterenol  bitartrate,  atropine  (all  in  the  usual  doses),  or  calcium 
gluconate  (10%  solution)  If  further  support  is  necessary,  inotropic  agents  (dopamine  or 
dobutamme)  may  be  administered  Actual  treatment  and  dosage  should  depend  on  the  severity 
and  the  clinical  situation  and  the  judgment  and  experience  of  the  treating  physician 

OVEROOSAGE:  Treatment  of  overdosage  should  be  supportive  Beta-adrenergic  stimulation  or 
parenteral  administration  of  calcium  solutions  may  increase  calcium  ion  flux  across  the  slow 
channel,  and  have  been  used  effectively  in  treatment  of  deliberate  overdosage  with  verapamil 
Clinically  significant  hypotensive  reactions  or  fixed  high  degree  AV  block  should  be  treated  with 
vasopressor  agents  or  cardiac  pacing,  respectively  Asystole  should  be  handled  by  the  usual 
measures  including  cardiopulmonary  resuscitation 


A defense 
against  cancer 
can  be  cooked  up 
in  your  kitchen. 


There  is  evidence 
that  diet  and  cancer 
are  related.  Some 
foods  may  promote 
cancer, while  others  may_ 
protect  you  from  it. 

Foods  related  to  low 
ering  the  risk  of  cancer 
of  the  larynx  and  esoph- 
agus all  have  high 
amounts  of  carotene,  a 
form  of  Vitamin  A 
which  is  in  canta- 
loupes, peaches,  broc- 
coli, spinach,  all  dark 
green  leafy'  vegeta- 
bles, sweet  potatoes, 
carrots,  pumpkin, 
winter  squash,  and 
tomatoes,  citrus  fruits  and" 
brussels  sprouts. 

Foods  that  may  help  reduce  the 
risk  of  gastrointestinal  and  respira- 
tory tract  cancer  are  cabbage, 
broccoli,  brussels  sprouts,  kohl- 
rabi, cauliflower. 

Fruits,  vegetables  and  w'hole- 
grain  cereals  such  as  oat- 
meal, bran  and  wheat 
may  help  lower  the 
risk  of  colorectal 


cancer. 

Foods  high  in  fats, 
salt-  or  nitrite-cured 
foods  such  as  ham , 
and  fish  and  types  of 
sausages  smoked  by  traditional 
methods  should  be  eaten  in 
moderation. 

Be  moderate  in  consumption 
of  alcohol  also. 

A good  rule  of  thumb  is  cut 
down  on  fat  and  don't  be  fat. 
Weight  reduction 
may  lower  cancer 
risk.  Our  12 -year 
study  of  nearly  a 
million  Americans 
uncovered  high 
cancer  risks  partic- 
ularly among  people 
40%  or  more  overweight 

Now,  more  than  ever,  we 
know  you  can  cook  up  your 
own  defense  against  cancer.  So 
eat  healthy  and  be  healthy. 
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No  one  faces 

cancer  alone. 

AMERICAN  CANCER  SOCIETY 
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i “When  I 
IV  dance. 
[Heel 
I better 
l and 

F beautiful.” 

Melissa  Berman  is  nine 
years  old,  deaf  and  a “natural 
dancer.”  She  takes  ballet  at  the 
Joffrey  Ballet  School  where 
Meredith  Baylis  teaches  a 
special  class  for  the  non-hearing. 
The  children  respond  to  the 
vibration  in  the  floor  and  some- 
times get  their  instruction 
through  an  interpreter. 

Dance  seems  to  offer  an 
escape  valve  for  the  remarkable 
energy  that  would  otherwise 
be  bottled  up  in  Melissa  and 
her  classmates.  Melissa’s 
mother  reports  that  when 
“The  Nutcracker”  appeared  on 
television,  Melissa  got  up  and 
joined  in  the  dancing.  Melissa  is 
also  an  accomplished  gymnast 
but  her  great  love  is  dance  which 
she  hopes  to  pursue. 

Here  in  the  dance  studio, 
with  the  pianist  pounding  away, 
Melissa  is  indeed  beautiful! 

President’s  Committee  on 
Employment  of  the  Handicapped 
Washington,  D.C.  20210 

Produced  by  The  School  of  Visual  Arts 
Public  Advertising  System 


AUXILIARY 


Mrs.  Lamar  Thomas 
A-MASA  President 


Awareness:  The  Big  4 4 A” 


Thank  you  for  the  opportunity  to  serve  as  president 
of  the  Auxiliary  to  the  Medical  Association  of  the 
State  of  Alabama.  I have  enjoyed  my  association  with 
this  group  for  many  years  and  look  forward  to  meeting 
with  and  working  with  auxilians  all  over  the  state  of 
Alabama.  Your  membership  in  our  organization  is  the 
most  effective  tool  we  have.  Please  remember  you  are 
valued.  Collectively  as  a group  of  over  2,000  members 
we  can  and  do  have  a voice  in  providing  a better  quality 
of  life  for  the  citizens  of  our  state. 

As  we  go  forward  into  our  64th  year  we  can  look 
back  with  a feeling  of  accomplishment  as  we  have 
pursued  many  projects  that  have  helped  achieve  better 
health  for  Alabamians.  As  you  are  aware,  we  are  the 
support  arm  of  the  Medical  Association  of  the  State 
of  Alabama — implementing  their  programs  and  filling 
the  gaps  as  needed.  Our  spouses  have  seen  the  value 
in  our  work.  Our  communities  have  felt  the  results  of 
our  endeavors.  We  must  continue  to  help  improve  the 
image  of  medicine  in  Alabama. 


Through  the  years  we  have  been  an  encouragement 
to  medical  students  through  AMA-ERF.  We  have 
helped  to  fill  needs  in  the  areas  of  health  education 
for  children  and  older  Americans.  We  have  encouraged 
health  careers  and  recently  became  involved  in  sup- 
porting the  impaired  physician  program. 

We  cannot  afford  to  backslide  in  any  of  these  areas 
where  progress  has  been  made  in  recent  years.  A vig- 
ilant watch  must  be  maintained  on  legislation.  Tort 
reform  remains  as  a number  one  target  for  physicians 
and  their  families.  Awareness  of  this  problem  and  ed- 
ucation of  the  general  public  is  imperative.  Commu- 
nication by  legislative  chairmen  at  both  the  state  and 
local  levels  has  been  instrumental  in  helping  the  leg- 
islative fight  for  tort  reform. 

Another  area  of  achievement  in  past  years  has  been 
the  child  restraint  loaner  program.  Our  efforts  to  en- 
courage passage  of  the  child  restraint  safety  bill  were 
successful.  Our  counties  have  worked  hard  to  raise 
money  to  purchase  car  seats  to  implement  this  pro- 
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gram.  But  the  work  is  not  complete.  We  must  continue 
to  make  the  public  aware  of  the  dangers  involved  in 
neglect  or  improper  use  of  car  restraints. 

The  AMA  has  developed  a new  program  in  con- 
junction with  a major  car  manufacturer  to  educate  the 
public  on  proper  seat  belt  usage  especially  for  pregnant 
women.  Expectant  mothers  often  do  not  use  seat  belt 
for  fear  of  damaging  their  unborn  children.  An  ex- 
cellent film  and  brochure  on  this  program  are  now 
available  to  show  in  our  local  auxiliaries  and  com- 
munities. 

Another  focus  in  our  auxiliary  this  year  will  be  Alz- 
heimer’s Disease.  As  symptoms  of  dreaded  disease 
have  appeared  rapidly  in  my  mother  this  past  year,  I 
have  become  aware  of  the  impact  Alzheimer’s  can 
have  on  patients  and  their  families.  Much  is  being  done 
in  research  but  the  public  is  not  aware  of  the  conse- 
quences this  disease  has  on  us  all.  November  is  Alz- 
heimer’s Disease  Awareness  month.  I would  like  all 
of  you  to  help  me  make  our  communities  aware  of  this 
disease  through  the  distribution  of  brochures  that  are 
available  through  Alzheimer’s  Disease  Research. 

The  most  publicized  health  problem  in  1987  has 
been  AIDS.  You  cannot  pick  up  a newspaper  or  mag- 
azine without  seeing  several  articles  on  the  subject  of 
Acquired  Immune  Deficiency  Syndrome.  Everyone  is 
talking  about  it.  Congress  is  concerned,  health  officials 
are  concerned,  children  are  frightened.  Repercussions 
are  being  felt  around  the  globe.  We,  as  a concerned 
health  oriented  organization,  must  take  a stand  against 
this  fatal  disease  — AIDS  is  deadly  — 100%  fatal.  It 
is  also  preventable. 

The  AMA  is  launching  an  attack  on  AIDS  starting 
with  a campaign  of  public  awareness  of  the  problem. 
What  better  place  to  educate  the  public  than  in  the 
physician  office?  Eight  million  patients  go  through 
doctors’  offices  daily  — eight  million!  Something  as 
simple  as  brochures  in  waiting  rooms  can  help  calm 
the  tide  of  public  hysteria  over  the  problem.  We  have 


not  been  given  information  on  how  we  as  auxilians 
can  help  in  this  public  awareness  campaign  but  we 
want  to  be  ready  for  our  participation  in  this  program. 
Please  read  all  the  articles  you  see  to  help  keep  us  all 
apprised  of  the  situation. 

Awareness  is  the  first  step  in  the  process  of  finding 
a solution  to  any  problem.  Awareness  brings  concern. 
When  enough  people  are  concerned  with  the  problem 
action  is  likely  to  occur.  When  there  is  action,  change 
is  usually  the  result. 

As  young  children  we  learned  the  alphabet.  The  first 
letter  “A”  was  our  first  step  in  the  lifelong  process 
of  reading  for  information,  learning  and  pleasure.  With 
“A”  we  began  our  learning  process.  Our  journey  to- 
ward our  goal  of  better  health  and  improved  quality 
of  life  for  all  Americans  appears  to  be  too  long  and 
hard.  But  we  must  remember  that  this  journey  also 
begins  with  the  first  step. 

Awareness  is  the  first  step.  A familiar  symbol  for 
“A”  has  always  been  an  apple.  Apple  appeared  as 
our  first  “A”  in  early  readers.  It  has  always  been 
associated  with  good  health  habits  and  nothing  is  more 
American  than  apple  pie.  When  you  see  an  apple  this 
year  think  good  health,  think  awareness,  think  action 
on  AIDS,  auto  safety,  Alzheimer’s  and  tort  reform. 
Remember  a journey  of  a thousand  miles  begins  with 
the  first  step.  Let  awareness  be  our  first  step  — the 
Big  “A.”  B 
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sants  ore  used  concomitantly  with  cimetidine  (Togamef),  clinically  significant  effects  have  been  reported 
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You're  both  smiling  again! 


In  depressed  and 
anxious  patients, 
you  cart  see  the  dif- 
ference sooner— 
62%  of  total  four- 
week  improvement 
achieved  in  the  first 
week  with  Limbitrol 
versus  44%  with 
amitriptyline.1 


IN  MODERATE  DEPRESSION  AND  ANXIETY 
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New  Hope 
r Early  Diagnosis 


Malpractice: 

I < n*l  l e A Tareet... 


Your  office  staff  may  be  working  against 
you  in  avoiding  a malpractice  lawsuit. 

Patients  often  get  an  impression  of  you  as 
a physician  by  the  way  they  are  treated  in 
your  office  — even  before  they  see  you.  Yet 
office  staff  generally  get  little  guidance  in 
this  important  area. 

To  help  the  members  of  your  office  staff, 
Mutual  Assurance  offers  a comprehensive 
loss  prevention  program  for  them. 

Using  audio  tapes  and  detailed  workbooks, 
the  program  delivers  custom  instruction  to 
your  receptionist,  your  office  manager,  your 


billing  clerk  and  your  nurses.  And  unlike  cost- 
ly seminars,  the  program  can  be  reused  time 
and  time  again  for  refresher  courses  and  for 
new  employees. 

The  program  includes  written  examinations 
for  each  member  of  your  staff.  The  examina- 
tion is  graded  by  an  educational  testing  ser- 
vice and  returned  for  your  review  and 
follow-up. 

The  cost  — $85.  To  order  your  set  of  five 
tapes  and  workbooks,  call  1-800-272-6401 
(Toll  Free)  or  933-7280  in  Birmingham. 
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PHYSICIANS, 
SCHEDULE 
SOME  TIME  FOR 
YOUR  COUNTRY 

Many  physicians  would 
like  to  devote  some  time  to  their 
country  in  a local  Army  Reserve 
unit.  We  know  that  making  a 
weekend  commitment  can  be 
difficult  for  most  physicians.  So  it 
is  practical  for  the  Army  Reserve 
units  to  be  flexible  about  time. 
It’s  worth  discussing. 

Incidentally,  in  addition 
to  satisfying  your  own  desire  to 
serve  your  country,  there  are 
exceptional  opportunities  to  do 
something  totally  different  from 
a day-to-day  routine.  Oppor- 
tunities to  study  new  areas  of 
medicine,  meet  new  people  in 
your  specialty,  and  be  a part  of 
one  of  the  world’s  most  advanced 
medical  teams. 

Discuss  the  opportunities 
with  our  Army  Medical  Person- 
nel Counselor. 


FOR 

SURGEONS 
LOOKING  FOR 
A CHALLENGE. 

Your  challenge  could  be  the 
Army  Reserve  unit  near  you.  It’s  a 
unit  that  requires  the  services  of 
surgeons. 

You  may  wish  to  explore  the 
challenge  of  teaching  in  a major 
medical  center.  You  may  wish  to 
explore  the  special  challenges  of  your 
specialty  in  triage.  Certainly  you’ll  be 
confronted  by  challenges  very 
different  from  your  daily  routine. 

You’ll  also  have  an  opportunity 
to  participate  in  a number  of  pro- 
grams in  which  you’ll  be  able  to 
exchange  views  and  information  with 
other  surgeons  from  all  over  the 
country. 

The  Army  Reserve  understands 
the  time  demands  on  a busy  physi- 
cian, so  you  can  count  on  us  to  be 
totally  flexible  in  making  time  for  you 
to  share  your  specialty  with  your 
country.  We’ll  arrange  your  training 
program  to  work  with  your  practice. 

To  find  out  about  the  benefits  of 
serving  with  a nearby  Army  Reserve 
unit,  we  recommend  you  call  our 
Army  Medical  Personnel  Counselor. 


PHYSICIANS.THERE 
ARE  TWO  KINDS 
OF  FLEXIBILITY  IN 
THE  ARMY  RESERVE 
WE  THINK  YOU'LL  LIKE. 

One,  time.  We  know  how 
tough  it  is  for  a busy  physician 
to  make  weekend  time  commit- 
ments. So  we  offer  flexible 
training  programs  that  allow  a 
physician  to  share  some  time 
with  his  or  her  country.  We 
arrange  a schedule  to  suit  your 
requirements. 

Two,  the  opportunity  to 
explore  other  phases  of  medi- 
cine, to  add  a different  kind  of 
knowledge— the  challenge  of 
military  health  care.  It’s  a flexi- 
bility which  could  prove  to  be 
both  stimulating  and  reward- 
ing, with  the  opportunity  to 
participate  in  a variety  of 
programs  that  can  put  you  in 
contact  with  medical  leaders 
from  all  over  the  country. 

See  how  flexible  we  can 
be,  call  our  Army  Medical 
Personnel  Counselor. 


ARMY  RESERVE. 
BE  ALLYOU  CAN  BE. 


HERE'S  ONE  DOCTOR 
WHO  WON'T  PAY 
HIS  MALPRACTICE 
PREMIUMS  THIS  YEAR. 

The  Army  covers  his  premiums. 
Since  he’s  an  Army  Physician,  there  are 
a lot  of  worries  associated  with  private 
practice  that  he  won’t  have  to  contend 
with.  Like  excessive  paperwork,  and  the 
overhead  costs  incurred  in  running  a 
privatepractice. 

What  he  will  get  is  a highly  challeng- 
ing, highly  rewardingexperience.  The 
Armyoffers  varied  assignments, 
chances  to  specialize,  or  further  your 
education,  and  to  work  with  a team  of 
dedicated  health  care  professionals. 

Plus  a generous  benefits  package. 

If  you’re  interested  in  practicing  high 
quality  healthcare  with  a minimum  of 
administrative  burdens,  examine  Army 
medicine  1 alktoyourlocal  Army 
Medical  Department  Counselor  for 
moreinformation. 

ARMY  MEDICINE. 

BE  ALLYOU  CAN  BE. 


MAJOR  OPPORTUNITIES  FOR 
HEALTH  PROFESSIONALS. 


Army  Medicine 
Mid-Memphis  Tower  Bldg. 
Suite  702 
1407  Union  Ave. 
Memphis,  TN  38104 
Call  collect:  (901)  521-2855 

Army  Reserve  Medicine 
255  West  Oxmoor  Rd. 

Room  R-105 
Birmingham,  AL  35209 
Call  collect:  (205)  942-6570 


Information  for  Authors 
Concerning  Manuscripts 


Manuscripts  should  be  typewritten,  double  spaced 
on  white  paper  8 1/2X 1 1 inches  with  adequate  margins. 
Two  copies  should  be  submitted.  Authority  for  approv- 
al of  all  contributions  rests  with  the  Editor.  Alabama 
Medicine  reserves  the  right  to  edit  any  material  submit- 
ted. The  publishers  accept  no  responsibility  for  opin- 
ions expressed  by  contributors. 

Style:  The  first  page  should  list  title  (please  be  brief), 
the  author  (or  authors),  degrees,  and  any  institutional  or 
other  credits.  Bibliographies  must  contain,  in  the  order 
given:  Name  of  author,  title  of  article,  name  of 
periodicals  with  volume,  page,  month  — day  of  month 
if  weekly  — and  year.  Number  should  be  limited  to 
absolute  minimum.  References  should  be  numbered 
consecutively  in  order  in  which  they  appear  in  the  text. 

The  Stylebook/ Editorial  Manual,  published  by  the 
AMA,  is  the  general  reference  for  questions  of  style.  It 
is  particularly  useful  in  the  proper  presentation  of  data. 
When  conflicts  occur  between  usage,  etc. , by  an  author 
and  the  stylebook,  these  will  be  resolved  in  favor  of  the 
author  if  his  method  is  persuasive  and  logical. 

Helpful  to  many  writers  is  The  Elements  of  Style  by 
William  Strunk,  Jr.,  and  E.  B.  White,  which  empha- 
sizes brevity,  vigor  and  clarity. 


Final  authority  on  grammar  is  Webster's  New  Inter- 
national, Unabridged,  Second  Edition. 

Length  of  Articles:  Articles  should  not  exceed 
3,000  words  (approximately  3-4  printed  pages).  Under 
exceptional  circumstances  only  will  articles  of  more 
than  4,000  words  be  published. 

Illustrations:  Illustrations  should  be  numbered  con- 
secutively and  indicated  in  the  text.  The  number,  in- 
dication of  the  top,  and  the  author's  name  should  be 
attached  to  the  back  of  each  illustration.  Legend  should 
be  typed,  numbered,  and  attached  to  each  illustration. 
Photographs  should  be  clear  and  distinct;  drawings 
should  be  made  in  black  ink  on  white  paper.  For  photo- 
graphs, glossy  prints  are  preferred. 

Reprints:  Reprint  orders  should  be  returned  at  once. 
Prices  for  reprints,  based  on  number  of  pages,  will  be 
furnished  upon  request  by  MASA  Services.  Com- 
munications should  be  addressed  to  Alabama  Medi- 
cine, The  Medical  Association  of  the  State  of  Alabama. 
P.  O.  Box  1900-C,  Montgomery.  Alabama  36197. 
Telephone  (205)  263-6441,  or  (toll-free  in  Alabama) 
1-800-392-5668. 
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New  Hope 
For  Early  Diagnosis 

About  The  Cover 

Ultrasound  imaging  of  prostate  is  seen  as  revolutionizing  early 
detection  of  cancer,  in  the  article  by  Dr.  Cooner,  et  al,  page  13. 
The  cover  image  is  in  axial  (transverse)  projection,  with  the  detected 
cancer  in  the  1 o’clock  position  above  the  rectum  (dark  circle)  as 
indicated  by  the  arrow,  between  the  two  white  crosses. 
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The  Business  Role  Model 


I have  no  desire  to  become  a Johnny-one-note  on  the 
subject  of  the  decline  and  fall  of  business  ethics  in 
this  country;  perhaps  I should  let  it  drop  with  the  pre- 
vious columns  on  the  subject. 

But  it  is  such  a pressing  concern  of  medicine  now 
that  physicians  all  over  the  country  are  being  forced 
to  march  in  lockstep  to  the  bidding  of  a government 
and  a medical-industrial  complex  that  both  say  “less 
is  more,”  I am  compelled  to  the  subject  again. 

The  name  of  Norman  Lear  should  be  familiar  to 
many.  He  is  a prominent  television  producer  and  chair- 
man of  ACT  III  Communications,  a multimedia  com- 
pany. Mr.  Lear,  needless  to  say,  moves  in  the  circles 
of  big  business  and  high  finance  and  knows  whereof 
he  speaks  when  he  charges,  in  a guest  column  in  the 
Washington  Post,  that  “the  societal  disease  of  our  time 
. . . is  America’s  obsession  with  short-term  success, 
its  fixation  with  the  proverbial  bottom  line.  ‘Give  me 
a profit  statement  larger  than  the  last,  and  everything 
else  be  damned.’ 

“That  is  today’s  predominant  business  ethic.  It  took 
root  in  the  business  community  but  has  since  spread 


beyond  business  and  insinuated  itself  into  the  rest  of 
our  culture.  In  this  climate,  a quiet  revolution  in  values 
has  occurred,  and  it  has  not  been  for  the  better.” 

Mr.  Lear  does  not  really  know  what  happened,  any 
more  than  do  most  commentators  who  share  his  moral 
outrage.  Whether  we  like  it  or  not,  Mr.  Lear  said, 
American  business  had  become  the  fountainhead  of 
American  values: 

“For  better  or  worse,  traditional  institutions  such 
as  the  family,  the  churches  and  education  are  no  longer 
as  influential  in  molding  moral-cultural  values.” 

He  ticks  off  some  of  the  reasons  others  have  cited 
for  this  decline:  the  disruptions  of  urbanization,  the 
alarming  increase  of  single-parent  households,  the  ex- 
altation of  television,  the  dizzy  mobility  of  the  car 
culture,  the  telecommunication  revolution  and  the  al- 
tered sense  of  time  and  distance  created  thereby. 

As  traditional  families  cracked  under  stress,  as 
churches  and  synagogues  became  less  influential,  the 
modem  corporation  moved  into  the  vacuum  and  be- 
came the  value  base  of  many  Americans. 

continued  on  page  7 
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count  on  the  card’s  computer. 

And  a terminal  in  your  office  that  com 
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of  Alabama.  Your  claims  are  processed 
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cash  flow.  There’s  nothing  to  sort,  sign 
or  mail.  Just  type  your  claims  into  the 
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computer  claims  service  is  dependable, 
easy,  and  cost  effective.  Find  out  more 
about  Blue  Cross  and  Blue  Shield  daily 
computer  claims  service.  In  Birmingham, 
call  988-2588.  Or  write  us  at  Provider 
Services,  Blue  Cross  and  Blue  Shield 
of  Alabama,  450  Riverchase  Parkway 
East,  Birmingham,  Alabama  35298. 
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Executive  Director 

continued  from  page  5 

What  followed  was  an  unprecedented  interest  in 
business.  In  recent  years  a dozen  new  programs  of 
business  have  been  started  on  commercial  television, 
public  television  and  on  cable.  The  business  news- 
papers and  magazines  are  booming  as  never  before. 
Whereas  Americans  once  found  their  heroes  in  sports, 
science  or  adventure,  they  have  turned  to  business 
figures,  Mr.  Lear  writes: 

“Lee  Iacocca,  T.  Boone  Pickens,  H.  Ross  Perot, 
Carl  Icahn,  until  10  minutes  ago  Ivan  Boesky;  and 
until  a moment  ago,  Martin  A.  Siegel.” 

But  it  is  not  only  the  discovery  that  some  of  these 
new  idols,  notably  the  last  two,  have  feet  of  clay.  Of 
far  greater  importance  is  the  fact  that  American  busi- 
ness in  general,  here  in  the  last  dozen  years  of  the  20th 
Century,  is  a questionable  role  model  for  the  young 
or  a moral  anchor  for  the  rest  of  us. 

Mr.  Lear  quotes  a recent  overview  of  American 
business  by  the  Wall  Street  Journal,  which  concluded: 

“Gone  is  the  talk  of  balanced,  long  term  growth; 
impatient  shareholders  and  well-heeled  corporate  raid- 
ers have  seen  to  that.  Now  anxious  executives,  fearing 
for  their  jobs  or  their  companies,  are  focusing  their 
efforts  on  trimming  operations  and  shuffling  assets  to 
improve  near-term  profits,  often  at  the  expense  of  both 
balance  and  growth.” 

There  are  no  real  two-legged  villains  in  this  get- 
while-the-getting-is-good  atmosphere,  Mr.  Lear  writes 
— only  victims.  Forget  the  moral-culture  values  that 
major  corporations  once  had,  those  long  heralded  in 
our  old  public  school  textbooks:  honest  craftsmen,  pride 
in  product,  commitment  to  the  community  and  nation, 
social  conscience,  company  loyalty  — all  that  is  a dim 
memory. 

America  has  become,  Mr.  Lear  says,  a giant  game 
show.  We  have  been  raising  generations  of  children 
to  believe  that  there  is  nothing  of  value  between  win- 
ning and  losing.  That  all  that  matters  is  the  big  prize, 
sudden  wealth.  “We  are  captives  of  a culture,”  he 
writes,  “that  celebrates  instant  gratification  and  in- 
dividual success  no  matter  the  larger  costs.”  There  is 
no  conviction  anywhere  in  business  these  days  of  the 
common  good  of  all  Americans.  There  was  once,  even 
though  there  was  always  those  who,  like  Commodore 
Vanderbilt,  said  “the  public  be  damned.” 

One  of  the  disturbing  consequences  of  all  this  is  that 
foreign  investors  are  buying  up  this  country  faster  than 
any  country  was  ever  bought.  Nations  like  West  Ger- 
many and  Japan,  whose  deutschemarks  and  yen  have 
suddenly  transformed  us  from  the  greatest  creditor  na- 
tion in  history  to  the  greatest  debtor  nation,  are  built 
on  steady,  long-term  growth  and  innovative  production 
of  the  very  kind  for  which  this  country  was  once  fa- 
mous. Now  we  are  mostly  famous  in  the  world  for  the 


fast-buck  deal.  And  we  are  selling  America,  Mr.  Lear 
writes,  to  Japan  and  West  Germany  as  cheaply,  under 
the  circumstances,  as  the  Indians  sold  us  Manhattan. 

Mr.  Lear: 

“On  the  surface,  we  seem  to  have  accepted  the 
selling  of  America  just  as  we  seem  to  have  accepted 
the  fact  that  we  no  longer  make  the  best  automobiles, 
the  best  radios  and  stereo  and  television  sets  and  com- 
pact discs;  the  fact  is  that  we  hardly  make  any  of  these 
products  by  ourselves  today,  where  we  once  were  re- 
sponsible for  most  of  them.  We’ve  accepted  that  with- 
out a whimper.” 

We  have  come  to  worship,  he  continues,  not  hard 
work,  invention  and  production,  and  not  achievement 
of  itself,  but  the  fast  buck  on  the  big,  slick  deal.  When 
money  is  worshiped  for  itself  and  not  simply  valued 
for  the  accomplishments  it  stands  for,  the  people  have 
slipped  into  idolatry. 

Mr.  Lear  draws  his  article  to  a conclusion: 

“The  problem  isn’t  Martin  Siegel’s  alone.  It  is  ours. 
We  have  found  the  Holy  Grail  and  it  is  the  Bottom 
Line.” 

Before  you  dismiss  Mr.  Lear  as  given  to  hyperbole, 
let  me  remind  you  that  he  is  himself  a successful  busi- 
nessman who  has  managed  to  carve  out  a niche  for  a 
major  company  in  the  brave  new  world  of  information 
and  telecommunications.  He  is  writing  from  the  inside, 
not  from  the  outside  looking  in. 

If  he  is  close  to  being  on  target,  and  his  criticisms 
are  shared  by  major  business  publications  alarmed  at 
what  they  see  happening  in  this  country,  what  chance 
has  the  fragile  institution  of  healing  in  the  ongoing 
take-over  by  such  corporate  myopia  as  we  see  de- 
picted? 

As  Dr.  Annis  said  in  his  Jerome  Cochran  lecture  in 
Birmingham  April  24  (see  page  21)  the  ancient  and 
honorable  doctor-patient  relationship  is  caught  be- 
tween the  bottom  liners  of  government  and  business 
alike,  both  of  whom  are  preaching  to  doctors  that  they 
must  be  more  businesslike. 

And  what  in  American  business,  as  depicted  by  Mr. 
Lear  and  others,  would  they  have  doctors  adopt  as 
their  new  matrix? 

And,  having  done  so,  how  long  do  the  interlopers 
suppose  that  one  of  the  greatest  structures  the  world 
has  ever  known,  the  American  health  care  system, 
would  survive  with  any  of  its  virtues?  0 
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President,  MASA 


Orphans  Of  The  Storm 


All  the  horror  stories  served  up  to  support  the  case 
for  a catastrophic  add-on  to  Medicare  may  well 
be  true.  Doubtless  there  are  many  cases  of  families 
reduced  to  penury  by  the  catastrophic  illness  of  senior 
citizens. 

But,  by  any  yardstick,  presently  proposed  cata- 
strophic bills  would  affect  only  a relatively  few  thou- 
sand Americans.  This  is  a comparatively  simple  prob- 
lem placed  beside  the  huge  and  growing  problem  of 
uncompensated  care  — that  is,  the  estimated  33  million 
Americans  who,  for  a variety  of  reasons,  have  no 
health  insurance,  private  or  federal,  of  any  kind. 

The  total  number  of  these  uninsured  Americans 
equals  the  combined  population  of  perhaps  15  of  our 
largest  cities,  imposing  on  society  a burden  that  is 
entirely  new  in  many  respects,  certainly  in  intensity. 

There  are  many  facets  to  this  huge  and  growing 
number  of  medically  indigent  people,  but  one  of  the 
more  important  ones  is  the  total  who  have  been  dis- 
placed in  the  changing  face  of  the  American  economy. 


Many  were  employed  in  heavy  industry  with  lux- 
urious health  benefits.  These  benefits  expired  when 
the  industry  (steel,  autos,  etc.)  was  forced  to  retrench 
by  closing  plants  and  reducing  personnel. 

Most  of  these  dislocations,  unlike  previous  times, 
are  more  or  less  permanent,  economists  say. 

Many  former  employees  in  big  industry  have  found 
lower-paying  jobs  in  the  fragmented  service  sector, 
where  they  often  have  no  health  insurance  at  all.  And 
because  their  incomes  have  been  sharply  reduced,  so 
has  their  ability  to  pay  for  serious  illness  out  of  their 
own  pockets. 

The  American  Hospital  Association  is  acutely  aware 
of  the  growing  problem.  In  1980  uncompensated  care 
costs  totaled  $4.6  billion  nationally.  In  1985,  that  fig- 
ure had  more  than  doubled  to  $9.5  billion. 

Recent  testimony  before  the  House  Ways  & Means 
Subcommittee  established  that,  while  much  of  the  in- 
digent care  burden  has  fallen  on  public  hospitals,  which 

continued  on  page  11 
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Table  adapted  from  Facts  and  Comparisons  (Nov.)  1984  and  Catalano  RB  The 

medical  approach  to  management  of  pain  caused  by  cancer.  "Semin  Oncol"  1975; 

2;  379-92  and  Reuler  JB,  et  al  The  chronic  pain  syndrome:  misconceptions  and 

management.  "Ann  Intern  Med"  1980;  93;  588-96. 

♦ Vicodin  offers:  less  nausea,  less  sedation,  less 
constipation. 

... and  longer  lasting  pain  relief- 
up  to  6 hours. 

♦ Vicodin  contains  hydrocodone  not  codeine.  In 
one  study,  10  mg.  of  hydrocodone  alone  was 
shown  to  be  as  effective  as  60  mg.  of  codeine.1 

♦ In  a double-blind  study,  Vicodin  (2  tablets), 
provided  longer  lasting  pain  reliefthan60mg. 
of  codeine.2 

Plus... 

♦ Vicodin  offers  the  convenience  of  CHI 
prescribing. 

♦ Dosage  flexibility-1  tablet  every  6 hours  or 
2 tablets  every  6 hours  (up  to  8 tablets  in  24 
hours). 


hydrocodone  bitartrate  5 mg  (Warning  May  be  habit 
forming)  with  acetaminophen  500  mg 

The  original  hydrocodone  analgesic. 


Freedom 
from  pain 


Just  one  part  of 
pain  relief  therapy. 


Vicodin®  provides  greater 
patient  acceptance 


COMPARATIVE  PHARMACOLOGY  OF  THREE  ANALGESICS 


RESPIRATORY  PHYSICAL 

CONSTIPATION  DEPRESSION  SEDATION  EMESIS  DEPENDENCE 


HYDROCODONE 


OXYCODONE 


Specify  " Dispense  as  written " for  the  original 

hydrocodone  analgesic. 


INDICATIONS  AND  USAGE:  For  the  relief  of  moderate  to  moderately  severe  pain 
CONTRAINDICATIONS:  Hypersensitivity  to  acetaminophen  or  hydrocodone 

WARNINGS: 


hydrocodone  bitartrate  5 mg.  (Warning:  May  be  habit 
,^-forming)  with  acetaminophen  500  mg. 


Drug  Abuse  and  Dependence:  VICODIN 1 is  subject  to  the  Federal  Controlled  Substances  Act 
(Schedule  III)  Psychic  dependence,  physical  dependence  and  tolerance  may  develop  upon 
repeated  administration  of  narcotics,  therefore.  VICODIN  should  be  prescribed  and  admin- 
istered with  the  same  caution  appropriate  to  the  use  of  other  oral-narcotic-containing 
medications 

Respiratory  Depression:  At  high  doses  or  in  sensitive  patients,  hydrocodone  may  produce 
dose-related  respiratory  depression  by  acting  directly  on  brain  stem  respiratory  centers 
Hydrocodone  also  affects  centers  that  control  respiratory  rhythm,  and  may  produce  irregu- 
lar and  periodic  breathing 

Head  Injury  and  Increased  Intracranial  Pressure:  The  respiratory  depressant  effects  of 
narcotics  and  their  capacity  to  elevate  cerebrospinal  fluid  pressure  may  be  markedly  exag- 
gerated in  the  presence  of  head  injury,  other  intracranial  lesions  or  a preexisting  increase  in 
intracranial  pressure  Furthermore,  narcotics  produce  adverse  reactions  which  may  obscure 
the  clinical  course  of  patients  with  head  injuries 

Acute  Abdominal  Conditions:  The  administration  of  narcotics  may  obscure  the  diagnosis 
or  clinical  course  of  patients  with  acute  abdominal  conditions 

PRECAUTIONS: 

Special  Risk  Patients:  VICODIN  should  be  used  with  caution  in  elderly  or  debilitated 
patients  and  those  with  severe  impairment  of  hepatic  or  renal  function,  hypothyroidism, 
Addison  s disease,  prostatic  hypertrophy  or  urethral  stricture 

Information  For  Patients:  VICODIN,  like  all  narcotics,  may  impair  the  mental  and  or  physical 
abilities  required  for  the  performance  of  potentially  hazardous  tasks  such  as  driving  a car 
or  operating  machinery,  patients  should  be  cautioned  accordingly 

Cough  Reflex:  Hydrocodone  suppresses  the  cough  reflex,  caution  should  be  exercised 
when  VICODIN  is  used  postoperatively  and  in  patients  with  pulmonary  disease 
Drug  Interactions:  The  CNS-depressant  effects  of  VICODIN  may  be  additive  with  that  of 
other  CNS  depressants.  When  combined  therapy  is  contemplated,  the  dose  of  one  or  both 
agents  should  be  reduced.  The  use  of  MAO  inhibitors  or  tricyclic  antidepressants  with 
hydrocodone  preparations  may  increase  the  effect  of  either  the  antidepressant  or 
hydrocodone  The  concurrent  use  of  anticholinergics  with  hydrocodone  may  produce  para- 
lytic ileus 

Usage  in  Pregnancy:  Pregnancy  Category  C Hydrocodone  has  been  shown  to  be 
teratogenic  in  hamsters  when  given  in  doses  700  times  the  human  dose  There  are  no 
adequate  and  well-controlled  studies  in  pregnant  women.  VICODIN  should  be  used  during 
pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus 
Nonteratogenic  Effects:  Babies  born  to  mothers  who  have  been  taking  opioids  regularly 
prior  to  delivery  will  be  physically  dependent.  The  intensity  of  the  syndrome  does  not 
always  correlate  with  the  duration  of  maternal  opioid  use  or  dose 

Labor  and  Delivery:  Administration  of  VICODIN  to  the  mother  shortly  before  delivery  may 
result  in  some  degree  of  respiratory  depression  in  the  newborn,  especially  if  higher  doses 
are  used 

Nursing  Mothers:  It  is  not  known  whether  this  drug  is  excreted  in  human  milk;  therefore, 
a decision  should  be  made  whether  to  discontinue  nursing  or  to  discontinue  the  drug, 
taking  into  account  the  importance  of  the  drug  to  the  mother. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been  established 

ADVERSE  REACTIONS: 

Central  Nervous  System:  Sedation,  drowsiness,  mental  clouding,  lethargy,  impairment  of 
mental  and  physical  performance,  anxiety,  fear,  dysphoria,  dizziness,  psychic  dependence, 
mood  changes 

Gastrointestinal  System:  Nausea  and  vomiting  may  occur,  they  are  more  frequent  in 
ambulatory  than  in  recumbent  patients.  Prolonged  administration  of  VICODIN  may  pro- 
duce constipation 

Genitourinary  System:  Ureteral  spasm,  spasm  of  vesical  sphincters  and  urinary  retention 
have  been  reported. 

Respiratory  Depression:  (See  WARNINGS.) 

DOSAGE  AND  ADMINISTRATION:  Dosage  should  be  adjusted  according  to  the  severity  of 
the  pain  and  the  response  of  the  patient  However,  tolerance  to  hydrocodone  can  develop 
with  continued  use,  and  the  incidence  of  untoward  effects  is  dose  related. 

The  usual  dose  is  one  tablet  every  six  hours  as  needed  for  pain  (If  necessary,  this  dose  may 
be  repeated  at  four-hour  intervals.)  In  cases  of  more  severe  pain,  two  tablets  every  six  hours 
(up  to  eight  tablets  in  24  hours)  may  be  required 
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provide  about  40%  of  all  uncompensated  care,  these 
hospitals  account  for  only  about  22%  of  all  hospital 
care. 

Large  metropolitan  hospitals,  according  to  this  tes- 
timony, provide  some  20.5%  of  uncompensated  care 
but  provide  only  5.5%  of  all  care.  Such  hospitals  usu- 
ally get  substantial  state  and  local  subsidies,  but  are 
still  hurting  because  of  the  lowered  volume  of  insured 
patients. 

State,  county  and  municipal  governments  are  more 
hard-pressed  for  funds  to  meet  all  their  obligations  than 
in  recent  memory.  And  they  have  not  been  able  to 
increase  appreciably  the  contributions  they  can  make 
to  indigent  hospitalization,  which  is  only  one  of  the 
budget  items  crying  for  more  money. 

Nor  is  the  impact  of  indigent  care  confined  to  urban 
areas.  Of  the  2,700  rural  hospitals  in  the  nation,  as 
many  as  600  may  close  in  the  next  three  years.  More 
than  half  of  these  apparently  doomed  hospitals  are  the 
sole  community  providers  of  hospital  care.  Indigent 
care  has  been  one  of  the  crippling  burdens  carried  by 
these  hospitals. 

Here  in  Alabama  we  talk  of  a $2  billion  health  care 
industry.  Of  that,  $236  million  was  uncompensated  in 
1985,  and  rising. 

As  physicians  know,  hospitals  too  are  caught  in  a 
vise:  government  and  private  health  insurers  are  stead- 
ily reducing  admissions  and  length  of  stay  of  paying 
patients.  Similarly,  all  third-party  payors  are  vigor- 
ously squeezing  any  cost-shifting  of  uncompensated 
care  to  their  bills.  Everybody  wants  somebody  to  de- 
fray the  costs  of  indigent  care  “but  not  us.” 

Some  areas  are  worse  hit  than  others.  Chicago,  for 
example,  estimates  that  600,000  of  its  people  have  no 
health  insurance  of  any  kind.  But  of  course  the  po- 
tential resources  of  such  a large  city  are  proportionately 
greater  too. 


Legislation  before  Congress  last  year  would  have 
required  states  to  establish  mechanisms  to  fund  un- 
compensated care.  But  that  died  after  the  states  pro- 
tested that  most  of  them  are  hard  put  to  meet  even 
present  obligations.  The  House  Ways  & Means  Sub- 
committee is  reportedly  considering  a new  approach 
this  year,  one  that  would  attack  the  problem  from  the 
standpoint  of  national  subsidies. 

While  few  physicians  would  welcome  still  another 
layer  of  federal  medicine,  the  growing  problem  is  so 
burdensome  something  must  be  done.  The  private 
health  insurance  industry  says  it  can’t  pick  up  the  tab; 
the  folks  at  HCFA  say  Medicare  is  already  overbur- 
dened. Etc.,  etc.  It’s  tough  all  over. 

I don’t  profess  to  have  the  answers.  But  as  part  of 
my  year’s  service  as  MAS  A President  I am  trying  to 
focus  on  some  of  the  problems  of  other  sectors  of  the 
health  care  industry.  More  than  ever  before  in  the  past 
few  decades,  hospitals’  problems  are  also  our  prob- 
lems. Perhaps  we  physicians  are  sometimes  too  quick 
to  condemn  hopsital  actions  because  we  have  an  in- 
complete understanding  of  all  the  headaches  of  ad- 
ministrators. 

Like  us,  hospitals  are  hit  every  week  with  new  trou- 
bles. 0 
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Working  together. 

It  can  make  die  difference. 


There  are  certain  times  when  working  together  helps 
you  accomplish  what  you  couldn't  alone. 

In  the  medical  profession,  it  can  save  lives. 

The  American  Medical  Association  and  your  state 
and  county  medical  societies  believe  in  the  value  of 
teamwork  — and  the  necessity  of  it,  in  the  face  of  an 
increasingly  complex  professional  environment. 

We  also  believe  that  medical  societies  have  certain 
tasks  that  the  individual  physician  couldn’t  possibly 
assume  — and  shouldn’t  have  to. 

For  example,  to  keep  government  regulations  from 
interfering  with  your  practice,  we  effectively  repre- 


sent your  interests  at  local  and  national  levels. 

And  to  keep  you  up  to  date  on  the  latest  medical 
advances,  we  publish  JAMA,  specialty,  state,  and 
county  journals. 

Why  do  we  believe  that  teamwork  can  make  such 
a difference? 

Because  the  very  existence  of  the  AMA  is  solid 
proof  that  when  physicians  work  together,  they  can 
make  their  own  decisions,  protect  their  own  free- 
doms, and  control  their  own  destinies. 

And  when  you  have  a goal  like  that,  working 
together  makes  all  the  difference  in  the  world. 


Join  Your 
Medical  Societies 
Today. 

For  more  information,  contact  your 
county  or  state  medical  societies,  or  call 
the  AMA  collect  at  312/751-6196.  Or 
return  the  coupon  below  to  your  state 
or  county  medical  society. 


□ Please  send  me  information  on  AMA,  county,  and  state  society  membership. 

□ I am  a member  of  my  county  and  state  societies;  please  send  me  information 
on  joining  the  AMA. 
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Prostate  Cancer:  New  Hope  for 

Early  Diagnosis 

William  H.  Cooner,  M.D.* 

Gerald  W.  Eggers,  M.D.f 
Pavel  Lichtenstein,  M.D.t 


The  American  Cancer  Society  estimates  that  in  1987 
there  will  be  96,000  newly  diagnosed  cases  of 
prostate  cancer  in  the  United  States,  1,800  of  which 
will  be  in  Alabama.1  This  represents  about  10%  of 
newly  diagnosed  cancers  in  men,  second  in  incidence 
only  to  lung  cancer.  During  this  year  there  will  be  an 
estimated  27,000  deaths  in  the  United  States  from  pros- 
tate cancer,  475  of  which  are  expected  to  be  in  Ala- 
bama. Prostate  cancer  is  the  third  leading  cause  of 
cancer  mortality  in  males  aged  55-74,  and  at  age  75 
it  moves  into  second  place. 

Autopsy  studies  have  shown  that  by  age  50,  30% 
of  men  have  foci  of  adenocarcinoma  in  the  prostate. 
The  incidence  of  carcinoma  increases  with  age,  rising 

•Mobile  Urology  Group.  PA.  and  the  Section  of  Urology,  Springhill  Memorial 
Hospital.  Mobile,  Alabama  Address  reprint  requests  to  Dr  Cooner,  1720  Center 
Street.  Mobile.  Alabama  36604-3399. 

tPathology  Laboratory  Associates.  P A . and  the  Department  of  Pathology.  Spnnghill 
Memorial  Hospital.  Mobile.  Alabama 

tSpringhill  Diagnostic  Radiologists.  P C.,  and  the  Department  of  Radiology, 
Springhill  Memorial  Hospital.  Mobile.  Alabama 


For  their  assistance  in  this  study,  the  authors  express  their  sincere  appreciation  to 
Mr  Joseph  G.  Johnson,  R T.,  Sonographic  Technician,  and  Mr  Alan  F Pace,  C.T. 
(ASCP),  Cytotechnologist. 


to  about  90%  at  age  90. 2-4  The  natural  history  of  the 
disease  has  long  been  considered  to  be  unpredictable, 
but  with  the  advent  of  more  standardized  grading  and 
staging  systems,  some  order  is  beginning  to  emerge. 
A recent  study  at  Stanford  University  suggests  that  the 
volume  of  a prostate  cancer  may  be  a major  factor  in 
its  biologic  behavior,  with  an  increased  chance  for 
metastasis  to  occur  after  the  lesion  reaches  a volume 
larger  than  1 cc.5 

This  study  documents  progressive  loss  of  differen- 
tiation of  a tumor  as  its  volume  increases,  along  with 
an  increasing  tendency  for  local  invasion  and  metas- 
tases  to  develop.  Therefore,  it  seems  probable  that 
instead  of  there  being  an  innately  innocuous  type  of 
prostate  cancer  (“latent  carcinoma”),  those  tumors 
less  than  1 cc  in  volume  tend  to  be  silent  for  a time, 
but  at  some  unpredictable  time  grow  in  size,  become 
less  well  differentiated,  and  invade  contiguous  struc- 
tures or  metastasize.  Thus,  “latent  carcinoma”  of  the 
prostate  does  not  seem  to  represent  a separate  type  of 
malignancy,  but  simply  one  which  grows  slowly,  al- 
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lowing  time  during  which  the  patient  may  die  from 
some  unrelated  cause. 

It  is  an  unfortunate  fact  that  most  prostate  cancers 
when  first  diagnosed  have  already  spread  beyond  the 
gland.  Potentially  curable  tumors  (Jewitt  stages  A and 
B)  are  those  confined  to  the  prostate.6  Not  all  cancers 
of  the  prostate  can  be  felt  on  digital  rectal  examination, 
either  being  too  small  to  be  felt  or  not  exhibiting  the 
characteristic  induration  usually  associated  with  the 
disease.  Stage  A (digitally  impalpable)  and  stage  B 
(palpable)  cancers  vary  from  micro-foci  of  malignancy 
to  tumor  involving  virtually  the  entire  prostate. 

Since  these  lesions  are  different  only  in  their  clinical 
palpability,  a large  stage  A lesion  may  well  carry  a 
poorer  prognosis  than  a smaller  stage  B lesion.  Prostate 
cancer  tends  to  be  understaged  clinically,  since  staging 
procedures  such  as  prostatic  acid  phosphatase,  CT 
scans,  MRI  studies,  lymphangiography,  and  bone  scans 
are  often  too  insensitive  to  detect  invasive  or  metastatic 
lesions.  Stage  A cancer  is  most  often  diagnosed  in- 
cidentally at  the  time  prostate  tissue  is  removed  by 
TUR-P  or  open  simple  prostatectomy  done  for  osten- 
sibly benign  disease. 

It  becomes  apparent  that  if  we  are  to  detect  prostate 
cancer  in  a potentially  curable  stage,  measures  to  sup- 
plement digital  examination  of  the  gland  must  be  de- 
veloped. Recent  attention  has  focused  on  two  proce- 
dures which  hold  out  some  hope  for  improving  our 
ability  to  diagnose  early  prostate  cancer.  These  are  a 
new  serum  tumor  marker,  prostate  specific  antigen 
(PSA),  and  transrectal  ultrasonography  of  the  prostate. 

Prostate  Specific  Antigen 

PSA  is  a protein  found  only  in  prostate  tissue  (nor- 
mal, benign  hyperplasia,  and  carcinoma,  both  primary 
and  metastatic).  While  it  is  prostate  tissue  specific,  it 
is  not  cancer  specific.  It  is  immunologically  distinct 
from  acid  phosphatase  and  is  absent  in  other  normal 
tissues  and  in  other  carcinomas.7’ 8 Unlike  prostatic 
acid  phosphatase  which,  if  elevated,  is  indicative  of 
prostate  cancer  which  has  spread  beyond  the  confines 
of  the  gland,  PSA  levels  reflect  the  volume  of  prostate 
tissue  present  in  the  body  (benign  or  malignant)  and 
thus  may  be  elevated  in  the  presence  of  benign  hy- 
perplasia as  well  as  in  carcinoma. 

A recent  multicenter  study  using  the  Tandem  R PSA 
assay  (Hybritech  Incorporated,  San  Diego,  CA)  cor- 
relates PSA  levels  in  352  men  with  benign  hyperplasia 
and  533  men  with  proven  prostate  cancer.8  (Table  1). 
If  PSA  was  less  than  4 ng/ml,  the  presence  of  BPH 
was  found  to  be  more  likely  by  a ratio  of  4: 1 . At  levels 
between  4.01  and  10.00  ng/ml,  BPH  was  more  likely, 
but  by  a ratio  of  only  1.3:1.  At  levels  over  10.00  ng / 
ml,  cancer  was  more  likely  by  a ratio  of  33.5:1.  A 
normal  PSA  did  not  exclude  cancer,  nor  did  an  ele- 
vated PSA  prove  the  existence  of  cancer.  However,  a 


PSA  exceeding  10  ng/ml  suggested  overwhelmingly 
that  cancer  was  present. 

A more  recent  study  using  the  Pros-Check  PSA  kit 
(Yang  Laboratories,  Bellevue,  WA)  showed  PSA  el- 
evation greater  than  2.6  ng/ml  in  71.4%  of  patients 
with  small  stage  A lesions,  and  elevation  in  100%  of 
patients  with  larger  lesions  (stages  A-D).9  Sensitivity 
and  specificity  were  reported  to  be  96%  and  96.8% 
respectively. 

The  variance  in  reported  results  may  be  related  to 
the  use  of  different  laboratory  procedures  for  PSA 
determination.  Presently  it  can  be  said  that  PSA  is  a 
more  sensitive  tumor  marker  for  carcinoma  of  the  pros- 
tate than  is  prostatic  acid  phosphatase.  PSA  exhibits 
outstanding  characteristics  as  a marker  for  detection 
of  tumor  progress  in  patients  with  known  prostate  can- 
cer, the  mean  lead  time  between  PSA  rise  and  de- 
tectable recurrence  being  one  year  (range  1-23 
months).10 

Transrectal  Prostate  Ultrasonography 

Prostate  ultrasonography  involves  placing  probes 
bearing  transducers  into  the  rectum  and  scanning  the 
prostate  in  axial  and  sagittal  projections.  The  optimum 
scanning  frequency  for  this  application  appears  to  be 
about  7 MHz.  Central  gland  (the  site  of  origin  of  benign 
prostatic  hyperplasia)  and  peripheral  zone  (the  site  of 
potential  origin  of  carcinoma)  can  be  distinguished 
clearly.  Lee  and  associates  have  shown  that  prostate 
malignancy  typically  reflects  sound  waves  less  well 
than  normal  prostate  tissue  and  appears  as  a hypo- 
echoic  area  in  the  peripheral  zone.11' 12  The  finding  of 
such  an  area  should  lead  one  to  suspect  the  possibility 
of  cancer,  which  then  must  be  confirmed  by  biopsy. 
Carcinoma  can  occur  in  the  central  gland  by  direct 
extension  from  its  origin  in  the  peripheral  zone.  While 
most  prostatic  carcinoma  does  exhibit  hypoechoicism, 
a few  are  too  small  to  be  seen  (usually  a lesion  of  5 
mm  or  greater  diameter  is  visible)  or  too  well  differ- 
entiated to  project  an  echo  pattern  different  from  ad- 
jacent peripheral  zone. 

Characteristics  other  than  hypoechoicism  which  may 
indicate  carcinoma  include  asymmetry  between  the  two 
sides  of  the  gland  (best  seen  on  axial  scan),  capsular 
displacement  or  disruption,  mass  effect,  and  seminal 
vesicle  hyperechoicism  as  compared  with  the  hypo- 
echoic  appearance  of  the  normal  vesicle. 


TABLE  1 

% of  men  with  BPH  and  prostate  cancer 
by  serum  level  of  PSA 


PSA  (ng/ml) 

Disease 

No. 

0-4.00 

4.10-10.00 

>10.00 

BPH 

352 

80 

18 

2 

Carcinoma 

553 

19 

14 

67 
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Not  all  hypoechoic  areas  are  carcinoma;  hypo- 
echoicism  which  may  cause  some  confusion  may  come 
from  prostatitis,  dilated  ducts  and  cysts,  blood  vessels, 
ejaculatory  ducts,  the  neurovascular  bundles  of  the 
prostate,  and  the  external  urethral  sphincter.  Consid- 
erable experience  in  interpretation  of  the  sonogram  is 
helpful  in  distinguishing  benign  from  malignant  le- 
sions. When  in  doubt,  biopsy  is  required. 

In  addition  to  its  usefulness  in  identifying  suspicious 
areas  within  the  prostate,  sonography  often  provides 
useful  information  regarding  staging  of  prostate  can- 
cer, since  it  can  show  quite  clearly  gross,  but  not 
microscopic,  invasion  of  the  prostatic  capsule  and  sem- 
inal vesicles. 

We  would  like  now  to  present  that  part  of  our  ex- 
perience which  relates  to  the  diagnosis  of  stage  A 
prostate  cancer  utilizing  these  new  modalities. 

Methods 

We  have  engaged  in  a cooperative  effort  at  Spring- 
hill  Memorial  Hospital  involving  urologists,  radiolo- 
gists, and  pathologists  for  study  of  the  clinical  use- 
fulness of  PSA  and  transrectal  ultrasonography. 
Between  January  12  and  April  6,  1987,  we  have  per- 
formed digital  rectal  examination,  followed  by  deter- 
mination of  serum  PSA  levels  using  the  Tandem  R 
PSA  assay  and  transrectal  ultrasonography  on  238  men. 
No  PSA  determination  has  been  done  sooner  than  one 
week  after  rectal  examination,  since  PSA  reportedly 
can  be  elevated  following  rectal  examination.13  Of  these 
men,  130  have  undergone  ultrasonically  guided  trans- 
rectal needle  biopsy. 

Transrectal  ultrasonography  has  been  performed  us- 
ing equipment  manufactured  by  Bruel  & Kjaer  Instru- 
ments, Inc.  (Marlborough,  MA).  Independent  axial 
and  sagittal  transducer  probes  are  used.  Biopsy  is  per- 
formed transrectally  using  the  sagittal  probe  to  which 
a needle  guide  is  attached.  First  a 22  gauge  Lee-Ray 
needle  (Cook  Urological,  Spencer,  IN)  is  used  for 
aspiration  of  material  for  cytologic  examination.  This 
is  followed  by  passage  of  a 19  gauge  modified  Mengh- 
ini  needle  (Meadox  Surgimed,  Inc.,  Oakland,  NJ)  for 
core  biopsy.  Specimens  thus  obtained  are  immediately 
handed  to  the  cytotechnologist  for  preparation  and  ex- 
amination. 

During  biopsy  a double  sterile  glove  technique  is 
employed.  No  prophylactic  antibiotics  have  been  used, 
and  no  episodes  of  post-biopsy  fever  have  occurred. 
The  procedure  has  been  well  tolerated  by  the  patients. 
Since  the  rectal  mucosa  is  relatively  insensitive,  only 
momentary  mild  discomfort  may  be  experienced  as  the 
needle  penetrates  the  fibrous  prostatic  capsule  or  abuts 
the  urethra.  The  transrectal  approach  permits  accurate 
placement  of  the  needle  into  a lesion  only  a few  mil- 
limeters in  diameter  and  avoids  the  need  for  admin- 
istration of  analgesic  agents  or  anesthesia  (general. 


regional,  or  local)  which  would  be  required  with  the 
transperineal  approach. 

Results 

Of  the  130  men  who  have  undergone  biopsy,  in- 
cluding those  with  palpable  and  impalpable  lesions, 
30  (23.1%)  have  been  found  to  have  carcinoma.  Within 
this  group  are  12  biopsy  positive  men  with  impalpable 
lesions,  in  whom  the  biopsy  was  done  because  of  a 
suspicious  area  seen  on  sonography.  PSA  was  less  than 
4.0  ng/ml  in  3 (25%),  between  4.1  and  10.0  ng/ml  in 
4 (33%),  and  greater  than  10.0  ng/ml  in  5 (42%).  All 
of  these  on  metastatic  screen  have  been  found  to  be 
free  of  demonstrable  invasive  or  metastatic  disease;  3 
so  far  have  undergone  radical  prostatectomy  with  there 
being  no  surgical  evidence  of  extraprostatic  malig- 
nancy. 

The  12  men  whose  prostate  cancers  are  believed  to 
be  stage  A disease  represent  5%  of  the  238  patients 
studied. 

Discussion 

Improved  success  in  early  diagnosis  of  prostate  can- 
cer is  a “three  legged  stool,”  the  legs  being  digital 
rectal  examination,  PSA  determination,  and  transrectal 
prostate  ultrasonography.  No  single  leg  is  adequate  for 
screening  purposes,  but  all  three,  judiciously  em- 
ployed, may  be  leading  us  toward  reducing  the  un- 
acceptable percentage  of  patients  who,  at  the  time  of 
first  diagnosis,  have  incurable  disease. 

Should  further  study  confirm  a higher  degree  of 
sensitivity  and  specificity  for  PSA  than  has  yet  been 
conclusively  documented,  it  will,  perhaps,  become  the 
long-sought  screening  marker  for  prostate  cancer.  Its 
most  reliable  use  at  present  is  in  predicting  progression 
of  known  prostate  cancer  prior  to  its  clinical  detecta- 
bility. 

Use  of  ultrasonography  alone  as  a screening  pro- 
cedure must  await  improved  capability  for  determining 
the  real  significance  of  lesions  seen  on  the  examination 
so  that  biopsy  can  be  directed  only  at  those  areas  which 
exhibit  strong  malignant  characteristics.  Perhaps  the 
incidence  of  false  positives  will  drop  as  more  expe- 
rience is  gained  with  this  examination. 

Conclusions 

Notwithstanding  current  limitations,  only  by  em- 
ploying these  diagnostic  tools  can  we  improve  our 
ability  to  find  potentially  curable  cancer.  Our  present 
thinking  is  that  possibly  all  men  should  have  rectal 
examination,  PSA  determination,  and  prostate  ultra- 
sound as  baseline  examinations  at  age  50.  Repeat  rectal 
examination  and  PSA  determination  might  be  consid- 
ered annually.  Repeat  sonography  would  be  indicated 
if  there  were  a significant  rise  in  PSA  from  the  baseline 
level,  or  if  a suspicious  area  should  be  found  on  rectal 
examination. 
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Our  present  recommendations  for  prostate  ultra- 
sonography are: 

a.  PSA  elevation  or  a significant  rise  in  PSA  from 
baseline  levels, 

b.  A palpable  area  of  increased  induration  in  the  pros- 
tate, 

c.  The  finding  by  digital  examination  of  a marginally 
suspicious  lesion  which  might  heretofore  have  been 
followed  only  by  periodic  rectal  reexamination, 

d.  When  cancer  is  incidentally  discovered  at  the  time 
of  TUR-P  or  simple  open  prostatectomy  for  osten- 
sibly benign  obstructive  disease  for  further  staging 
with  regard  to  macroscopic  involvement  of  the 
prostatic  capsule  or  seminal  vesicles, 

e.  In  all  patients  in  whom  simple  prostatectomy  (trans- 
urethral or  open)  is  planned  in  an  effort  to  detect 
stage  A cancer,  thus  permitting  definitive  cancer 
management  at  the  initial  surgical  encounter, 

f.  In  patients  with  an  established  diagnosis  of  prostate 
cancer,  for  objective  assessment  of  the  effective- 
ness of  treatment  employed  (radical  surgery,  irra- 
diation, hormonal  manipulation), 

g.  In  patients  with  suspicious  nodules  in  whom 
“blind”  biopsy  has  yielded  benign  tissue, 

h.  In  the  patient  who  is  profoundly  cancerphobic  (to 
these  patients  it  must  be  emphasized  that,  while 
this  test  gives  us  a better  look  at  the  prostate  than 
has  ever  before  been  possible,  it  still  does  not  ex- 
clude the  fact  that  cancer  may  still  be  present  with- 
out its  being  detectable),  and 

i.  As  a part  of  all  teaching  programs  for  urologists. 

Even  physicians  who  have  practiced  urology  for 
many  years  will  find  this  to  be  the  pathway  to 
enlightenment  regarding  the  internal  anatomy  of  the 
prostate  and  the  natural  history  of  prostate  cancer 
during  its  earliest  detectable  stages.  0 
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A defense 
against  cancer 
can  be  cooked  up 
in  your  kitchen. 


There  is  evidence 
that  diet  and  cancer 
are  related.  Some 
foods  may  promote 
cancer, while  others  may_ 
protect  you  from  it. 

Foods  related  to  low- 
ering the  risk  of  cancer 
of  the  larynx  and  esoph- 
agus all  have  high 
amounts  of  carotene,  a 
form  of  Vitamin  A 
which  is  in  canta- 
loupes, peaches,  broc- 
coli, spinach,  all  dark 
green  leafy  vegeta- 
bles, sweet  potatoes, 
carrots,  pumpkin, 
winter  squash,  and 
tomatoes,  citrus  fruits  a 
brussels  sprouts. 

Foods  that  may  help  reduce  the 
risk  of  gastrointestinal  and  respira- 
tory tract  cancer  are  cabbage, 
broccoli,  brussels  sprouts,  kohl- 
rabi, cauliflower. 

Fruits,  vegetables  and  whole- 
grain  cereals  such  as  oat- 
meal, bran  and  wheat 
may  help  lower  the 
risk  of  colorectal 


cancer. 

Foods  high  in  fats, 
salt-  or  nitrite-cured 
foods  such  as  ham, 

and  fish  and  types  of 

sausages  smoked  by  traditional 
methods  should  be  eaten  in 
moderation. 

Be  moderate  in  consumption 
of  alcohol  also. 

A good  rule  of  thumb  is  cut 
down  on  fat  and  don't  be  fat. 
Weight  reduction 
may  lower  cancer 
risk.  Our  12-year 
study  of  nearly  a 
million  Americans 
uncovered  high 
cancer  risks  partic- 
ularly among  people 
40%  or  more  overweight. 

Now,  more  than  ever,  we 
know  you  can  cook  up  your 
own  defense  against  cancer.  So 
eat  healthy  and  be  healthy. 

No  one  faces 
j cancer  alone. 

V AMERICAN  CANCER  SOCIETY 


CORRESPONDENCE 


M.D.  Ratio/ Shibboleths 


Editor,  Alabama  Medicine: 

The  Annual  Report  of  the  Alabama  Board  of  Med- 
ical Examiners  for  1986  was  distributed  at  the  MAS  A 
meeting  in  April  1987.  Two  numbers  are  of  special 
interest. 

The  number  of  new  licenses  granted  during  calendar 
year  1986  was  738.  This  included  72  limited  licenses, 
awarded  primarily  to  residents  in  training  and  to  faculty 
with  appointments  at  the  University  of  Alabama  School 
of  Medicine,  UAB,  or  the  University  of  South  Ala- 
bama, and  restricting  the  practitioners  to  work  at  those 
locations. 

Since  the  annual  output  of  physicians  by  the  two 
medical  schools  in  Alabama  totals  about  214,  it  is  clear 
that  more  than  twice  this  number  (524  in  1986)  are 
entering  the  state  from  other  sources,  primarily  other 
U.S.  medical  schools  throughout  the  United  States  and 
Canada. 

The  second  number  of  interest  is  the  total  number 
of  controlled  substances  certificates  issued  or  renewed 
in  1986.  This  totaled  7,170.  If  the  total  state  population 
is  assumed  to  be  4 million  people,  this  comes  to  1 
M.D.  per  558  people,  or  179.25  M.D.s  per  100,000 
population.  This  number  is  of  interest  in  comparison 
with  some  goals  announced  years  ago.  For  example, 
a report  published  in  1973  by  the  Southern  Regional 
Education  Board  titled  “Manpower  and  Education 
Needs  in  Selected  Professional  Fields:  Medicine,”1 
written  by  William  R.  Willard,  then  Dean  of  the  Col- 


lege of  Community  Health  Sciences  in  Tuscaloosa, 
stated  (page  54): 

“It  also  seems  that  the  national  ratio  of  about  150 
physicians  per  100,000  population  can  provide  ade- 
quate services  provided  the  health  care  system  is  or- 
ganized properly,  and  that  there  is  an  appropriate  bal- 
ance within  the  profession  by  specialty  and  an  equitable 
geographic  distribution  of  physicians  to  serve  the  pop- 
ulation. This  ratio  recognizes  the  fact  that  nearly  1/3 
of  all  physicians  are  in  training,  federal  service,  or 
non-patient  care  activities.  This  leaves  2/3,  or  about 
1 physician  per  thousand,  to  care  for  civilian  medical 
services.  The  ratio  of  150  per  100,000  population  is 
substantially  higher  than  that  found  in  most  states  of 
the  SREB  area,  but  is  significantly  less  than  some 
states  now  have.” 

As  was  pointed  out  earlier,2  “Tomorrow  is  already 
here,”  and  predictions  remain  most  uncertain,  partic- 
ularly those  about  the  future! 

JAMES  A.  PITTMAN,  JR.,  M.D.,  Dean 
University  of  Alabama  School  of  Medicine 
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Consider  the 
causative  organisms... 


250-mg  Pulvules  t.i.d. 

offers  effectiveness  against 
the  major  causes  of  bacterial  bronchitis 

Haemophilus  influenzae,  Streptococcus  pneumoniae 

(ampicillin-susceptible  and  ampicillin-resistant) 

Note:  Ceclor  is  contraindicated  in  patients  with  known  allergy 
to  the  cephalosporins  and  should  be  given  cautiously  to 
penicillin-allergic  patients. 


Penicillin  is  the  usual  drug  of  choice  in  the  treatment  and 
prevention  of  streptococcal  infections,  including  the  prophy- 
laxis of  rheumatic  fever.  See  prescribing  information. 


Ceclor*  (cefaclor) 

Summary.  Consult  the  package  literature  lor 
prescribing  Information. 

Indications:  Lower  respiratory  infections, 
including  pneumonia,  caused  by  susceptible 
strains  of  Streptococcus  pneumoniae,  Haemo- 
philus inttuenzae.  and  Streptococcus  pyogenes 
(group  A /3-hemolytic  streptococci). 

Contraindication: 

Known  allergy  to  cephalosporins. 

Warnings: 

CECLOR  SH0UL0  BE  ADMINISTERED  CAUTIOUSLY  TO 
PENICILLIN-SENSITIVE  PATIENTS  PENICILLINS  AND  CEPHA- 
LOSPORINS SHOW  PARTIAL  CROSS-ALLERGENICITY,  POSSI- 
BLE REACTIONS  INCLUDE  ANAPHYLAXIS 

Administer  cautiously  to  allergic  patients 
Pseudomembranous  colitis  has  been 
reported  with  virtually  all  broad-spectrum 
antibiotics.  It  must  be  considered  in  differential 
diagnosis  of  antibiotic-associated  diarrhea. 
Colon  flora  is  altered  by  broad-spectrum 
antibiotic  treatment,  possibly  resulting  in 
antibiotic-associated  colitis. 


Precautions: 

• Discontinue  Ceclor  in  the  event  of  allergic 
reactions  to  it. 

• Prolonged  use  may  result  in  overgrowth  of 
nonsusceptible  organisms. 

• Positive  direct  Coombs'  tests  have  been  re- 
ported during  treatment  with  cephalosporins. 

• Ceclor  should  be  administered  with  caution  in 
the  presence  of  markedly  impaired  renal  func- 
tion. Although  dosage  adjustments  in  moderate 
to  severe  renal  impairment  are  usually  not 
required,  careful  clinical  observation  and  labo- 
ratory studies  should  be  made 

• Broad-spectrum  antibiotics  should  be  pre- 
scribed with  caution  in  individuals  with  a his- 
tory of  gastrointestinal  disease,  particularly 
colitis. 

• Safety  and  effectiveness  have  not  been  deter- 
mined in  pregnancy,  lactation,  and  infants  less 
than  one  month  old.  Ceclor  penetrates 
mother's  milk.  Exercise  caution  in  prescribing 
for  these  patients. 

Adverse  Reactions:  (percentage  of  patients) 
Therapy-related  adverse  reactions  are 
uncommon.  Those  reported  include: 


• Gastrointestinal  (mostly  diarrhea):  2.5%. 

• Symptoms  of  pseudomembranous  colitis  may 
appear  either  during  or  after  antibiotic  treat- 
ment. 

• Hypersensitivity  reactions  (including  mor- 
billiform eruptions,  pruritus,  urticaria,  and 
serum-sickness-like  reactions  that  have 
included  erythema  multiforme  (rarely,  Ste- 
vens-Johnson  syndrome)  or  the  above  skin 
manifestations  accompanied  by  arthritis/ 
arthralgia  and,  frequently,  fever):  1 .5%;  usually 
subside  within  a few  days  after  cessation  of 
therapy.  Serum-sickness-like  reactions  have 
been  reported  more  frequently  in  children  than 
in  adults  and  have  usually  occurred  during  or 
following  a second  course  of  therapy  with 
Ceclor.  No  serious  sequelae  have  been 
reported.  Antihistamines  and  corticosteroids 
appear  to  enhance  resolution  of  the  syndrome 

• Cases  of  anaphylaxis  have  been  reported,  half 
of  which  have  occurred  in  patients  with  a his- 
tory of  penicillin  allergy. 

• As  with  some  penicillins  and  some  other 
cephalosporins,  transient  hepatitis  and  chole- 
static jaundice  have  been  reported  rarely. 

• Rarely,  reversible  hyperactivity,  nervousness. 


insomnia,  confusion,  hypertonia,  dizziness, 
and  somnolence  have  been  reported. 

• Other:  eosinophilia,  2%;  genital  pruritus  or 
vaginitis,  less  than  1%;  and,  rarely,  throm- 
bocytopenia. 

Abnormalities  in  laboratory  results  ol  uncer- 
tain etiology 

• Slight  elevations  in  hepatic  enzymes. 

• Transient  fluctuations  in  leukocyte  count 
(especially  in  infants  and  children) 

• Abnormal  urinalysis:  elevations  in  BUN  or 
serum  creatinine. 

• Positive  direct  Coombs'  test 

• False-positive  tests  for  urinary  glucose  with 

Benedict's  or  Fehling's  solution  and  Clinitest® 
tablets  but  not  with  Tes-Tape®  (glucose 
enzymatic  test  strip,  Lilly).  [072BB6R| 

PA  8794  AMP 

©1987,  ELI  LILLY  AND  COMPANY 

Additional  information  available  lo  l he 
profession  on  request  trom  Eli  Lilly  and 
Company.  Indianapolis,  Indiana  46285 

Ell  Lilly  Industries,  Inc 

Carolina,  Puerto  Rico  00630 


700241 


Before  prescribing,  see  complete  prescribing  information  in  SK&F  CO. 
literature  or  PDR.  The  following  is  a brief  summary. 


* WARNING 

This  drug  is  not  indicated  for  initial  therapy  of  edema  or  hyperten- 
sion. Edema  or  hypertension  requires  therapy  titrated  to  the  individual. 
If  this  combination  represents  the  dosage  so  determined,  its  use 
may  be  more  convenient  in  patient  management  Treatment  of  hyper- 
tension and  edema  is  not  static,  but  must  be  reevaluated  as  con- 
ditions in  each  patient  warrant. 


Contraindications:  Concomitant  use  with  other  potassium-sparing  agents 
such  as  spironolactone  or  amiloride.  Further  use  in  anuria,  progressive 
renal  or  hepatic  dysfunction,  hyperkalemia.  Pre-existing  elevated  serum 
potassium  Hypersensitivity  to  either  component  or  otner  sulfonamide- 
derived  drugs. 

Warnings:  Do  not  use  potassium  supplements,  dietary  or  otherwise, 
unless  hypokalemia  develops  or  dietary  intake  of  potassium  is  markedly 
impaired.  If  supplementary  potassium  is  needed,  potassium  tablets 
should  not  be  used.  Hyperkalemia  can  occur,  and  has  been  associated 
with  cardiac  irregularities.  It  is  more  likely  in  the  severely  ill,  with  urine 
volume  less  than  one  liter/day,  the  elderly  and  diabetics  with  suspected 
or  confirmed  renal  insufficiency.  Periodically,  serum  K+  levels  should  be 
determined.  If  hyperkalemia  develops,  substitute  a thiazide  alone,  restrict 
K+  intake  Associated  widened  QRS  complex  or  arrhythmia  requires 
prompt  additional  therapy.  Thiazides  cross  the  placental  barrier  and 
appear  in  cord  blood  Use  in  pregnancy  requires  weighing  anticipated 
benefits  against  possible  hazards,  including  fetal  or  neonatal  jaundice, 
thrombocytopenia,  other  adverse  reactions  seen  in  adults.  Thiazides 
appear  and  triamterene  may  appear  in  breast  milk.  If  their  use  is  essential, 
the  patient  should  stop  nursing  Adequate  information  on  use  in  children 
is  not  available.  Sensitivity  reactions  may  occur  in  patients  with  or  with- 
out a history  of  allergy  or  bronchial  asthma.  Possible  exacerbation  or 
activation  of  systemic  lupus  erythematosus  has  been  reported  with 
thiazide  diuretics 

Precautions:  The  bioavailability  of  the  hydrochlorothiazide  component  ol 
Dyazide'  is  about  50%  of  the  bioavailability  of  the  single  entity. 
Theoretically,  a patient  transferred  from  the  single  entities  of  triamterene 
and  hydrochlorothiazide  may  show  an  increase  in  blood  pressure  or  fluid 
retention  Similarly,  it  is  also  possible  that  the  lesser  hydrochlorothiazide 
bioavailability  could  lead  to  increased  serum  potassium  levels  However, 
extensive  clinical  experience  with  Dyazide’  suggests  that  these  conditions 
have  not  been  commonly  observed  in  clinical  practice.  Angiotensin- 
converting enzyme  (ACE)  inhibitors  can  elevate  serum  potassium;  use 
with  caution  with  Dyazide'  Do  periodic  serum  electrolyte  determinations 
(particularly  important  in  patients  vomiting  excessively  or  receiving 
parenteral  fluids,  and  during  concurrent  use  with  amphotericin  B or 
corticosteroids  or  corticotropin  [ACTH])  Periodic  BUN  and  serum 
creatinine  determinations  should  be  made,  especially  in  the  elderly, 
diabetics  or  those  with  suspected  or  confirmed  renal  insufficiency 
Cumulative  effects  of  the  drug  may  develop  in  patients  with  impaired  renal 
function.  Thiazides  should  be  used  with  caution  in  patients  with  impaired 
hepatic  function  They  can  precipitate  coma  in  patients  with  severe  liver 
disease  Observe  regularly  for  possible  blood  oyscrasias,  liver  damage, 
other  idiosyncratic  reactions  Blood  dyscrasias  have  been  reported  in 
patients  receiving  triamterene,  and  leukopenia,  thrombocytopenia, 
agranulocytosis,  and  aplastic  and  hemolytic  anemia  have  been  reported 
with  thiazides  Thiazides  may  cause  manifestation  of  latent  diabetes 
mellitus  The  effects  of  oral  anticoagulants  may  be  decreased  when 
used  concurrently  with  hydrochlorothiazide;  dosage  adjustments  may  be 
necessary  Clinically  insignificant  reductions  in  arterial  responsiveness 
to  norepinephrine  have  been  reported  Thiazides  have  also  been  shown  to 
increase  the  paralyzing  effect  of  nondepolarizing  muscle  relaxants  such 
as  tubocurarme.  Triamterene  is  a weak  folic  acid  antagonist  Do  periodic 
blood  studies  in  cirrhotics  with  splenomegaly.  Antihypertensive  effects 
may  be  enhanced  in  post-sympathectomy  patients  Use  cautiously  in 
surgical  patients  Triamterene  has  been  found  in  renal  stones  in  associa- 
tion with  the  other  usual  calculus  components  Therefore,  Dyazide' 
should  be  used  with  caution  in  patients  with  histories  of  stone  formation 
A few  occurrences  of  acute  renal  failure  have  been  reported  in  patients 
on  Dyazide  when  treated  with  mdomethacin  Therefore,  caution  is 
advised  in  administering  nonsteroidal  anti-mflammatorv  agents  with 
Dyazide  The  following  may  occur  transient  elevated  BUN  or  creatinine 
or  both,  hyperglycemia  and  glycosuria  (diabetic  insulin  requirements  may 
be  altered),  hyperuricemia  ano  gout,  digitalis  intoxication  (in  hypokalemia), 
decreasing  alkali  reserve  with  possible  metabolic  acidosis  Dyazide' 
interferes  with  fluorescent  measurement  of  quinidme  Hypokalemia  is 
uncommon  with  Dyazide’  but  should  it  develop  corrective  measures 
should  be  taken  such  as  potassium  supplementation  or  increased  dietary 
intake  of  potassium-rich  foods  Corrective  measures  should  be  instituted 
cautiously  and  serum  potassium  levels  determined  Discontinue  correc- 
tive measures  and  Dyazide  should  laboratory  values  reveal  elevated 
serum  potassium  Chloride  deficit  may  occur  as  well  as  dilutional 

Ratremia  Concurrent  use  with  chlorpropamide  may  increase  the  risk 
rere  hyponatremia  Serum  PBI  levels  may  decrease  without  signs 
of  thyroid  disturbance  Calcium  excretion  is  decreased  by  thiazides 
Dyazide  should  be  withdrawn  before  conducting  tests  for  parathyroid 
function  Thiazides  may  add  to  or  potentiate  the  action  of  other  anti- 
hypertensive  drugs  Diuretics  reduce  renal  clearance  of  lithium  and 
increase  the  risk  of  lithium  toxicity 

Adverse  Reactions;  Muscle  cramps  weakness  dizziness,  headache, 
dry  mouth  anaphylaxis  rash,  urticaria  photosensitivity,  purpura,  other 
dermatological  conditions,  nausea  and  vomiting  diarrhea  constipation, 
other  gastrointestinal  disturbances,  postural  hypotension  imay  be 
aggravated  by  alcohol,  barbiturates,  or  narcotics)  Necrotizing  vasculitis, 
paresthesias  icterus  pancreatitis  xanthopsia  and  respiratory  distress 
including  pneumonitis  and  pulmonary  edema  transient  blurred  vision, 
sialadenitis  and  vertigo  have  occurred  with  thiazides  alone  Triamterene 
has  been  found  in  renal  stones  in  association  with  other  usual  calculus 
components  Rare  incidents  of  acute  interstitial  nephritis  have  been 
reported  Impotence  has  been  reponed  in  a few  patients  on  Dyazide 
although  a causal  relationship  has  not  been  established 

Supplied  Dyazide'  is  supplied  as  a red  and  white  capsule,  in  bottles  of 
1000  capsules;  Single  Unit  Packages  runit-dosei  of  100  Untended  for 
Institutional  use  only);  In  Patient-Pal unlt-of-use  bottles  ol  100 

BRS-D2L42 


In  Hypertension*... 
When  Itbu  Need  to 
Conserve  K+ 


Remember  the  Unique 
Red  and  White  Capsule: 


\bur  Assurance  of 


SK&F  Quality 


Serum  K+  and  BUN  should  be  checked  periodically  (see  Warnings  and  Precautions). 


Potassium-Sparing  Jftsta 

Dyazide®  capsule: 
\6ur  assurance  of 
SK&F  quality. 


25  mg  Hydrochlorothiazide/50  mg  Triamterene/SKF 

Over  20  Years  of  Confidence 


a product  of 

SK&F  CO. 

Carolina,  PR  00630 


SK&F  Co.  1983 


Motrin 800 mg 

ibuprofen 


p - • mm 


. 


■ 


- 


The  1987  Jerome  Cochran 

Lecture 

Edward  R.  Annis,  M.D.* 


I am  honored  to  be  able  to  follow  the  more  than  87 
physicians  whose  annual  Jerome  Cochran  Lectures 
have  recorded  the  progress  of  medicine.  Over  the  years 
and  guided  by  its  leadership,  the  profession  of  medi- 
cine, in  a steadily  progressive  and  evolutionary  fash- 
ion, has  accepted  and  adopted  the  products  of  expe- 
rience, scientific  discovery  and  technological 
innovations.  These  previous  lectures  have  paid  proper 
tribute  to  the  achievements  of  the  past  while  projecting 
the  challenges  and  opportunities  for  the  future. 

These  days  when  doctors  get  together  discussions 
revolve  around  professional  liability,  DRGs  and  other 
government  intrusions,  and  the  multiple  proposals  for 
alternate  methods  of  health  care  delivery. 

While  these  subjects  demand  the  prime  interest  of 
physicians  they  have  yet  to  generate  significant  and 
widespread  interest  and  understanding  among  the 
nonmedical  public. 

The  tide  which  we  oppose  and  which  threatens  to 
engulf  us  is  too  powerful  to  be  resisted  by  repeating 
words  among  ourselves  with  which  we  are  all  too 
familiar.  Painful  times  lie  ahead  for  the  complacent  as 
well  as  for  those  who  believe  we  can  continue  the 
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status  quo.  Changes  are  taking  place  so  rapidly  that 
there  is  little  time  to  act.  We  must  anticipate  the  future 
to  assure  that  short-term  measures  to  control  costs  do 
not  jeopardize  long  term  quality  medical  care. 

We  need  allies!  We  need  strong  allies!  They  are 
available  if  only  we  would  reestablish  the  strong  doc- 
tor-patient relationship  enjoyed  by  our  predecessors  in 
our  great  profession. 

There  are  two  basic  tools  to  enhance  doctor-patient 
relationship. 

The  first  is  listening. 

The  second  is  talking. 

When  we  listen,  we  hear  that  the  ever-rising  cost 
of  medical  care  is  among  the  leading  fears  and  con- 
cerns of  the  public. 

When  we  listen,  we  find  that  the  public  feels  that 
the  government  spends  too  little  rather  than  too  much 
in  providing  for  the  elderly  and  the  poor. 

When  we  listen,  we  find  that  repeatedly  polls  of  the 
elderly  have  indicated  that  they  hope  for  and  want 
competent  and  compassionate  help  more  than  high  cost, 
high-tech  interventions  to  prolong  their  dying. 

When  we  listen,  especially  to  the  elderly,  we  learn 
how  well  external  forces  have  succeeded  in  placing 
the  blame  for  high  cost  of  medical  care  on  doctors  and 
hospitals. 
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By  talking  we  can  reassure  patients  that  we  have 
their  best  interests  at  heart. 

By  talking  we  can  encourage  them  to  speak  freely, 
to  ask  questions,  to  learn  the  necessity  for  tests,  what 
the  results  mean,  what  their  alternatives  are,  and  what 
we  recommend  as  the  best  treatment  for  their  prob- 
lems. 

By  talking  to  our  patients,  to  their  families,  to  thought 
leaders  in  our  communities,  we  can  educate  others  to 
comprehend  the  many  and  contributing  factors  which 
have  led  to  today’s  pressing  problems. 

By  talking  we  can  share  our  problems  with  our  pa- 
tients, confident  that  if  and  when  they  understand  they 
will  become  active  in  our  mutual  best  interests. 

High  on  the  list  of  continually  rising  costs  is  the 
problem  of  professional  liability  insurance. 

The  more  we  review  the  steadily  increasing  number 
of  claims  for  alleged  malpractice,  the  more  it  becomes 
apparent  that  a large  percentage  — estimated  at  60% 
to  75%  — of  malpractice  suits  have  little  to  do  with 
the  medical  result. 

Many  of  these  arise  from  the  social  climate  of  our 
times  and  the  changing  public  perception  of  the  phy- 
sician. Even  more  arise  because  the  record  shows  that 
doctors  don’t  talk  to  their  patients. 

Patients  have  always  been  more  reluctant  to  sue  a 
concerned  physician  than  an  unconcerned  one  — or 
one  who  is  presumed  to  be  unconcerned  and  uncaring. 

In  brief,  many  of  the  public  have  come  to  view 
physicians  as  purely  materialistic  instead  of  idealistic 
and  no  holds  are  barred  in  this  climate  by  sharp  trial 
lawyers  who  envision  a sizable  piece  of  the  action. 

If  we  won’t  talk  to  our  patients,  lawyers  will! 

As  we  approach  this  problem  of  malpractice  and 
risk  management  for  its  prevention,  we  always  review 
and  stimulate  thinking  about  patient  safety  and  quality 
control. 

Safety  and  quality  of  care  have  long  been  uppermost 
in  medical  teaching  and  medical  practice.  Quality  and 
safety  can  be  linked  together  as  logical  extensions  of 
those  self-instituted  and  self-regulated  efforts  which 
have  developed  — not  because  of  legislative  and  out- 
side pressures,  but  from  within  a medical  profession 
dedicated  to  ever  better  medical  care. 

The  litany  of  progress  has  been  both  commendable 
and  substantial: 

Clinical  pathological  conferences 

Tissue  committees 

Record  committees 

Audit  committees 

Ethics  committees 

Grand  rounds 

Peer  review 

Continuing  medical  education 

What  do  all  of  these  add  up  to  except  better  medical 
care  for  those  who  come  to  us  for  help? 


But  reflect  a moment!  Every  one  of  these  is  confined 
to  the  world  of  doctors  and  all  of  these  are  excluded 
from  the  vision  and  understanding  in  the  world  of 
patients.  Yet  patients  are  the  prime  beneficiaries  of 
these  meritorious  procedures  and  because  we  don’t  talk 
to  them  they  don’t  understand. 

In  today’s  advanced  state  of  specialists  and  sub- 
specialists — especially  when  referred  — many  pa- 
tients, too  often,  have  a rendezvous  with  a new,  costly, 
sophisticated  diagnostic  or  therapeutic  device  — usu- 
ally among  total  strangers  — before  he  or  she  has  a 
meaningful  interview  with  the  physician. 

We  have  a tremendous  and  ever-growing  body  of 
scientific  and  technical  knowledge,  but  it  must  be 
merged  with  a visible  moral  philosophy  of  caring  for 
people.  There  have  been  several  reports  that  people 
judge  doctors’  competence  largely  by  how  well  they 
explain  things  to  their  patients. 

There  is  little  doubt  that  perhaps  the  best  antidote 
to  the  poisonous  anti-doctor  propaganda  around  us  is 
to  treat  our  patients  with  all  the  skill  and  care  and 
empathy  we  possess.  But  we  must  talk  to  them  — in 
order  to  establish  trust  and  a close  doctor-patient  re- 
lationship based  on  trust. 

Unlike  earlier  years  when  our  leadership  concen- 
trated on  matters  medical,  the  future  role  of  organized 
medicine  is  being  dictated  by  our  profession’s  ability 
and  willingness  to  recognize  and  to  adapt  to  those 
turbulent  forces  currently  operating  in  the  social,  eco- 
nomic and  political  as  well  as  the  scientific  climate  of 
today. 

Many  of  you  may  have  already  become  tired  of 
hearing  about  revolutionary  changes,  but  a revolution 
is  exactly  what  is  taking  place  today.  Never  in  my 
fifty  years  in  medicine  have  I seen  changes  come  so 
big,  so  thick,  so  fast. 

Today’s  doctors  and  hospitals  are  under  siege. 
Webster’s  dictionary  defines  siege  as  a long  period  of 
distress,  illness  or  trouble.  How  better  than  “under 
siege’’  can  we  characterize  the  environment  in  which 
doctors  and  hospitals  find  themselves  today? 

If  costs  are  rising  rapidly,  and  they  are;  if  excessive 
costs  must  be  controlled,  and  they  must  — reason  and 
common  sense  dictate  that  attention  must  be  directed 
toward  the  major  contributing  factors  which  have  cre- 
ated the  problem. 

Many  and  varied  are  the  contributing  factors  which 
up  until  now  have  provided  the  American  people  with 
greater  availability  and  greater  access  to  quality  med- 
ical care  than  ever  before  experienced  by  any  people, 
anywhere,  at  any  time  in  the  history  of  the  world. 

Among  these  many  factors  one  stands  out  as  a fun- 
damental — namely,  freedom.  The  freedom  for  pa- 
tients to  choose  their  own  doctor,  and  the  freedom  of 
doctors  and  patients  to  choose  their  hospital  and  to 
decide  on  the  most  appropriate  treatment. 

There  are  powerful  forces  at  work  today  to  take 


22  / Alabama  Medicine,  The  Journal  of  MAS  A 


Dr.  Annis  delivering  the  Jerome  Cochran  Lecture  at  annual 
session  in  Birmingham,  April  24,  1987. 

away  those  freedoms  and  in  the  process  threaten  to 
destroy  our  great  system  of  medical  care.  They  are 
taking  choices  away  from  doctors  and  their  patients 
and  are  putting  decision-making  into  the  hands  of  those 
who  pay  some  or  all  of  the  bills.  These  forces  did  not 
arise  overnight  and  their  existence  is  no  accident. 

In  a democracy  things  don’t  just  happen.  They  hap- 
pen because  people  make  them  happen. 

During  my  years  as  a physician  there  have  been 
forces  unfriendly  to  medicine  which  would  establish 
here  in  the  United  States  a British-type  system  of  med- 
ical care  wherein  hospitals  are  controlled  by  govern- 
ment and  doctors  are  employees  of  the  state. 

It  has  been  the  elected  leadership  in  the  organization 
of  medicine  here  in  Alabama  and  with  sister  states  in 
the  American  Medical  Association  who  have  vigor- 
ously opposed  those  forces  inimical  to  medical  prog- 
ress. 

The  great  majority  of  doctors  stay  busy  taking  care 
of  the  problems  of  other  people,  their  illnesses,  their 
accidents,  their  heart  attacks,  their  strokes,  their  can- 
cers. Too  many  of  these  physicians,  estimated  to  be 
in  excess  of  175,000,  remain  aloof  from  and  do  not 
participate  in  the  organizations  of  medicine,  apparently 
unmindful  of  the  winds  and  tides  of  change  which 


threaten  the  very  quality  of  medical  care  which  they 
espouse  and  which  they  are  privileged  to  provide. 

Many  of  these  are  fine  physicians,  good  clinicians, 
excellent  teachers,  and  qualified  researchers  who  have 
disenfranchised  themselves  and  thus  deprived  the 
profession  as  a whole,  as  well  as  themselves,  of  the 
opportunities  to  generate  new  ideas  where  they  can  be 
heard,  to  glean  ideas  from  their  colleagues,  and  to 
make  positive  contributions  toward  the  strength  and 
stability  of  those  organizations  which  are  essential  to 
preserve  what  we  have  while  continuing  medical  prog- 
ress. 

Recognizing  the  importance  of  input  from  all  sig- 
nificant segments  of  the  profession,  the  American 
Medical  Association  has  expanded  participation  in  its 
governing  body,  the  House  of  Delegates,  by  stimu- 
lating the  participation  of  students  and  residents,  of 
deans  of  medical  schools,  of  the  leadership  of  specialty 
societies,  and  more  recently  representatives  of  young 
physicians  and  the  hospital  staffs  who  man  the  firing 
line  of  everyday  medical  and  surgical  practice. 

You  are  among  the  spokesmen  and  spokeswomen, 
the  vocal  leaders  of  Alabama  medicine.  Today  we  need 
leadership  as  never  before,  because  our  profession  is 
confronted  with  innumerable  troubling  and  complex 
problems. 

A major  challenge  to  leadership  today  is  to  persuade 
busy  doctors  that  it  was  government’s  forcible  intru- 
sion into  medical  affairs  which  has  forced  the  orga- 
nizations of  medicine  into  the  competitive  arena  of 
adversarial  politics. 

For  over  a quarter  of  a century  politicians,  bureau- 
crats and  a liberal  communication  media  have  steadily 
and  consistently  presented  a distorted  image  of  Amer- 
ican doctors  and  their  organizations. 

From  one  who  has  lived  through  these  periods  may 
I recount  a little  history.  The  forces  hostile  to  medicine 
started  over  40  years  ago  with  the  Wagner-Murray- 
Dingle  bill,  which  would  have  established  an  English- 
system  type  of  socialized  medicine  here  in  the  United 
States. 

Because  of  the  enlightened  and  active  opposition  of 
the  elected  leadership  in  organized  medicine  the  pro- 
ponents of  this  approach  were  unable  to  sell  the  Amer- 
ican people,  despite  continuous  and  persistent  pres- 
sures on  their  elected  representatives. 

Faced  with  repeated  failures  the  advocates  of  central 
government  control  changed  their  tactics  and  their  po- 
litical approaches.  Their  reasoning  took  a piecemeal 
approach,  though  their  ultimate  objectives  were  always 
in  sight.  Let  us  care  for  all  of  the  elderly,  the  rich  as 
well  as  the  poor,  while  having  the  younger  working 
members  of  society,  the  taxpayers,  foot  most  of  the 
bill. 

Their  avowed  reasoning  was  that  once  this  program 
of  entitlement  was  in  place  and  working,  those  wh 
were  paying  the  bills  would  want  to  be  included  in 
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benefits  for  which  they  paid,  and  thus  the  public  at 
large  could  be  easily  persuaded  to  expand  the  system. 

World  events  and  evolutionary  changes  provided  the 
opportunity  for  these  proponents  to  see  some  of  their 
plans  materialize.  The  Second  World  War  was  the  first 
time  in  history  when  more  men  died  as  a result  of  the 
ravages  of  the  implements  of  war  than  died  of  infec- 
tion. 

The  sulfas,  penicillin,  tetracycline  and  those  innu- 
merable products  which  followed  now  made  possible 
successful  battles  against  the  omnipresent  bacteria  and 
opened  wide  the  door  for  safe  invasion  of  all  parts  of 
the  body  for  diagnostic  and  therapeutic  purposes. 

Alleged  meritorious  objectives  were  kept  in  the  fore- 
front and  the  betterment  of  the  people  was  the  battle 
cry  for  a single  standard  of  quality  care,  available  and 
accessible  to  all.  With  their  purported  objectives  none 
could  disagree,  then  or  now,  but  let  us  see  what  hap- 
pened as  plans  were  unfolded  and  put  in  place. 

No  one  can  successfully  deny  that  the  Hill-Burton 
approach  in  the  ’50s  and  ’60s  made  possible  a con- 
struction or  expansion  of  hospitals  in  cities  large  and 
small  throughout  the  land. 

Community  leaders  were  told:  You  raise  a dime  and 
the  government  will  give  you  a dollar  to  see  that  hos- 
pital facilities  are  available  where  needed  by  our  peo- 
ple. The  nation  responded  and  produced  the  greatest 
system  of  hospitals  and  medical  tools  ever  known. 

Under  President  Lyndon  Johnson  and  the  Great  So- 
ciety, Medicare  and  Medicaid  were  introduced  in  1964 
and  1965.  The  American  Medical  Association  cau- 
tioned Congress  not  to  overpromise,  and  that  such  a 
program  would  be  extremely  costly;  that  great  numbers 
of  Americans,  including  a substantial  number  of  the 
elderly  over  65,  were  then  covered  by  health  insurance 
and  were  perfectly  able  to  continue  that  coverage  on 
their  own. 

We  frequently  repeated  our  position  that  American 
medicine  believes  that  every  person  in  this  country, 
when  they  need  it  and  ask  for  it,  should  have  the 
medical  care  when  they  need,  as  long  as  they  need  it, 
whether  or  not  they  can  pay  for  it. 

Our  position  then  and  now  has  been  that  those  who 
provide  for  their  own  housing,  food,  clothing,  trans- 
portation and  recreation  should  obtain  protection 
through  the  mechanism  of  health  insurance  which  they 
pay  for,  leaving  to  government  payment  only  for  those 
unable  to  take  care  of  themselves. 

Our  admonitions  were  ignored  and  entitlement  to 
Medicare  became  the  right  of  millionaires  as  well  as 
paupers.  Ten  years  later,  again  ignoring  input  from 
the  medical  profession,  Congress  established,  under 
Medicare,  treatment  for  everyone  suffering  from  one 
disease  — not  heart  disease,  not  cancer,  but  rather 
end-stage  renal  disease. 

Once  again  everyone,  the  rich  as  well  as  the  poor, 
was  entitled  to  coverage  under  Medicare  because  of 


kidney  failure.  The  program  was  projected  by  its  ad- 
vocates to  peak  at  approximately  $350  million  a year. 
Once  again  their  projections  were  wholly  in  error.  Last 
year  the  cost  approached  $2  billion. 

Another  of  the  long-term  plans  of  the  socializers 
was  to  lessen  the  influence  of  the  profession  by  pro- 
ducing a surplus  of  licensed  physicians.  This  was  done 
in  two  ways.  The  first  way,  bureaucrats  in  the  De- 
partment of  Health,  Education  and  Welfare  under  then- 
President  Lyndon  Johnson  wrote  a speech  for  the  Pres- 
ident, the  contents  of  which  were  widely  disseminated 
but  primarily  addressed  to  the  nation’s  medical  schools. 

That  speech  proclaimed  that  there  were  50,000  too 
few  doctors  in  this  country  and  medical  schools  were 
threatened  with  withdrawal  of  funds  for  teaching  and 
research  unless  they  did  something  about  it.  The  result: 
Over  a 10-year  period  the  number  of  students  in  our 
nation’s  medical  schools  was  doubled. 

The  second  approach  was  to  produce  more  doctors 
by  lowering  the  barriers  to  allow  less  than  well-trained 
individuals  to  obtain  the  right  to  practice  medicine. 

Reasonably  well  documented  records  indicate  that 
there  are  well  in  excess  of  100,000  practicing  physi- 
cians with  M . D . licenses  who  have  never  been  exposed 
to  a first-class  education. 

At  present  there  are  in  excess  of  16,000  students 
attending  classes  at  38  largely  diploma  mills  in  the 
Caribbean. 

Remember  these  numbers  of  the  presently  practicing 
unqualified  as  well  as  those  currently  in  diploma  mills 
when  you  hear  and  read  about  the  doctor  glut.  And 
remember,  too,  that  their  numbers  and  their  existence 
are  no  accident. 

Of  course  we  can  uncover  areas  with  too  many  doc- 
tors, but  as  a nation  we  do  not  have  too  many  good 
ones.  On  the  contrary,  there  are  large  sections  of  the 
nation,  both  urban  and  rural,  where  medical  needs  are 
not  adequately  met  today  by  capable  physicians  who 
are  presently  licensed. 

The  foregoing  are  no  reason  to  indict  all  foreign 
medical  graduates,  whose  numbers  exceed  100,000  of 
today’s  practicing  physicians.  American  medicine  is 
blessed  in  its  contributions  from  all  nations,  and  per- 
haps as  many  as  half  of  all  foreign  medical  graduates 
are  found  among  the  finest  of  researchers,  teachers 
and  clinicians  who  are  a credit  to  the  profession. 

In  addition  to  the  foregoing  there  is  much  more 
discoverable  evidence  that  most  of  the  problems  we 
face  today  carry  a “Made  in  Washington”  label. 

Every  major  economist  has  pointed  a finger  at  gov- 
ernment’s fiscal  irresponsibility.  It  is  estimated  that 
roughly  50%  of  the  increase  in  health  care  costs  since 
the  mid  1960s  emanates  from  government  policies  of 
deficit  spending  and  of  borrowing  money  to  fund 
promised  benefits  which  exceed  their  ability  to  pay. 
It  is  noteworthy  that  today  the  interest  on  the  national 
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In  two  randomized,  double-blind,  and  wel 1 -control  led  clinical 
trials,  ZANTAC  150  mg  h.s.  significantly  superior  to  cimetidine 
400  mg  h.s.  for  maintenance  therapy  in  healed  duodenal  ulcers. 


Percent  of  patients  with  observed  duodenal  ulcer  recurrence 


0-4 

months 

0-8 

months 

0-12 

months 

No. 

patients 

USA1 

rani tidi ne 
150  mg  h.s. 

9% 

14** 

1 6%t 

60 

cimetidine 
400  mg  h.s. 

23% 

34% 

43% 

66 

UK,  Ireland, 
Austral i a^ 

rani tidi ne 
150  mg  h.s. 

8%+ 

14%+ 

23%+ 

243 

cimetidine 
400  mg  h.s. 

21% 

34% 

37% 

241 

*p  = 0.02 
tp=0.01 
*p<0.004 

%=life-table  estimates 

All  patients  were  permitted  prn  antacids  for  relief  of  pain. 


These  two  trials  used  the  currently  recommended  dosing  regimen 
of  cimetidine  (400  mg  h.s.)  and  ranitidine  (150  mg  h.s.).  A 
comparison  of  other  dosing  regimens  has  not  been  studied. 


The  studied  dosing  regimens  are  not  equivalent  with  respect  to 
the  degree  and  duration  of  acid  suppression  or  suppression  of 
nocturnal  acid. 


The  superiority  of  ranitidine  over  cimetidine  in  these  trials 
indicates  that  the  dosing  regimen  currently  recommended  for 
cimetidine  is  less  likely  to  be  as  successful  in  maintenance 
therapy. 


Convenient  once-a-night  dose  with  a 
low  incidence  of  side  effects^ 

Headache,  sometimes  severe,  seems  to  be  related  to  ranitidine 
administration.  Other  side  effects  have  been  reported;  for  a 
complete  listing,  see  the  ADVERSE  REACTIONS  section  in  the  Brief 
Summary. 


No  significant  interference  with  the  hepatic  cytochrome 
P-450  enzyme  system  at  recommended  doses 


ZANTAC  150  mg  has  no  significant  drug  interactions  with 
theophylline,  phenytoin,  or  warfarin.  The  bioavailability  of 
certain  medications  whose  absorption  is  dependent  on  a low  gastric 
pH  may  be  altered  when  ZANTAC  or  other  medications  that  decrease 
gastric  acidity  are  administered. 


ranitidine  HCI/G/axo  150  mg  tablets 


One  tablet  at  bedtime 
for  maintenance 


See  next  page  for  references  and 
Brief  Summary  of  Product  Information. 
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ZANTAC*  150  lablets  BRIEF  SUMMARY  OF 

(ranitidine  hydrochloride)  PRODUCT  INFORMATION 

ZANTAC’  300  lablets 
(ranitidine  hydrochloride) 

The  following  is  a brief  summary  only.  Before  prescribing,  see 
complete  prescribing  information  in  ZANTAC*  product  labeling. 
INDICATIONS  AND  USAGE:  ZANTAC*  is  indicated  in: 

1 Short-term  treatment  of  active  duodenal  ulcer.  Most  patients 
heal  within  four  weeks. 

2.  Maintenance  therapy  for  duodenal  ulcer  patients  at  reduced  dos- 
age after  healing  of  acute  ulcers. 

3.  The  treatment  of  pathological  hypersecretory  conditions  (eg.  Zol- 
linger Ellison  syndrome  and  systemic  mastocytosis). 

4.  Short-term  treatment  of  active,  benign  gastric  ulcer.  Most 
patients  heal  within  six  weeks  and  the  usefulness  of  further  treat- 
ment has  not  been  demonstrated. 

5 Treatment  of  gastroesophageal  reflux  disease  (GERD)  Symptom- 
atic relief  commonly  occurs  within  one  or  two  weeks  after  starting 
therapy  and  is  maintained  throughout  a six-week  course  of  ther- 
apy. 

In  active  duodenal  ulcer;  active,  benign  gastric  ulcer;  hyper- 
secretory states;  and  GERD,  concomitant  antacids  should  be 
given  as  needed  for  relief  of  pain. 

CONTRAINDICATIONS:  ZANTAC"  is  contraindicated  for  patients 
known  to  have  hypersensitivity  to  the  drug. 

PRECAUTIONS:  Symptomatic  response  to  ZANTAC*  therapy  does 
not  preclude  the  presence  of  gastric  malignancy. 

Since  ZANTAC  is  excreted  primarily  by  the  kidney,  dosage 
should  be  adjusted  in  patients  with  impaired  renal  function  (see 
DOSAGE  AND  ADMINISTRATION)  Caution  should  be  observed  in 
patients  with  hepatic  dysfunction  since  ZANTAC  is  metabolized  in 
the  liver. 

False-positive  tests  for  urine  protein  with  Multistix’  may  occur 
during  ZANTAC  therapy,  and  therefore  testing  with  sulfosalicylic 
acid  is  recommended 

Although  recommended  doses  of  ZANTAC  do  not  inhibit  the 
action  of  cytochrome  P-450  enzymes  in  the  liver,  there  have  been 
isolated  reports  of  drug  interactions  which  suggest  that  ZANTAC 
may  affect  the  bioavailability  of  certain  drugs  by  some  mechanism 
as  yet  unidentified  (eg,  a pH-dependent  effect  on  absorption  or  a 
change  in  volume  of  distribution). 

Lack  of  experience  to  date  precludes  recommending  ZANTAC 
for  use  in  children  or  pregnant  patients.  Since  ZANTAC  is  secreted 
in  human  milk,  caution  should  be  exercised  when  administered  to 
a nursing  mother. 

ADVERSE  REACTIONS:  Headache,  sometimes  severe,  seems  to  be 
related  to  ZANTAC*  administration.  Constipation,  diarrhea,  nau- 
sea/vomiting, and  abdominal  discomfort/pain  have  been 
reported.  There  have  been  rare  reports  of  malaise,  dizziness, 
somnolence,  insomnia,  vertigo,  tachycardia,  bradycardia,  prema- 
ture ventricular  beats,  and  arthralgias.  Rare  cases  of  reversible 
mental  confusion,  agitation,  depression,  and  hallucinations  have 
been  reported,  predominantly  in  severely  ill  elderly  patients. 

In  normal  volunteers,  SGPT  values  were  increased  to  at  least 


twice  the  pretreatment  levels  in  6 of  12  subjects  receiving  100  mg 
qid  IV  for  seven  days,  and  in  4 of  24  subjects  receiving  50  mg  qid 
for  five  days.  With  oral  administration  there  have  been  occasional 
reports  of  reversible  hepatitis,  hepatocellular  or  hepatocanalicu- 
lar  or  mixed,  with  or  without  jaundice. 

There  have  been  rare  reports  of  reversible  leukopenia,  granulo- 
cytopenia, thrombocytopenia,  and  pancytopenia. 

Although  controlled  studies  have  shown  no  antiandrogemc 
activity,  occasional  cases  of  gynecomastia,  impotence,  and  loss  of 
libido  have  been  reported  in  male  patients  receiving  ZANTAC,  but 
the  incidence  did  not  differ  from  that  in  the  general  population. 

Incidents  of  rash,  including  rare  cases  suggestive  of  mild  ery- 
thema multiforme,  and,  rarely,  alopecia,  have  been  reported,  as 
well  as  rare  cases  of  hypersensitivity  reactions  (eg,  broncho- 
spasm,  fever,  rash,  eosmophilia)  and  small  increases  in  serum 
creatinine. 

OVERDOSAGE:  Information  concerning  possible  overdosage  and  its 
treatment  appears  in  the  full  prescribing  information 
DOSAGE  AND  ADMINISTRATION  Active  Duodenal  Ulcer:  The  current 
recommended  adult  oral  dosage  is  150  mg  twice  daily.  An  alter- 
nate dosage  of  300  mg  once  daily  at  bedtime  can  be  used  for 
patients  in  whom  dosing  convenience  is  important.  The  advan- 
tages of  one  treatment  regimen  compared  to  the  other  in  a particu- 
lar patient  population  have  yet  to  be  demonstrated. 

Maintenance  Therapy:  The  current  recommended  adult  oral  dosage 
is  150  mg  at  bedtime. 

Pathological  Hypersecretory  Conditions  (such  as  Zollinger-Ellison 
Syndrome):  The  current  recommended  adult  oral  dosage  is  150  mg 
twice  a day.  In  some  patients  it  may  be  necessary  to  administer 
ZANTAC  150-mg  doses  more  frequently.  Doses  should  be  adjusted 
to  individual  patient  needs,  and  should  continue  as  long  as  clini- 
cally indicated  Doses  up  to  6 g/day  have  been  employed  in 
patients  with  severe  disease 

Benign  Gastric  Ulcer:  The  current  recommended  adult  oral  dosage 
is  150  mg  twice  a day. 

GERD:  The  current  recommended  adult  oral  dosage  is  150  mg 
twice  a day. 

Dosage  Adjustment  for  Patients  with  Impaired  Renal  Function:  On  the 

basis  of  experience  with  a group  of  subjects  with  severely  impaired 
renal  function  treated  with  ZANTAC,  the  recommended  dosage 
in  patients  with  a creatinine  clearance  less  than  50  ml/mm  is 
150  mg  every  24  hours.  Should  the  patient's  condition  require,  the 
frequency  of  dosing  may  be  increased  to  every  12  hours  or  even 
further  with  caution.  Hemodialysis  reduces  the  level  of  circulating 
ranitidine.  Ideally,  the  dosage  schedule  should  be  adjusted  so  that 
the  timing  of  a scheduled  dose  coincides  with  the  end  of  hemodialysis. 
HOW  SUPPLIED:  ZANTAC*  300  Tablets  (ranitidine  hydrochloride 
equivalent  to  300  mg  of  ranitidine)  are  yellow,  capsule  shaped 
tablets  embossed  with  “ZANTAC  300"  on  one  side  and  “Glaxo"  on 
the  other.  They  are  available  in  bottles  of  30  (NDC  0173-0393-40) 
and  unit  dose  packs  of  100  tablets  (NDC  0173-0393-47). 

ZANTAC*  150  Tablets  (ranitidine  hydrochloride  equivalent  to 
150  mg  of  ranitidine)  are  white  tablets  embossed  with  "ZANTAC 
150"  on  one  side  and  "Glaxo”  on  the  other.  They  are  available  in 
bottles  of  60  tablets  (NDC  0173-0344-42)  and  unit  dose  packs  of 
100  tablets  (NDC  0173-0344-47). 

Store  between  15°  and  30°C  (59°  and  86"F)  in  a dry  place.  Protect 
from  light.  Replace  cap  securely  after  each  opening. 

© Copyright  1983.  Glaxo  Inc.  All  rights  reserved.  October  1986 


Glaxo 

Glaxo  Inc. 

Research  Triangle  Park,  NC  27709 


Printed  in  U S A 


©1987,  Glaxo  Inc 


ZAN314R 


April 


Cochran  Lecture 

continued  from  page  24 

debt  exceeds  the  total  amount  of  monies  expended  by 
the  federal  government  on  both  Medicare  and  Med- 
icaid put  together. 

Regulations:  Repeated  studies  have  indicated  that 
excessive  government  regulations  unrelated  to  the  im- 
provement of  health  care  are  responsible  for  a quarter 
to  a third  of  current  hospital  and  medical  costs. 

To  reach  their  avowed  objectives  of  a single  standard 
of  quality  care  for  all  American  people,  government 
encouraged  hospitals  to  expand  their  capacities,  to  buy 
high-tech  equipment  and  whatever  else  was  necessary, 
and  they  promised  to  reimburse  the  hospitals  on  the 
basis  of  their  cost,  plus  a small  profit. 

Doctors  were  promised  that  they  would  be  reim- 
bursed for  services  on  the  basis  of  usual,  customary 
and  reasonable  fees. 

Employers  were  encouraged  to  provide  ever  more 
comprehensive  health  care  for  their  employees  by  of- 
fering tax  incentives.  They  were  assured  that  whatever 
it  cost  would  be  tax  deductible  as  a business  expense. 

Labor  and  management  representatives  continued  to 
negotiate  to  the  point  of  first-dollar  coverage,  totally 
relieving  millions  of  Americans  from  any  financial 
responsibility  for  their  health  care.  Employed  Amer- 
icans were  thus  spurred  to  unlimited  demands  because 
someone  else  was  paying  the  bill. 

Coverage  was  limited  to  in-hospital  care.  Govern- 
ment and  third-party  intermediaries  would  not  pay  for 
office  treatment  or  outpatient  care,  and  every  day  thou- 
sands of  patients  were  admitted  to  hospitals  for  di- 
agnosis and  treatment  because  they  were  entitled  to 
care  in  the  hospital. 

It  has  been  government  which  established  the  system 
which  made  all  of  these  things  possible.  What  hap- 
pened? Who  abused  the  system?  Any  honest  appraisal 
will  indicate  that  everybody  was  involved.  The  more 
hospitals  spent,  the  greater  their  profits. 

Many  doctors  abused  the  system  by  billing  for  ex- 
cessive tests  and  visits.  Employers  expanded  health 
care  fringe  benefits  in  order  to  assure  labor  peace  and 
workers  took  advantage  of  a system  which  provided 
benefits  for  which  they  did  not  have  to  pay. 

One  must  not  overlook  a major  contributor  affecting 
the  entire  population  — namely,  an  informed  and  mo- 
tivated public  that  learned  to  recognize  and  demand 
for  themselves  and  their  loved  ones  the  very  best  that 
modem  medicine  has  to  offer. 

It  was  out  of  Washington  that  came  the  cry  for  a 
single  standard  of  quality  care  for  all  the  American 
people.  Today  in  the  media  and  in  the  halls  of  Congress 
one  hears  a very  different  cry  and  a very  different  tune. 

There  is  alarm  and  criticism  of  the  medical  com- 
munity, hospitals  and  doctors.  Strident  voices  may  be 
heard  saying  things  like  “We  have  too  many  doctors 
and  more  hospital  beds  than  we  can  use.” 


They  say  the  tools  of  technology  have  become  so 
sophisticated  and  expensive  that  access  to  their  use 
must  be  limited. 

The  record  demonstrates  that  it  was  the  elected  lead- 
ers in  Washington,  however  meritorious  their  pur- 
ported objectives,  who  established  the  system  which 
made  it  possible  for  abuses  on  the  part  of  everyone. 
Today,  faced  with  ever-rising  demands  and  costs,  these 
same  elected  representatives,  instead  of  attacking  the 
system  which  they  created,  have  repeatedly  cut  back 
on  reimbursement  to  hospitals  and  doctors  as  if  that 
would  solve  the  problems  for  which  they  are  primarily 
responsible.  Repeatedly  government  leaders  have 
demonstrated  a true  and  direct  retreat  from  Congres- 
sional promises  to  include  at  government  expense  all 
the  elderly  and  the  poor. 

When  the  American  Medical  Association  opposed 
the  legislation  known  as  King- Anderson,  now  known 
as  Medicare,  I had  the  privilege  of  addressing  the 
American  people  to  explain  the  position  of  a sizable 
segment  of  the  profession. 

On  one  occasion  (May  21,  1962)  I addressed  a na- 
tionwide audience  from  Madison  Square  Garden  in  a 
30-minute  speech.  Here  are  two  paragraphs  from  that 
speech: 

“This  bill  would  put  the  government  smack  into 
your  hospital!  Defining  services  . . . setting  standards 
. . . establishing  committees  . . . calling  for  reports 
. . . deciding  who  gets  in  and  who  gets  out  . . . what 
they  get  and  what  they  don’t  . . . even  getting  into  the 
teaching  of  medicine  — and  all  the  time  imposing  a 
federally  administered  financial  budget  on  our  houses 
of  mercy  and  healing. 

“Ladies,  and  gentlemen,  this  King-Anderson  bill  is 
a cruel  hoax  and  a delusion!  It  wastefully  covers  mil- 
lions who  do  not  need  it.  It  heartlessly  ignores  millions 
who  do  need  coverage.  It  is  not  true  insurance.  It  will 
create  an  enormous  and  unpredictable  burden  on  every 
working  taxpayer.  It  offers  sharply  limited  benefits.” 

Have  not  every  one  of  these  predictions  come  true? 
Older  individuals  who  are  present  today  may  recall 
the  front  page  of  this  medicare  legislation,  which 
promised  a prohibition  against  any  federal  interference 
in  the  practice  of  medicine  and  guaranteed  free  choice 
by  patients  for  their  physicians  and  hospitals.  But  here 
let  me  read  directly  from  the  Act: 

Prohibition  Against  Any  Federal  Interference 

Sec.  1801.  [42  U.S.C.  1395]  Nothing  in  this  title 
shall  be  construed  to  authorize  any  Federal  officer 
or  employee  to  exercise  any  supervision  or  control 
over  the  practice  of  medicine  or  the  manner  in  which 
medical  services  are  provided,  or  over  the  selection, 
tenure,  or  compensation  of  any  officer  or  employee 
of  any  institution,  agency,  or  person  providing 
health  services;  or  to  exercise  any  supervision  or 
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control  over  the  administration  or  operation  of  any 
such  institution,  agency,  or  person. 

Free  Choice  By  Patient  Guaranteed 

Sec.  1802.  [42  U.S.C.  1395a]  Any  individual  en- 
titled to  insurance  benefits  under  this  title  may  ob- 
tain health  services  from  any  institution,  agency, 
or  person  qualified  to  participate  under  this  title  if 
such  institution,  agency,  or  person  undertakes  to 
provide  him  such  services. 

By  rules  and  regulations  emanating  from  the  bu- 
reaucracy and  provided  to  the  administrative  staffs  of 
our  elected  Senators  and  Representatives,  the  bureauc- 
racy has  been  able  to  circumvent  these  Congressional 
promises.  These  are  entrenched  individuals  protected 
by  Civil  Service  who  see  Presidents  come  and  go.  It 
is  they  who  indoctrinate  the  staff  of  our  elected  rep- 
resentatives and  who  pour  a steady  stream  of  misin- 
formation to  the  media. 

What  are  some  of  the  other  violations  of  Congres- 
sional promises? 

Fee  freezes  promised  to  be  lifted  only  to  be  extended 
time  and  again. 

Arbitrary  and  discriminatory  price  controls  affecting 
no  other  segment  of  the  nation’s  economy. 


Diagnostic  Related  Group  reimbursement  to  hos- 
pitals now  being  pushed  for  hospital-related  specialists 
and  threatened  for  the  entire  profession. 

Maximum  allowable  actual  costs,  which  is  fee-fix- 
ing and  price  control  for  those  taking  care  of  Medicare 
patients  but  who  are  not  accepting  assignment  for 
everyone  over  the  age  of  65. 

So-called  inherently  reasonable  compensation  for 
eye  surgeons  and  anesthesiologists,  their  fees  to  be 
determined  by  other  than  those  who  perform  the  serv- 
ices. 

Recommendations  for  the  arbitrary  inclusion  of  hos- 
pital-based radiologists,  anesthesiologists  and  pathol- 
ogists and  a single  global  fee  to  be  paid  for  in-hospital 
services. 

And  for  our  colleagues  in  the  socialistic  State  of 
Massachusetts,  mandatory  acceptance  of  assignment 
as  a requirement  for  licensure.  Already  14  other  states 
have  proposed  legislation  similar  to  that  existing  in 
Massachusetts. 

Each  one  of  these  are  a direct  violation  of  the  free- 
dom to  which  doctors  and  their  patients  are  entitled 
under  the  Constitution. 

These  are  but  a few  of  the  many  and  repetitive 
evidences  of  denials  to  doctors,  hospitals  and  their 
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patients  of  their  rights  to  contract  for  services  and  for 
agreement  as  to  what  is  just  reimbursements  for  serv- 
ices rendered. 

Is  it  any  wonder  that  a vast  number  of  doctors  and 
hospital  administrators  are  suffering  the  pangs  of  frus- 
tration, anxiety  and  anger?  Someone  else  is  making 
decisions  affecting  their  ability  to  practice  and  to  pro- 
vide health  care. 

Government  and  business  and  some  insurance  com- 
panies are  arrogant,  even  despotic  in  their  interference 
between  a doctor  and  his  patients.  Doctors  express 
wonder  as  to  what  will  they  do  to  us  next.  Well,  they 
will  do  whatever  we  allow  them  to  do.  But  there  comes 
at  time  for  righteous  indignation,  a time  to  overcome 
apathy  and  noninvolvement  and  a time  to  say  Stop, 
no  more.  That  time  is  now  — in  fact  it  is  past  due! 

Once  again,  I repeat:  In  our  democratic  government 
things  don’t  just  happen  — people  make  them  happen. 

It  is  time  for  us  to  take  our  story  to  the  American 
people  — these  are  the  voters  — but  they  are  also  our 
patients  and  doctors  see  three  million  of  them  face  to 
face  every  day. 

These  are  the  people  who  must  be  made  aware  that 
it  is  their  access  to  and  availability  of  quality  medical 
care  that  is  being  threatened.  It  is  our  patients  who 
constitute  our  means  of  survival  as  a free  profession. 

Public  opinion  makes  public  policy.  It  is  people 
power  creating  public  opinion  that  moves  politicians. 

But  to  be  effective  we  need  enlightened  public  opin- 
ion — and  who  else  can  enlighten  them  but  those  who 
deal  every  day  with  their  medical  problems  while  being 
increasingly  overburdened  by  external  forces  which 
jeopardize  quality  medical  care.  Unless  we  inform  the 
public  and  obtain  their  support,  we  will  lose. 

Courts  have  repeatedly  ruled  that  if  you  don’t  claim 
your  rights,  then  you  have  forfeited  them.  When  we 
fail  to  recognize  threats  to  our  freedom  to  practice  — 
and  when  we  fail  to  defend  ourselves  — our  freedom 
is  not  taken  from  us,  we  forfeit  it! 

We  are  our  patients’  only  true  advocates  and  as  we 
aggressively  assert  our  rights  we  are  protecting  their 
rights  to  receive  the  best  medical  care  that  we  can 
provide. 

The  success  of  the  Medical  Association  of  the  State 
of  Alabama  and  the  success  of  the  American  Medical 
Association  as  a whole  is  dependent  upon  the  conduct 
of  its  individual  members.  We  must  act  individually, 
but  at  the  same  time  we  must  work  collectively  with 
our  colleagues  through  our  organizations,  otherwise 
ignorance,  fear  or  apathy  will  destroy  us.  We  can  no 
longer  leave  the  battle  only  to  our  elected  leaders  — 
it  is  not  someone  else’s  problem  — it  is  ours.  Never 
was  there  a greater  need  to  belong  — to  be  supportive 
— to  be  personally  involved  and  to  be  a part  of  the 
organizations  of  medicine. 

To  protect  our  profession’s  freedom  and  to  preserve 
our  ability  to  continue  to  expand  our  knowledge  and 


skills  to  better  serve  our  people  we’d  better  — as  Paul 
Harvey  would  say  — we’d  better  tell  the  “rest  of  the 
story.” 

The  story  we  have  to  tell  is  not  a difficult  one  and 
it  can  be  readily  understood  by  our  people.  To  begin, 
all  we  have  to  ask  is  a simple  question:  Who  has 
rendered  greater  service  to  the  American  people  — 
their  doctors,  or  (their  so-called  public  servants)  the 
politicians,  the  bureaucrats? 

At  a time  of  nationwide  clamor  for  less  government 
— less  bureaucracy  — deregulation  and  greater  free- 
dom in  the  marketplace;  at  a time  of  promises  to  get 
government  off  our  backs,  why  are  we  subject  to  a 
Babel-like  cacophony  of  voices  demanding  more  re- 
strictions, more  regulations,  more  discriminatory  price 
controls  over  doctors  and  over  the  hospitals  where  they 
do  their  greatest  work? 

Ever  since  1965  marking  government’s  major  in- 
trusion into  medical  affairs  we  have  been  subject  to 
repeated  efforts  on  the  part  of  government  to  direct 
and  control  how  medicine  is  to  be  practiced. 

With  speeches,  largely  provided  by  civil  service 
protected  and  entrenched  bureaucrats  who  are  deter- 
mined to  control  us,  politicians  repeatedly  said: 

— We  just  want  to  pay  the  bills  for  the  elderly  and 
the  poor 

—We  want  all  citizens  to  have  the  best  of  care 

— We  won’t  interfere  with  doctors  and  hospitals  and 
no  third  parties  will  come  between  patients  and 
doctors. 

What  is  their  record? 

Government  regulations  which  are  coming  down  in 
frenzied  torrents,  drowning  the  profession  in  useless 
paperwork,  hamstringing  physicians  in  taking  care  of 
patients  and  in  their  efforts  to  distribute  quality  patient 
care.  At  the  same  time,  big  corporations  and  insurance 
companies  are  striving  to  contractually  provide  doctor 
and  hospital  services  at  a discount  so  that  they  can 
make  unconscionable  profits. 

These  so-called  purchasers  of  care  are  setting  in 
advance  what  they  will  pay  for  services  rendered.  These 
are  improperly  labeled  cost  controls  — because  in 
reality  they  are  limitation  of  payment  no  matter  what 
the  cost  of  continuing  quality  care  to  our  patients. 

Our  political  leaders  have  a horrendous  record  of 
broken  promises  to  the  American  people  — to  their 
doctors  — to  their  hospitals. 

They  have  overpromised  and  underpaid  for  the  health 
care  of  the  old  and  the  poor.  They  have  interposed 
many  parties  between  doctors  and  their  patients  and 
have  legislated  an  unending  series  of  intrusive  pro- 
grams — allegedly  to  control  costs.  They  already  em- 
body a long  series  of  regional  medical  programs:  RMP, 
Health  Systems  Agencies  (HSA),  Certificate  of  Need 
(CON),  Professional  Standard  Review  Organizations 
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(PSRO),  government-financed  HMOs,  only  to  be  fol- 
lowed most  recently  by  Diagnostic  Related  Groups 
(DRGs),  Prospective  Payment  Systems  (PPS),  Pre- 
ferred Provider  Organizations  (PPOs),  Exclusive  Pro- 
vider Organizations  (EPO),  Professional  Review  Or- 
ganizations (PRO),  and,  most  recently,  capitation 
payments  and  bureaucratic  denials  to  Medicaid  recip- 
ients of  their  free  choice  of  physicians. 

This  is  a good  time  to  ask:  Why  doesn’t  government 
pay  its  just  bills  to  doctors  and  hospitals  as  promised 
— for  programs  instituted  despite  medicine’s  advice 
to  the  contrary? 

They  pay  everyone  else.  They  pay  for  the  building 
of  ships  and  planes  and  guns  and  tanks  and  roads, 
almost  all  of  which  have  been  characterized  by  over- 
runs in  costs. 

The  recently  completed  Hart  office  building  in 
Washington,  projected  to  cost  47  million,  ultimately 
cost  the  taxpayers  $137  million,  but  every  architect, 
every  engineer,  every  supplier  was  paid. 

But  in  the  area  of  medical  care,  now  that  their  prom- 
ises have  exceeded  their  ability  to  pay,  they  are  blam- 
ing the  providers  and  are  discussing  even  more  pro- 
posals to  control  payment  to  doctors  and  hospitals.  We 
don’t  deserve  the  treatment  being  meted  out. 

In  the  meantime,  what  is  the  record  of  American 
medicine?  How  did  we  respond  to  government’s  prom- 
ise for  a single  standard  of  quality  care  for  our  people? 
The  record  speaks  for  itself. 

Last  year  recorded  the  lowest  death  rate  in  the  his- 
tory of  this  nation. 

Last  year  continued  two  decades  of  successful 
achievements  in  lowering  death  rates  of  heart  attacks 
and  strokes.  People  who  were  destined  to  be  blind  can 
now  see,  people  who  were  deaf  can  now  hear. 

Thousands  previously  confined  to  bed  or  wheelchair 
can  now  walk  again. 

Over  half  of  all  victims  of  cancer  are  now  cured  and 
of  the  other  half  great  numbers  are  given  many  added 
years  of  enjoyable  life. 

People  live  who  used  to  die.  Our  record  is  one  of 
which  we  can  be  justly  proud. 

But  it  is  not  enough  just  to  tell  people  what  we  have 
accomplished  in  the  past.  These  are  the  people  we 
must  continue  to  care  for.  We  must  remind  them  that 
we  do  care  in  their  interest  and  because  of  that  genuine 
interest  we  must  ask  questions,  such  as: 

Should  we  continue  to  improve  our  knowledge,  our 
skills,  our  tools  to  provide  ever-better  quality  of  care? 

Should  we  continue  to  improve  our  ability  for  suc- 
cessful organ  transplants  of  hearts,  kidneys,  lungs, 
pancreas  and  so  forth? 

Should  we  continue  our  ability  for  earlier  diagnosis 
and  treatment  when  it  will  save  more  lives? 

Should  we  continue  to  mobilize  our  now-developing 
space  age  tools  for  the  earlier  diagnosis  of  breast  can- 


cer, the  number  one  killer  of  young  and  middle-aged 
women? 

Should  we  continue  our  search  for  monoclonal  an- 
tibodies capable  of  carrying  anti-cancer  agents 
throughout  the  bloodstream  to  the  most  inaccessible 
areas  of  the  body? 

These  are  but  a few  of  the  questions  we  should  ask. 
Every  public  survey  has  indicated  that  the  public  be- 
lieves these  are  things  that  we  can  do,  and  further  that 
they  are  things  that  we  should  do. 

And  in  the  process  we  must  remind  them  that  it  will 
cost  more,  not  less,  to  take  care  of  more  people,  more 
elderly  people,  and  to  finance  new  and  better  tech- 
nological tools  to  do  an  ever-better  job. 

At  the  same  time  we  must  work  to  change  the  per- 
ception — actually  the  misconception  — kept  alive 
by  some  politicians,  many  bureaucrats  and  a liberal 
media  that  money  spent  on  health  care  is  lost,  is  wasted, 
is  money  down  the  drain. 

We  read  in  business  publications  that  as  a nation 
we  are  getting  away  from  an  industrial  to  a service 
society.  Much  space  is  given  to  the  new  jobs  being 
created  by  communications,  by  computers,  and  by  en- 
tertainment vehicles. 

Why  are  jobs  to  build  video  games,  automobiles, 
computers  or  widgets  more  important  than  jobs  for 
people  who  care  for  the  sick  and  the  injured? 

How  important  is  new  technology  to  make  people 
live  longer  and  better  and  the  jobs  created  by  training 
men  and  women  to  use  that  technology?  Medical  care 
is  labor  intensive  and  the  wages  earned  by  health  care 
workers  are  spent  in  the  marketplace  like  all  other 
wages,  buying  the  goods  and  services  produced  by  a 
diverse  population. 

It  is  important  that  we  emphasize  that  legislative 
actions  to  force  an  arbitrary  limit  on  costs  can  be  re- 
sponded to  only  by  denying  care  to  some,  by  delaying 
care  to  many  or  by  giving  less  than  the  best  of  care 
to  most. 

It  is  important  that  we  emphasize  to  the  men  and 
women  of  America  that  the  medical  profession  has 
responded  to  the  challenge  of  government  in  spite  of 
its  many  problems  because  of  regulation  and  over- 
regulation and  has  provided  for  the  people  of  this  na- 
tion a qualty  of  medical  care  that  is  preeminent  in  the 
world. 

We  must  emphasize  that  we  want  to  continue  to 
provide  this  quality  of  care  to  all  who  need  it  to  the 
extent  of  their  needs,  but  in  order  to  do  so  it  will  require 
more  people,  not  less;  more  trained  people,  more  to 
develop  new  tools,  more  to  be  educated  to  use  these 
tools.  That  will  mean  more  jobs,  more  people  working, 
more  people  contributing  positively  in  a service  econ- 
omy. 

Current  proposals  to  limit  payments  merely  say  that 
government  won’t  pay  any  more  than  they  decide  that 

continued  on  page  36 
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Living  in  the  city 
is  lonely  enough... 
with  herpes  it’s  like 
solitary  confinement; 


ZOVIRAX 

(acyclovir) 

CAPSULES 


Prevent  genital  herpes 
recurrences 
month  after  month  with 
daily  therapy. 

(In  controlled  studies,  recurrences  were 
totally  prevented  for  4 to  6 months  in  up  to 
75%  of  patients.) 


Please  see  last  fxige  of  this  advertisement  far 
brief  summary  of  prescribing  information. 


ZOVIRAX 

(acyclovir) 

CAPSULES 

Help  free  your 
patients  from 
recurrences. 


Daily  therapy 

Coping  with  genital  herpes  is 
rarely  easy.  For  some,  the 
worst  part  is  the  pain  and 
discomfort  of  frequent  attacks 
— month  after  month,  year 
after  year.  For  others,  the 
emotional  burden  presents  a 
more  difficult  problem,  leading 
to  social  isolation,  anxiety,  and 
diminished  self-esteem. 

Prevent  or  reduce 
recurrences 

Although  your  patients  have 
to  live  with  herpes,  they 
shouldn’t  have  to  suffer.  Daily 
therapy  with  ZOVIRAX 
CAPSULES  can  help  free 
them  from  the  cycle  of 
recurrent  genital  herpes.  For 
many,  one  capsule  three  times 
a day  can  suppress  recurrences 
completely  while  on  therapy. 


Generally 
well  tolerated 

Daily  therapy  with  ZOVIRAX 
CAPSULES  is  generally  well 
tolerated.  The  most  frequent 
adverse  reactions  reported 
during  clinical  trials  were 
headache,  diarrhea,  nausea/ 
vomiting,  vertigo,  and 
arthralgia. 

The  physical  and  emotional 
difficulties  posed  by  genital 
herpes  are  unique  for  each 
patient.  The  frequency  and 
severity  of  recurrent  episodes, 
as  well  as  the  emotional 
impact  of  the  disease,  should 
be  considered  when  selecting 
daily  therapy  with  ZOVIRAX 
CAPSULES. 

Please  see  brief  summary  of 
prescribing  information  on  next  page. 


Prevent  recurrences 
month  after  month* 

ZOVIRAX 

(acyclovir) 

CAPSULES 

Brief  Summary 

INDICATIONS  AND  USAGE:  Zovirax  Cap- 
sules are  indicated  for  the  treatment  of  initial 
episodes  and  the  management  of  recurrent  epi- 
sodes of  genital  herpes  in  certain  patients. 

The  severity  of  disease  is  variable  depending 
upon  the  immune  status  of  the  patient,  the  fre- 
quency and  duration  of  episodes,  and  the  degree 
of  cutaneous  or  systemic  involvement.  These 
factors  should  determine  patient  management, 
which  may  include  symptomatic  support  and 
counseling  only,  or  the  institution  of  specific 
therapy  The  physical,  emotional  and  psycho- 
social difficulties  posed  by  herpes  infections  as 
well  as  the  degree  of  debilitation,  particularly  in 
immunocompromised  patients,  are  unique  for 
each  patient,  and  the  physician  should  deter- 
mine therapeutic  alternatives  based  on  his  or 
her  understanding  of  the  individual  patient’s 
needs.  Thus  Zovirax  Capsules  are  not  appropri- 
ate in  treating  all  genital  herpes  infections.  The 
following  guidelines  may  be  useful  in  weighing 
the  benefit/risk  considerations  in  specific  disease 
categories: 

First  Episodes  (primary  and  nonprimary  infec- 
tions — commonly  known  as  initial  genital 
herpes): 

Double-blind,  placebo-controlled  studies  have 
demonstrated  that  orally  administered  Zovirax 
significantly  reduced  the  duration  of  acute  infec- 
tion (detection  of  virus  in  lesions  by  tissue  cul- 
ture) and  lesion  healing.  The  duration  of  pain 
and  new  lesion  formation  was  decreased  in 
some  patient  groups.  The  promptness  of 
initiation  of  therapy  and/or  the  patient’s  prior 
exposure  to  Herpes  simplex  virus  may  influence 
the  degree  of  benefit  from  therapy.  Patients  with 
mild  disease  may  derive  less  benefit  than  those 
with  more  severe  episodes.  In  patients  with  ex- 
tremely severe  episodes,  in  which  prostration, 
central  nervous  system  involvement,  urinary 
retention  or  inability  to  take  oral  medication  re- 
quire hospitalization  and  more  aggressive  man- 
agement, therapy  may  be  best  initiated  with 
intravenous  Zovirax. 

Recurrent  Episodes: 

Double-blind,  placebo-controlled  studies  in 
patients  with  frequent  recurrences  (6  or  more 
episodes  per  year)  have  shown  that  Zovirax 
Capsules  given  for  4 to  6 months  prevented  or 
reduced  the  frequency  and/or  severity  of  recur- 
rences in  greater  than  95%  of  patients.  Clinical 
recurrences  were  prevented  in  40  to  75%  of  pa- 
tients. Some  patients  experienced  increased 
severity  of  the  first  episode  following  cessation 
of  therapy;  the  seventy  of  subsequent  episodes 
and  the  effect  on  the  natural  history  of  the 
disease  are  still  under  study 

The  safety  and  efficacy  of  orally  administered 
acyclovir  in  the  suppression  of  frequent  episodes 
of  genital  herpes  have  been  established  only  for 
up  to  6 months.  Chronic  suppressive  therapy  is 
most  appropriate  when,  in  tne  judgement  of  the 
physician,  the  benefits  of  such  a regimen  out- 
weigh known  or  potential  adverse  effects.  In 
general,  Zovirax  Capsules  should  not  be  used  for 
the  suppression  of  recurrent  disease  in  mildly 
affected  patients.  Unanswered  questions  con- 
cerning the  human  relevance  of  in  vitro  muta- 
genicity studies  and  reproductive  toxicity 
studies  in  animals  given  very  high  doses  of  acy- 
clovir for  short  periods  (see  Carcinogenesis, 
Mutagenesis,  Impairment  of  Fertility)  should  be 
borne  in  mind  when  designing  long-term  man- 
agement for  individual  patients.  Discussion  of 
these  issues  with  patients  will  provide  them  the 
opportunity  to  weigh  the  potential  for  toxicity 
against  the  severity  of  their  disease  Thus,  this 
regimen  should  be  considered  only  for  appropri- 
ate patients  and  only  for  six  months  until  the 
results  of  ongoing  studies  allow  a more  precise 
evaluation  of  the  benefit/risk  assessment  of 
prolonged  therapy. 

Limited  studies  have  shown  that  there  are  cer- 
tain patients  for  whom  intermittent  short-term 
treatment  of  recurrent  episodes  is  effective.  This 


approach  may  be  more  appropriate  than  a sup- 
pressive regimen  in  patients  with  infrequent 
recurrences. 

Immunocompromised  patients  with  recurrent 
herpes  infections  can  be  treated  with  either 
intermittent  or  chronic  suppressive  therapy. 
Clinically  significant  resistance,  although  rare, 
is  more  likely  to  be  seen  with  prolonged  or  re- 
peated therapy  in  severely  immunocompromised 
patients  with  active  lesions. 
CONTRAINDICATIONS:  Zovirax  Capsules 
are  contraindicated  for  patients  who  develop 
hypersensitivity  or  intolerance  to  the  compo- 
nents of  the  formulation. 

WARNINGS:  Zovirax  Capsules  are  intended  for 
oral  ingestion  only. 

PRECAUTIONS:  General:  Zovirax  has  caused 
decreased  spermatogenesis  at  high  doses  in  some 
animals  and  mutagenesis  in  some  acute  studies 
at  high  concentrations  of  drug  (see  PRECAU- 
TIONS — Carcinogenesis,  Mutagenesis, 
Impairment  of  Fertility).  The  recommended  dos- 
age and  length  of  treatment  should  not  be  ex- 
ceeded (see  DOSAGE  AND  ADMINISTRATION). 

Exposure  of  Herpes  simplex  isolates  to  acy- 
clovir in  vitro  can  lead  to  the  emergence  of  less 
sensitive  viruses.  The  possibility  of  the  appear- 
ance of  less  sensitive  viruses  in  man  must  be 
borne  in  mind  when  treating  patients.  The  rela- 
tionship between  the  in  vitro  sensitivity  of 
Herpes  simplex  virus  to  acyclovir  and  clinical 
response  to  therapy  has  yet  to  be  established. 

Because  of  the  possibility  that  less  sensitive 
virus  may  be  selected  in  patients  who  are  receiv- 
ing acyclovir,  all  patients  should  be  advised  to 
take  particular  care  to  avoid  potential  transmis- 
sion of  virus  if  active  lesions  are  present  while 
they  are  on  therapy.  In  severely  immunocompro- 
mised patients,  the  physician  should  be  aware 
that  prolonged  or  repeated  courses  of  acyclovir 
may  result  in  selection  of  resistant  viruses 
which  may  not  fully  respond  to  continued  acy- 
clovir therapy. 

Drug  Interactions:  Co-administration  of  pro- 
benecid with  intravenous  acyclovir  has  been 
shown  to  increase  the  mean  half-life  and  the 
area  under  the  concentration-time  curve. 
Urinary  excretion  and  renal  clearance  were 
correspondingly  reduced. 

Carcinogenesis,  Mutagenesis,  Impairment 
of  Fertility:  Acyclovir  was  tested  in  lifetime 
bioassays  in  rats  and  mice  at  single  daily  doses 
of  50, 150  and  450  mg/kg  given  by  gavage.  There 
was  no  statistically  significant  difference  in  the 
incidence  of  tumors  between  treated  and  control 
animals,  nor  did  acyclovir  shorten  the  latency  of 
tumors.  In  2 in  vitro  cell  transformation  assays, 
used  to  provide  preliminary  assessment  of  poten- 
tial oncogenicity  in  advance  of  these  more  defini- 
tive life-time  bioassays  in  rodents,  conflicting 
results  were  obtained.  Acyclovir  was  positive 
at  the  highest  dose  used  in  one  system  and  the 
resulting  morphologically  transformed  cells 
formed  tumors  when  inoculated  into  immuno- 
suppressed,  syngeneic,  weanling  mice.  Acyclovir 
was  negative  in  another  transformation  system 
considered  less  sensitive. 

In  acute  studies,  there  was  an  increase,  not 
statistically  significant,  in  the  incidence  of 
chromosomal  damage  at  maximum  tolerated 
parenteral  doses  of  100  mg/kg  acyclovir  in  rats 
but  not  Chinese  hamsters;  higher  doses  of  500 
and  1000  mg/kg  were  clastogenic  in  Chinese 
hamsters.  In  addition,  no  activity  was  found 
after  5 days  dosing  in  a dominant  lethal  study  in 
mice.  In  6 of  11  microbial  and  mammalian  cel) 
assays,  no  evidence  of  mutagenicity  was  ob- 
served. At  3 loci  in  a Chinese  hamster  ovary  cell 
line,  the  results  were  inconclusive.  In  2 mam- 
malian cell  assays  (human  lymphocytes  and 
L5178Y  mouse  lymphoma  cells  in  vitro),  positive 
responses  for  mutagenicity  and  chromosomal 
damage  occurred,  but  only  at  concentrations  at 
least  400  times  the  acyclovir  plasma  levels 
achieved  in  man. 

Acyclovir  has  not  been  shown  to  impair  fertil- 
ity or  reproduction  in  mice  (450  mg/kg/day,  p.o.) 
or  in  rats  (25  mg/kg/day,  s.c.).  At  50  mg/kg/day 
s.c.  in  the  rat,  there  was  a statistically  sig- 
nificant increase  in  poBt-implantation  loss,  but 
no  concomitant  decrease  in  litter  size.  In  female 
rabbits  treated  subcutaneously  with  acyclovir 
subsequent  to  mating,  there  was  a statistically 
significant  decrease  in  implantation  efficiency 
but  no  concomitant  decrease  in  litter  size  at  a 
dose  of  50  mg/kg/day.  No  effect  upon  implanta- 
tion efficiency  was  observed  when  the  same  dose 
was  administered  intravenously.  In  a rat  peri- 
and  postnatal  study  at  50  mg/kg/day  s.c.,  there 
was  a statistically  significant  decrease  in  the 
group  mean  numbers  of  corpora  lutea,  total 
implantation  sites  and  live  fetuses  in  the  Fi 
generation.  Although  not  statistically  signifi- 


cant, there  was  also  a dose  related  decrease  in 
group  mean  numbers  of  live  fetuses  and  implan- 
tation sites  at  12.5  mg/kg/day  and  25  mg/kg/day, 
s.c.  The  intravenous  administration  of 
100  mg/kg/day,  a dose  known  to  cause  obstruc- 
tive nephropathy  in  rabbits,  caused  a significant 
increase  in  fetal  resorptions  and  a corresponding 
decrease  in  litter  size.  However,  at  a maximum 
tolerated  intravenous  dose  of  50  mg/kg/day  in 
rabbits,  there  were  no  drug-related  reproductive 
effects. 

Intraperitoneal  doses  of 320  or  80  mg/kg/day 
acyclovir  given  to  rats  for  1 and  6 months,  re- 
spectively, caused  testicular  atrophy.  Tfesticular 
atrophy  was  persistent  through  the  4-week  post- 
dose recovery  phase  after  320  mg/kg/day;  some 
evidence  of  recovery  of  sperm  production  was 
evident  30  days  postdose.  Intravenous  doses  of 
100  and  200  mg/kg/day  acyclovir  given  to  dogs 
for  31  days  caused  aspermatogenesis.  Thsticles 
were  normal  in  dogs  given  50  mg/kg/day,  i.v.  for 
one  month. 

Pregnancy:  Teratogenic  Effects:  Pregnancy 
Category  C. 'Acyclovir  was  not  teratogenic  in  the 
mouse  (450  mg/kg/day,  p.o.),  rat  (50  mg/kg/day, 
s.c.)  or  rabbit  (50  mg/kg/day,  s.c.  and  i.v.).  There 
are  no  adequate  and  well-controlled  studies  in 
pregnant  women.  Acyclovir  should  not  be  used 
during  pregnancy  unless  the  potential  benefit 
justifies  the  potential  risk  to  the  fetus.  Although 
acyclovir  was  not  teratogenic  in  animal  studies,, 
the  drug’s  potential  for  causing  chromosome 
breaks  at  high  concentration  should  be  taken 
into  consideration  in  making  this  determination. 
Nursing  Mothers:  It  is  not  known  whether  this 
drug  is  excreted  in  human  milk.  Because  many 
drugs  are  excreted  in  human  milk,  caution 
should  be  exercised  when  Zovirax  is  adminis- 
tered to  a nursing  woman.  In  nursing  mothers, 
consideration  should  be  given  to  not  using  acy- 
clovir treatment  or  discontinuing  breastfeeding. 
Pediatric  Use:  Safety  and  effectiveness  in 
children  have  not  been  established. 

ADVERSE  REACTIONS  — Short-Term 
Administration:  The  most  frequent  adverse 
reactions  reported  during  clinical  trials  were 
nausea  and/or  vomiting  in  8 of  298  patient  treat- 
ments (2.7%)  and  headache  in  2 of  298  (0.6%). 
Less  frequent  adverse  reactions,  each  of  which 
occurred  in  1 of  298  patient  treatments  (0.3%), 
included  diarrhea,  dizziness,  anorexia,  fatigue, 
edema,  skin  rash,  leg  pain,  inguinal  adenopathy, 
medication  taste  and  sore  throat. 

Long-Tterm  Administration:  The  most  frequent 
adverse  reactions  reported  in  studies  of  daily 
therapy  for  3 to  6 months  were  headache  in  33  of 
251  patients  (13.1%),  diarrhea  in  22  of  251 
(8.8%),  nausea  and/or  vomiting  in  20  of  251 
(8.0%),  vertigo  in  9 of  251  (3.6%),  and  arthralgia 
in  9 of  251  (3.6%).  Less  frequent  adverse  reac- 
tions, each  of  which  occurred  in  less  than  3%  of 
the  251  patients  (see  number  of  patients  in 
parentheses),  included  skin  rash  (7),  insomnia 
(4),  fatigue  (7),  fever  (4),  palpitations  (1),  sore 
throat  (2),  superficial  thrombophlebitis  (1), 
muscle  cramps  (2),  pars  planitis  ( 1 ),  menstrual 
abnormality  (4),  acne  (3),  lymphadenopathy  (2), 
irritability  (1),  accelerated  hair  loss  (1),  and 
depression  (1). 

DOSAGE  AND  ADMINISTRATION:  TYeat- 
ment  of  initial  genital  herpes:  One  200  mg  cap- 
sule every  4 hours,  while  awake,  for  a total  of 
5 capsules  daily  for  10  days  (total  50  capsules). 

Chronic  suppressive  therapy  for  recur- 
rent disease:  One  200  mg  capsule  3 times  daily 
for  up  to  6 months.  Some  patients  may  require 
more  drug,  up  to  one  200  mg  capsule  5 times 
daily  for  up  to  6 months. 

Intermittent  Therapy:  One  200  mg  capsule 
every  4 hours,  while  awake,  for  a total  of  5 
capsules  daily  for  5 days  (total  25  capsules). 
Therapy  should  be  initiated  at  the  earliest  sign 
or  symptom  (prodrome)  of  recurrence. 

Patients  With  Acute  or  Chronic  Renal  Im- 
pairment: One  200  mg  capsule  every  12  hours  is 
recommended  for  patients  with  creatinine  clear- 
ance s 10  ml/min/1.73/m*. 

HOW  SUPPLIED:  Zovirax  Capsules  (blue, 
opaque)  containing  200  mg  acyclovir  and  printed 
with  “Wellcome  ZOVIRAX  200”-  Bottles  of  100 
(NDC-0081-0991-55)  and  unit  dose  pack  of  100 
(NDC-0081-0991-56). 

Store  at  15°-30<>C  (59°-86°F)  and  protect  from 
light. 


•In  controlled  studies,  recurrences  were  totally 
prevented  for  4 to  6 months  in  up  to  75%  ofpatien1 


Burroughs  Wellcome  Co. 
Research  Triangle  Park 
North  Carolina  27709 
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Cochran  Lecture 

continued  from  page  32 

your  services  are  worth.  Simultaneously  many  third 
party  payers  are  saying,  we  will  pay  only  what  gov- 
ernment pays. 

Already  in  14  states  proposals  have  been  introduced 
to  mandate  acceptance  of  assignment  for  all  elderly 
patients.  You  would  provide  services  to  a millionaire 
as  well  as  to  a pauper  for  the  same  fee,  as  determined 
by  someone  else  and  mandated  by  law. 

All  such  proposals  come  from  those  who  don’t  take 
care  of  the  sick,  the  injured,  the  impaired  and  have 
no  comprehension  of  what  it  costs  to  deliver  quality 
medical  care. 

Who  are  they  to  determine  the  value  of  your  serv- 
ices? Why  should  you  agree  to  do  more  for  less,  under 
terms  dictated  by  a third  party? 

A doctor’s  contract  is  with  his  patient  — not  with 
government,  not  with  the  Blues,  or  Aetna,  or  any  other 
insurance  company.  It  is  government  and  other  third- 
party  payers  who  have  a contract  with  your  patients 


to  indemnify  them  for  partial  or  total  economic  costs 
for  their  treatment. 

In  summary:  We  must  demand  our  rights.  The  Con- 
stitution was  designed  to  restrict  government,  not  to 
restrict  its  people. 

Our  patients,  the  American  people,  must  be  edu- 
cated and  informed  to  realize  that  it  is  their  health, 
and  the  health  of  their  loved  ones  that  are  being  placed 
in  jeopardy. 

The  public  will  make  wise  decisions  if  they  know 
the  facts. 

Who  knows  them  better  than  we  do?  We  do  have 
a fascinating  story  to  tell. 

We  have  the  knowledge. 

We  have  a great  record  to  be  proud  of. 

We  have  an  unbeatable  weapon  — the  truth  — be- 
cause ours  is  a true  story. 

We  can  win  if  we  talk  to  the  people. 

Our  success  will  depend  upon  our  willingness  to  do 
so.  If  we  do  nothing,  we  will  lose. 

We  can  compete  or  we  can  capitulate. 

I ask  you:  Which  shall  it  be?  S 


Dx:  recurrent 
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herpes  labialis 

“HERPECIN-L  is  my  treatment  of  choice  for 
perioral  herpes.”  GP,  NY 

‘‘HERPECIN-L  appears  to  actually  prevent  the 
blisters  . . . used  soon  enough.”  DDS,  MN 

“HERPECIN-Lf . . . a conservative  approach 
with  low  risk/high  benefits.”  MD,  FL 

“Used  at  prodromal  symptoms  . . . blisters 
never  formed  . . . remarkable.”  DH,  MA 

“(In  clinical  trials) . . . response  was  dramatic. 
HERPECIN-L  . .proven  far  superior.”  DDS,  PA 

“All  patients  claimed  shorter  duration  ...  at 
prodromal  symptoms  . . . HERPECIN-L 
averted  the  attacks.”  MD,  AK 


OTC.  See  P.D.R.  for  information.  For  samples  to  make 
your  own  clinical  evaluation,  write:  Campbell  Laboratories, 
Inc.,  P.O.  BOX  812-MD,  FDR  STATION,  NEW  YORK,  N.Y. 
10150 


HeRpecm-L 

— - - 

In  Alabama  HERPECIN-L  is  available  at  all  Big  B,  Eckerd,  Harco, 
K&B,  Revco,  SupeRx  Drug  Stores  and  other  select  pharmacies. 


Alabama's  Most  Modem  Facilities  Available 


Out  Patient 
Diagnostic  Radiology  Center 


C.A.T.  Scan 

Head  and  total  body  scan 

Ultrasonography 

Studies  during  pregnancy,  gallbladder,  etc, 

I Mammography 

Low  level  radiation  cancer  survey 

General  Diagnostic  Radiology 

Certified  black  lung  survey,  G.l.  studies,  I.V.R,  tomography,  etc. 

Diagnostic  testing  and  report  within  24  hours 

■■  ■■  — ■ 

Norwood  Clinic 

1 625  25th  Street  North 
Birmingham,  Alabama 

I Appointments  call  (205)252-0261 

250-6837 
WATS  Line  1-800-272-6481 


Computed  Tomography  (CT)  of 
Lung,  Mediastinum  and  Pleura 
— Current  Concepts 

T.  Nagendran,  M.D.* 

Gloria  Jackson,  M.D.f 
S.  Nagendran,  M.D.t 


Because  of  its  enhanced  density  resolution,  cross 
sectional  format  and  ability  to  simultaneously 
evaluate  lung,  mediastinum  and  pleura,  chest  com- 
puted tomography  (CT)  has  largely  replaced  conven- 
tional techniques  in  a number  of  clinical  situations.1 
In  this  article,  we  have  presented  the  indications  for 
CT  of  lung,  mediastinum  and  pleura  from  available 
recent  literature.  Also  presented  are  our  findings  in  90 
consecutive  CTs  of  thorax. 

CT  of  Mediastinum 

CT  is  helpful  in  three  different  general  clinical  sit- 
uations: a)  conditions  where  chest  x-rays  show  mass 
lesions  in  mediastinum,  b)  conditions  where  chest 
x-rays  are  normal  but  mediastinal  pathology  is  sus- 
pected such  as  thymoma  in  myasthenia  gravis  and 
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bronchogenic  carcinoma  with  suspected  mediastinal 
extension,  and  c)  mediastinal  parathyroid  adenoma  in 
hyperthyroidism  patients.  CT  is  also  used  as  the  first 
step  in  the  diagnosis  of  suspected  mediastinal  vascular 
lesions. 

Specific  Indications  for  Mediastinal  CT 

a)  Lymph  node  enlargement  and  bronchogenic  car- 
cinoma: Mediastinal  lymph  nodes  measuring  greater 
than  1.5  cm  in  diameter  indicate  tumor  involvement 
in  94  to  97  percent  of  cases.1' 2 The  nodal  size,  how- 
ever, is  dependent  on  location  in  the  mediastinum  and 
presence  or  absense  of  infection  in  the  primary  lesion.3 
The  presence  of  node  in  CT  should  be  followed  by 
mediastinoscopy  and  nodal  biopsy  and  should  not  be 
taken  as  contraindication  for  thoracotomy  and  curative 
resection.  On  the  other  hand,  absence  of  nodes  on  CT 
is  highly  accurate  and  mediastinal  exploration  may  be 
omitted  prior  to  thoracotomy.4 
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The  direct  mediastinal  extension  of  bronchogenic 
carcinoma  is  seen  as  interdigitation  of  tumor  with  me- 
diastinal fat  or  encasement  of  great  vessels  and  bronchi 
by  tumor  or  pleural  and  pericardial  involvement  of 
tumor. 

b)  Thymomas:  Approximately  8 to  15  percent  of 
the  patients  with  myasthenia  gravis  have  thymoma. 
Thymomas  present  spherical  or  lobulated  masses  and 
are  almost  always  detected  by  CT.5  Thymic  hyperpla- 
sia can  be  differentiated  from  thymoma  by  the  finding 
of  smooth  thickening  of  thymic  lobes. 

c)  Medistinal  parathyroid  adenoma:  Mediastinal 
parathyroid  adenomas  are  very  vascular  and  most  are 
enhanced  with  intravenous  contrast  medium.  After 
negative  neck  exploration,  in  patients  with  persistent 
hyperparathyroidism,  CT  of  mediastinum  is  recom- 
mended. 

d)  Vascular  lesions:  Contrast  enhanced  CT  can  re- 
place arteriography  in  many  cases  and  sometimes  it 
serves  as  a good  screening  tool  prior  to  arteriography. 
Some  of  the  clinical  conditions  where  CT  is  helpful 
are  1)  vascular  anomalies  such  as  right  aortic  arch, 
double  aortic  arch,  persistent  left  superior  venacava 
and  anomalous  left  pulmonary  artery,  2)  superior  vena- 
caval  obstruction  secondary  to  bronchogenic  carci- 
noma, and  3)  aneurysms  of  thoracic  aorta.  Because  of 
its  ability  to  show  blood  vessels  without  a contrast 
agent,  magnetic  resonance  imaging  is  used  in  patients 
with  allergy  to  contrast  material  and  in  equivocal  CT’s.6 
It  should  be  noted  that  occasionally  aneurysms  which 
are  filled  with  clot  will  fail  to  enhance  after  contrast 
injection.3 

Lung  Disorders 

CT  is  primarily  helpful  in  delineating  lung  nodules 
and  not  diffuse  parenchymal  disease.1  Solitary  pul- 
monary nodules7  are  seen  in  one  to  two  per  thousand 
chest  x-rays.  Since  malignant  lesions  need  thoracot- 
omy and  most  benign  nodules  do  not,  it  is  important 
to  diagnose  them  preoperatively.  In  nodules  less  than 
5 cm  in  diameter  and  without  cavities,  40  percent  are 
malignant.7  Out  of  these,  30  percent  are  primary  and 
10  percent  are  metastatic.  Age  of  the  patient  is  also 
important.  In  patients  less  than  35  years  of  age,  the 
incidence  of  malignancy  is  only  1 to  3 percent;  in  the 
fourth  decade,  it  is  25  percent;  in  the  fifth  decade,  27 
percent;  sixth  decade,  40  percent;  and  seventh  decade, 
54  percent. 

Benign  lesions  are  characterized  by  concentric  or 
laminated  calcification  and  stability  in  size  for  at  least 
two  years.  Calcification  in  cancer  is  rare.  They  are 
usually  central,  diffuse,  popcorn  variety,  large  clumps 
or  homogeneous.  Calcification  in  cancerous  lesions  is 
usually  due  to  engulfment  of  benign  lesion  by  cancer, 
similar  to  scar  carcinoma. 

Cancer  and  tuberculosis  are  more  common  in  upper 
and  middle  lobes,  and  metastatic  nodules  are  located 


TABLE  1 

Indications  and  findings  of  91  CT  scans  of  thorax 

Cases 


1.  Suspected  or  proven  bronchogenic  carcinoma  56 

2.  Widened  mediastinum  (suspected  vascular 

lesion)  7 

3.  Benign  granulomas  3 

4.  Patients  with  TB  and  suspected  of  having 

associated  cancer  4 

5.  Normal  CT  scans  (suspected  pulmonary 

nodules)  11 

6.  Metastatic  workup  2 

7.  Mediastinal  mass  2 

8.  Pleural  effusion/empyema  5 

9.  Post  op  lung  cancer  1 


in  subpleural  area  or  outer  one-third  of  the  lung.  The 
borders  of  cancer  will  be  irregular  while  benign  lesions 
will  show  smooth  lobulated  margins.  CT  is  extremely 
helpful  in  detection  of  calcification  and  assessment  of 
borders.  CT  is  also  helpful  in  needle  aspiration  biopsy 
of  lung  nodules. 

In  addition,  CT  is  indicated  a)  to  evaluate  for  evi- 
dence of  pulmonary  metastasis  in  patients  who  are  to 
undergo  radical  surgery  for  primary  malignancy  such 
as  sarcoma;  b)  to  evaluate  patients  with  positive  spu- 
tum cytology  and  negative  x-ray  and  negative  fiber- 
optic bronchoscopy;  and  c)  to  evaluate  patients  with 
unknown  metastasis  to  rule  out  primary  bronchogenic 
carcinoma. 

At  times,  it  may  be  difficult  to  differentiate  a true 
pulmonary  nodule  from  shadows  caused  by  vessels. 
One  simple  trick  to  differentiate  these  two  is  to  scan 
patients  in  both  prone  and  supine  positions.  Vascular 
shadows  will  change  in  size  due  to  gravitational  in- 
crease in  blood  flow  where  solid  nodules  will  remain 
the  same. 

Schematic  drawing  of  a chest  CT  scan  illustrating 
acute  and  obtuse  angles. 
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TABLE  2 


CT  Findings  of  Lung  Abscess  and  Empyema 


Lung  Abscess 

Empyema 

Wall  Characteristics 

Thick  Wall 

Common 

Rare 

Thin  Wall 

Rare 

Common 

Width  is  Uniform 

Almost  never 

Common 

Smooth  Luminal  Margin 

Rare 

Common 

Smooth  Exterior 

Rare 

Common 

Split  Pleura 

Never 

Sometimes 

Lung  Compression 

Never 

Sometimes 

Chest  Wall  Angle 

Acute 

Common 

Rare 

Obtuse 

Never 

Common 

Shape 

Round 

Common 

Rare 

Oblong 

Sometimes 

Sometimes 

Lenticular 

Never 

Common 

In  doing  CT  of  lung  for  staging  bronchogenic  car- 
cinoma, it  is  crucial  to  include  upper  abdomen  to  see 
if  there  is  hepatic  metastasis  and  metastasis  to  adrenal 
glands.10 

Pleural  Disease8 

CT  is  extremely  valuable  in  diagnosing  all  three 
categories  of  pleural  diseases:  a)  parenchymal  lung 
lesions  with  pleural  involvement;  b)  primary  pleural 
lesions;  and  c)  extra  pleural  lesions  with  pleural  in- 
volvement. Bronchogenic  carcinoma  involving  pleura 
is  indicated  by  an  acute  and  sharply  defined  angle  by 


lung  parenchymal  mass  and  adjacent  pleural  surface. 
(Fig.  1)  A less  acute  or  less  sharply  defined  angle 
indicates  only  reaction  of  adjacent  pleura. 

Even  though  both  peripheral  lung  abscesses  and  em- 
pyema need  antibiotics  and  drainage,  while  lung  ab- 
scesses need  only  postural  drainage,  the  empyema  needs 
external  drainage.  Conventional  chest  x-ray  often  may 
not  be  able  to  differentiate  these  two  conditions,  but 
CT  findings  are  extremely  helpful.  (Fig.  2) 

Pleural  plaques  associated  with  asbestos  exposure, 
extensive  crescentic  soft  tissue  masses  of  malignant 
mesomelioma  and  localized  oval  soft  tissue  masses  of 
benign  mesomelioma  are  all  diagnostic  findings  of  pri- 
mary pleural  diseases. 

Our  Experience 

A total  of  91  CT’s  in  90  patients  have  been  studied. 
All  CT’s  were  done  using  third  generation  scanner. 
Most  examinations  were  done  in  suspended  expiration, 
and  50  cases  were  done  with  and  without  contrast 
enhancement.  All  studies  included  the  entire  lung  from 
diaphram  to  apex. 

Conclusion 

CT  of  thorax  is  an  excellent  diagnostic  tool  and  it 
should  be  used  routinely  before  thoracotomy  is  planned 
in  all  patients. 
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Schematic  drawing  of  a chest  CT  scan  illustrating  the  difference  between  an  empyema  and  a lung  abscess. 


Figure  2 . 
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AM  A. 

To  Join,  state  medical 

Contact  vovt  “T  J ol  Member- 
society  or  ""'^Dearborn Street. 

Shit>'  ^iwots  60610  or  call  collect. 
Chicago,  Illinois 

(312)751-6196. 


The  best  weapon  against  breast 
cancer  is  early  detection. 

And  that’s  why  a mammogram 
is  so  important. 

It  “sees”  breast  cancer  before 
there’s  a lump,  when  the  cure 
rates  are  near  100%.  That  could 
save  your  life;  it  might  even  save 
your  breast. 

Although  not  perfect,  a mam- 
mogram is  still  the  most  effective 
weapon  against  breast  cancer. 

And  if  you’re  over  35,  it’s  essential 
you  have  one. 

Because  all  breast  cancer  needs 
is  a place  to  hide. 

Have  A Mammogram. 
Give  Yourself  The  Chance 
Of  A Lifetime. 

AMERICAN 
V CANCER 
? SOCIETY’ 
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THE  GOVERNMENTCAN  DO 
EVERYTHING  THE  UNITED  WAY  DOES. 
ONLY  THEY  WRAP  IT  UP  FOR  YOU 
IN  NICE  RED  RIBBON. 

MILES  AND  MILES  OF  IT. 


One  of  the  best  things  about  United  Way  is  not 
what  it  does,  but  what  it  doesn’t  do. 

For  instance,  because  United  Way  is  run  almost 
entirely  by  volunteers,  it  is  able  to  return  an  amazing  89£ 
of  every  dollar  to  people  who  need  it.  That  means  less 
than  11%  goes 
for  administrative 
costs. 

So  it  doesn’t 
waste  your  money. 

And  because 
United  Way  is 
re-created  each 
year  with  a com- 
bination of  old  and 
new  volunteers, 
it  doesn’t  become 
over  encumbered 
with  huge  staffs 
of  people  who 
might  actually  get 
in  the  way  of 
progress. 

So  it  doesn’t  strangle  you  in  red  tape. 

All  of  which  means  that  because  of  what  United 
Way  doesn’t  do,  it  can  do  a much  better  job  at  what 
it  does  do. 

Helping  people.  Thanks  to  you.  it  works,  for  all  oF  us.  Unibed  Way 


FOR  GENERATIONS  CANCER 
PLAGUED  THIS  FAMILY. 

THEN  WE  CAME  INTO  THE 
PICTURE. 


It’s  a tragic  coincidence  that  cancer  has  taken  so  many  members  of  this  family  over  the 
years. 

It  took  Frank  Domato  in  1961.  Patricia  O'Hara  Brown  in  1974.  And  Serahno  Gentile 
in  1982. 

But  the  fact  that  the  chain  of  tragedies  has  now  been  broken  is  no  coincidence  at  all. 

Over  the  last  40  years,  research  programs  supported  by  the  American  Cancer  Society 
have  made  increasing  progress  in  the  treatment,  detection  and  prevention  of  cancer. 

In  1985  alone,  the  Society  funded  over  700  projects  conducted  by  the  most  distinguished 
scientists  and  research  institutions  in  the  country. 

So  it's  no  coincidence  that  in  1986,  cancer  did  not  take  Debra  Gentile— Frank  Domato’s 
great-granddaughter.  Just  as  it  didn’t  take  hundreds  of  j thousands  of  others  who  have  been 
successfully  treated  for  the  disease.  j 

You  see,  we  are  winning.  4? AMERICAN  CANCER  SOCIETY 

But  we  need  you  to  help  keep  it  that  way.  f Help  us  keep  winning. 


Family  Practitioner 
General  Practitioner 
Pediatrician 

Needed  now  to  work  with  an  unique, 
internationally  respected  rural  health  system 
network  in  Kentucky  which  includes  a hospital, 
satellite  clinics,  a home  health  agency  and  a 
school  of  advanced  nursing.  This  is  an  Equal 
Opportunity  Employer.  A regional  medical 
center  is  within  20  miles.  Tne  practice 
environment  is  stimulating  - physicians  and 
Advanced  Registered  Nurse  Practitioners  work 
in  joint  practice  teams;  interaction  with  students 
is  encouraged;  the  rural  population  presents  a 
great  range  and  intensity  ol  medical  problems. 
The  setting  is  in  heavily-wooded  mountains  with 
a moderate  4-season  climate.  Seven  state  parks 
are  within  80  miles. 

Superior  compensation/benefits  package  includes 
a guaranteed  salary  with  incentives  and 
malpractice.  Call  Deborah  Pennington 
COLLECT  at  1-502-897-2556. 


Specify  Adjunctive 


LIBRAX 


: ;-rxr^-  °*c- 


L. 


£>/u. 


Each  capsule  contains  S mg  chlordiazepoxide  HC1  and  2.5  mg 
clidinium  bromide 
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Please  consult  complete  prescribing  information,  a summary  of  which 
follows: 


* Indications:  Based  on  a review  of  this  drug  by  the  National  Acad- 
emy of  Sciences— National  Research  Council  and/or  other  informa- 
tion, FDA  has  classified  the  indications  as  follows: 

“Possibly”  effective:  as  adjunctive  therapy  in  the  treatment  of  peptic 
ulcer  and  in  the  treatment  of  the  irritable  bowel  syndrome  (irritable 
colon,  spastic  colon,  mucous  colitis)  and  acute  enterocolitis. 

Final  classification  of  the  less-than-effective  indications  requires  fur- 
ther investigation. 


Contraindications:  Glaucoma;  prostatic  hypertrophy,  benign  bladder 
neck  obstruction;  hypersensitivity  to  chlordiazepoxide  HCI  and/or 
clidinium  Br. 

Warnings:  Caution  patients  about  possible  combined  effects  with  alco- 
hol and  other  CNS  depressants,  and  against  hazardous  occupations 
requiring  complete  mental  alertness  {e.g.,  operating  machinery,  driving). 
Physical  and  psychological  dependence  rarely  reported  on  recommended 
doses,  but  use  caution  in  administering  Librium®  (chlordiazepoxide  HC1/ 
Roche)  to  known  addiction-prone  individuals  or  those  who  might 
increase  dosage;  withdrawal  symptoms  (including  convulsions)  reported 
following  discontinuation  of  the  drug. 

Usage  in  Pregnancy:  Use  of  minor  tranauilizers  during  first 
trimester  should  almost  always  be  avoided  because  of  increased 
risk  of  congenital  malformations  as  suggested  in  several  studies. 
Consider  possibility  of  pregnancy  when  instituting  therapy. 

Advise  patients  to  discuss  therapy  if  they  mtend  to  or  do 
become  pregnant. 

As  with  all  anticholinergics,  inhibition  of  lactation  may  occur. 

Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest  effective 
amount  to  preclude  ataxia,  oversedation,  confusion  (no  more  than 
2 capsules/day  initially;  increase  gradually  as  needed  and  tolerated). 
Though  generally  not  recommended,  if  combination  therapy  with  other 
psychotropics  seems  indicated,  carefully  consider  pharmacology  of 
agents,  particularly  potentiating  drugs  such  as  MAO  inhibitors,  pheno- 
thiazines.  Observe  usual  precautions  in  presence  of  impaired  renal  or 
hepatic  function.  Paradoxical  reactions  reported  in  psychiatric  patients. 
Employ  usual  precautions  in  treating  anxiety  states  with  evidence  of 
impending  depression;  suicidal  tendencies  may  be  present  and  protective 
measures  necessary.  Variable  effects  on  blood  coagulation  reported  very 
rarely  in  patients  receiving  the  drug  and  oral  anticoagulants;  causal  rela- 
tionship not  established. 

Adverse  Reactions:  No  side  effects  or  manifestations  not  seen  with 
either  compound  alone  reported  with  Librax.  When  chlordiazepoxide  HCI 
is  used  alone,  drowsiness,  ataxia,  confusion  may  occur,  especially 
in  elderly  and  debilitated;  avoidable  in  most  cases  by  proper  dosage 
adjustment,  but  also  occasionally  observed  at  lower  dosage  ranges.  Syn- 
cope reported  in  a few  instances.  Also  encountered:  isolated  instances  of 
skin  eruptions,  edema,  minor  menstrual  irregularities,  nausea  and  con- 
stipation, extrapyramidal  symptoms,  increased  and  decreased  libido — 
allinfrequent,  generally  controlled  with  dosage  reduction;  changes  in 
EEG  patterns  may  appear  during  and  after  treatment;  blood  dyscrasias 
(including  agranulocytosis),  jaundice,  hepatic  dysfunction  reported 
occasionally  with  chlordiazepoxide  HCI,  making  periodic  blood  counts 
and  liver  function  tests  advisable  during  protracted  therapy.  Adverse 
effects  reported  with  Librax  typical  of  anticholinergic  agents,  i.e.,  dry- 
ness of  mouth,  blurring  of  vision,  urinary  hesitancy,  constipation.  Con- 
stipation has  occurred  most  often  when  Librax  therapy  is  combined 
with  other  spasmolytics  and/or  low  residue  diets. 


Roche  Products  Inc. 
Manati,  Puerto  Rico  00701 


PI  0186 


When  brain  and  bowel  conflict . . 


In  irritable  bowel  syndrome*  anxiety  can  aggravate  intestinal  symptoms,  which  may 
further  intensify  anxiety  — a distressing  cycle  of  brain/bowel  conflict.  Librax  intervenes  with 
two  well-known  compounds.  The  Librium'85  (chlordiazepoxide  HCl/Roche)  component 
safely  relieves  anxiety.  And  Quarzan”5  (clidinium  bromide/Roche)  provides  antisecretory 
and  antispasmodic  action  to  relieve  discomfort  associated  with  intestinal  hypermotility. 

Dual  action—  for  peace  between  brain  and  bowel.  Because  of  possible  CNS  effects,  caution 
patients  about  engaging  in  activities  requiring  complete  mental  alertness.  Specify  Adjunctive 


LIBRAX 

Each  capsule  contains  5 mg  chlordiazepoxide  MCI 
and  2.5  mg  clidinium  bromide 


l.ibrax  has  been  evaluated  as  possibly  effective  as  adjunctive  therapy  in  the  treatment  of  peptic  ulcer  and  the  irritable  bowel  syndrome 
Copyright  < 1987  bv  Roche  Products  Inc.  All  rights  reserved.  Please  see  summary  of  prescribing  information  on  adjacent  page 
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Itls  time 

for  the  Peacemaker. 


ALABAMA 

MEDICINE 

CLASSIFIED 


NATIONAL  HEALTHCARE,  INC.,  an  Alabama  based  hospital 
management  corporation  currently  owning/managing  twelve  fa- 
cilities in  Alabama,  has  practice  opportunities  available  for  all 
specialties.  Solo,  partnership  and  group  arrangements  are  all  avail- 
able. Generous  financial  packages.  For  more  information,  contact 
Debbie  Goins  or  Cathy  Carmichael  toll  free  at  1-800-422-0183 
(outside  Alabama  1-800-523-6214)  or  collect  205-793-2399.  CVs 
may  be  sent  to  Physician  Relations/Recruitment,  Dept.  87-25, 
National  Healthcare,  Inc.,  P.O.  Box  1649,  Dothan,  Alabama 36302. 


Classified  advertising  is  $15.00  for  30  words  or  less,  plus 
20  cents  for  each  additional  word,  payable  in  advance.  Clas- 
sified displays  are  $20.00  per  column  inch.  Ad  box  number 
can  be  substituted  for  formal  addresses  upon  request  at  a cost 
of  $2.  Copy  deadline  is  6 weeks  preceding  date  of  publica- 
tion. Send  copy  to:  Advertising  Manager,  ALABAMA 
MEDICINE,  P.O.  Box  1900-C,  Montgomery,  Alabama 
36197-4201. 


COMPLETE  BURDICK  exercise  stress  testing  system  in  excellent 
condition.  Includes  EK-670  3-Channel  EKG,  4-Channel  non  fade 
monitor,  defibrillator,  and  treadmill  plus  other  accessories.  Ex- 
cellent for  cardiac  stress  testing,  routine  EKGs,  elective  or  emer- 
gency cardioversions,  monitoring  in  office  or  clinic  for  dysrhyth- 
mias, or  personal  exercise  on  treadmill.  Sell  at  sacrifice  for  less 
than  the  cost  of  many  new  EKG  machines  alone.  P.W.  Davis, 
M.D.,  739-3500,  ext.  508  or  739-0314. 


50%  OFF  PREVIOUSLY  OWNED  medical,  laboratory,  x-ray, 
ultrasound  equipment.  We  buy,  sell,  broker,  repair.  APPRAISALS 
AVAILABLE  BY  CERTIFIED  SURGICAL  CONSULTANT. 
Medical  Equipment  Resale  & Repair,  Inc.  24026  Haggerty  Rd., 
Farmington  Hills,  MI  48018.  1-800-247-5826,  (313)  477-6880. 


TEMPORARY  PRACTICE  OPPORTUNITY:  Physicians  wanted 
to  staff  free-standing  clinic  for  3 to  6 months,  beginning  June 
1987.  Family  Practice  or  Internist  with  emergency  experience  pre- 
ferred. Housing,  malpractice  insurance  provided.  Flexible  hours 
with  good  salary.  Call  Ms.  Robbie  Robbins,  at  (205)  353-6874 
for  further  information. 


GENERAL  INTERNIST  to  join  rapidly  growing  group  in  North 
Alabama.  Innovative  practice  offers  excellent  opportunity  for 
professional  and  financial  growth.  Flexible  hours,  guaranteed  sal- 
ary. Reply:  R.  Robbins,  1813  Beltline  Rd,  SW,  Decatur,  AL 
35601. 


FP/GP/IM/ER  desired  to  be  4th  MD  in  B’ham.  F.P. /Industrial 
Medicine  Group.  1st  year  80,000  + . Next  year  % of  gross.  Present 
MD’s  make  >120k/year.  No  hospital  patients.  Call/write 
M.  Vaughn,  M.D.,  2757  Greensprings  Hwy.,  B’ham.,  Ala.  35209. 
205/942-3900 


FAMILY  PRACTICE  — Metro  Alabama.  Contracted  private  prac- 
tice opportunities.  275+  bed  hospital  support.  Recreational/cul- 
tural amenities.  Compensation  package.  Contact:  Bob  Tyler  & 
Company,  9040  Roswell  Road,  Atlanta,  Georgia  30338.  Collect 
404-641-6411. 


Internist  wanted  initially  as  partner  — then  as  purchaser  for  grow- 
ing practice  grossing  $500,000.  Needs  2 Board-certified  physi- 
cians. Buy  out  finances  arranged.  Office  with  EKG,  X-ray,  sig- 
moidoscope flex,  etc.,  on-going  staff.  Reply  confidentially  with 
complete  CV  to  INTERNIST,  c/o  P.O.  Box  59406,  Birmingham, 
AL  35259. 


EXCELLENT  TEXAS  OPPORTUNITIES,  ENT,  FAMILY 
PRACTITIONER,  GENERAL  PRACTITIONER,  GENERAL 
SURGEON,  INTERNAL  MEDICINE,  OB/GYN  PERSON,  to 
practice  in  one  of  several  lake  area  communities,  in  the  beautiful 
Piney  Woods  area  of  East  Texas.  Enjoy  boating,  fishing,  hunting 
year-round.  Excellent  quality  of  life,  first  year  guarantee,  etc. 
Reply  with  C/V  to.  Medical  Support  Services,  Armando  L.  Frezza, 
11509  Quarter  Horse  Trail,  Austin,  TX  78750;  512-331-4164. 


Physicians 


TIME  TO  REORDER? 


Save  Time,  Save  Money 
with  Wilmer®  Medical 
Management  Forms 

Wilmer  compatible  pegboard  forms  are 
interchangeable  with  the  most  popular 
health  care  systems  offered  by  Control- 
O-Fax,  Safeguard?  NBS,  and  McBee. . . . 

Including  the  popular  multi-part 
insurance  claim  form  called  SuperSlip® 

Call  us! 

MASA  Services  Corp. 

835  Adams  Avenue 
Montgomery,  Alabama  36104 

834-2013  or  1-800-392-5668 


wilmer  service  line 

FORMS  YOU  CAN  COUNT  ON 


© Wilmer  Service  Line  1984 

* Registered  T rademark  of  Safeguard  Business  Systems.  Inc 
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PRIMARY  CARE  PHYSICIANS  desperately  needed  to  locate  in 
West  Central  Alabama  rural  communities,  one  hour  from  Birming- 
ham. Faculty  appointment  with  Family  Practice  Center  at  Universi- 
ty of  Alabama  if  qualified.  Join  established  practice  or  work  indi- 
vidually. Salary  of  $50,000  to  $65,000  guaranteed  until  practice  is 
self-sufficient.  Generous  fringe  benefits  include  life,  disability, 
health,  retirement,  and  malpractice  insurance,  two  weeks  con- 
tinuing education,  and  three  weeks  annual  leave.  All  equipment, 
including  X-ray  and  lab,  furniture,  and  supplies  provided.  Manage- 
ment services  including  personnel,  payroll,  tax  reports,  and  billing 
provided.  If  invited  to  visit,  all  expenses  will  be  paid.  All  moving 
expenses  covered.  Write  Health  Development  Corporation,  P.O. 
Box  1486,  Tuscaloosa,  Alabama  35403,  or  telephone  Frank 
Cochran,  collect  at  758-7545  for  more  information. 


NORTHEASTERN  ALABAMA:  Seeking  Emergency  Department 
Director  and  part-time  physicians  for  low  volume  hospital  in  resort 
area.  Flexible  schedule  and  malpractice  insurance  provided.  Please 
contact  Emergency  Consultants,  Inc.,  2240  South  Airport  Road, 
Room  9,  Traverse  City,  MI  49684;  800/253-1795,  or,  in  Michigan 
800/632-3496. 


INTERNIST  with  an  interest  in  Gastroenterology  needed  to  join 
a Cardiologist/Intemist  in  a rural  Louisiana  town  from  July,  1987. 
Attractive  first  year  salary,  benefits,  and  early  partnership.  If  in- 
terested, send  C.V.  to:  Manzoor  H.  Qazi,  M.D.,  1101 A Port 
Arthur  Terrace,  Leesville,  LA  71446. 


GEORGIA,  ATHENS:  Medical  Director  needed  for  Emergency 
Department  with  35,000  visits  in  274-bed  hospital.  Athens  is  the 
home  of  the  University  of  Georgia  and  offers  many  cultural  ac- 
tivities. Population  is  43,000  and  \-Vi  hours  from  Atlanta.  Athens 
has  the  charm  of  yesterday  but  with  all  the  modem  conveniences 
of  today.  Excellent  compensation  and  benefit  package.  For  further 
information  contact:  Carlos  Hagler,  Coastal  Emergency  Services, 
Inc.,  1900  Century  Place,  Ste.  340,  Atlanta,  GA  30345,  (404) 
325-1645,  (800)  333-EMER  outside  GA. 


EXCELLENT  TEXAS  OPPORTUNITIES,  GENERAL  SUR- 
GEON, INTERNAL  MEDICINE,  OB/GYN,  PEDIATRICIAN, 
to  practice  in  a community  close  to  Houston.  Enjoy  country  living 
at  its  best  with  the  convenience  of  Houston  within  40  min.  New 
high  tech  150  bed  hosp.  with  good  X-coverage,  excellent  quality 
of  life.  First  year  guarantee,  etc.  Reply  with  C/V  to,  Medical 
Support  Services,  Armando  L.  Frezza,  1 1509  Quarter  Horse  Trail, 
Austin,  TX  78750;  512-331-4164. 


ALABAMA:  Located  on  the  Gulf  Coast  in  a historic  community, 
this  300  bed  facility  boasts  an  annual  volume  of  10,000  patients. 
Applicants  must  have  emergency  experience.  Competitive  remu- 
neration and  malpractice  insurance  provided.  For  further  infor- 
mation contact  Debbie  Hibberts.  Emergency  Medical  Services  As- 
sociates, Inc.,  100  N.W.  70th  Avenue,  Plantation,  Florida  33317 
or  call  collect  (305)  584-1000. 


A PRESCRIPTION  FOR 
PHYSICIANS. 


Bothered  by: 

★ Too  much  paperwork?  * The  burden  of  office  overhead? 

★ Malpractice  insurance  costs? 

★ Not  enough  time  for  the  family? 

★ No  time  to  keep  current  with  technology  and  new  methods? 

★ No  time  or  money  for  professional  development? 

Join  the  Air  Force  Medical  Team.  We'll  provide  the  following: 

★ Competent  and  dedicated  professional  staff. 

★ Time  for  patients  and  for  keeping  professionally  current. 

★ Financial  security,  a generous  retirement  for  those  who  qualify. 

★ If  qualified,  unlimited  professional  development. 

★ Medical  facilities  all  around  the  world. 

★ 30  days  of  vacation  with  pay  each  year. 

★ Complete  medical  and  dental  care. 

★ Low  cost  life  insurance. 

Want  to  find  out  more?  Contact  your  nearest  Air  Force  recruiter  for 
information  at  no  obligation.  Call 


MSgt.  Jim  Gammon 
Station  to  Station  Collect 
(404)  292-4948 
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They’re  off 
to  a good 
time... 


on  your 
money 


What  a shock  it  is  to  learn  that  one’s  trust  has  been  misplaced.  Or 
one’s  patience  abused.  But  it  happens. 

There  are  people  who  finance  good  times  with  interest-free  loans. 
Loans  in  the  form  of  slowing  payments  to  creditors  whose  trust  and 
patience  is  mistaken  for  weakness. 

Leam  how  I.C.  System  can  help  _ 

keep  your  money  coming  in  on  | |l©  SVStCIH 

Works  Si 


time.  Fill  out  this  card  and  mail  it 
in  to  find  out  how 


Tell  me  more  about  the  I.C.  System  program. 


Name  (Firm) 
Address  


I.C.  SYSTEM,  INC. 

ACCOUNTS  RECEIVABLE  CONTROL  SERVICE 

444  East  Highway  96 
P.O.  Box  43639 
St.  Paul,  MN  55164 


State 


mm 


_______ 


MM 
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AUXILIARY 


Mrs.  Lamar  Thomas 
A-MASA  President 


“Let’s  Polish  the  Apple” 


The  logo  for  my  theme  this  year  is  the  apple.  Apples 
are  symbolic  of  good  health.  A look  at  a shiny  red 
apple  conjures  up  positive  feelings.  Might  1 suggest 
another  analogy.  Let  the  apple  symbolize  medicine. 
When  the  public  looks  at  this  apple  the  shine  has  dulled. 
Feelings  are  not  always  positive. 

People  now  expect  perfection  in  their  physicians. 
When  medical  treatment  is  not  successful,  physicians 
are  blamed.  There  is  criticism  of  their  medical  capa- 
bility, their  character,  their  life-style  and  the  latest  poll 
even  criticizes  the  way  they  dress.  The  image  of  the 
physician  has  been  tarnished.  We,  as  physician  spouses, 
can  help  reverse  the  poor  image  of  our  doctors.  The 
apple  can  shine  again! 

We,  as  auxilians,  are  2,000  plus  in  membership  in 
the  state  of  Alabama.  Our  projects  stress  a better  qual- 
ity of  life  for  all  citizens.  We  have  proven  we  have 
integrity,  strength  and  influence.  We  have  the  power, 
strength  in  numbers,  to  help  put  the  shine  back  on  the 
apple. 


AMA  Auxiliary  is  a nationwide  network  of  physi- 
cian spouses.  The  80,000  people  who  belong  find  it 
provides  a forum  for  sharing  information  and  concerns 
on  medical  practice  and  family  life,  as  well  as  a way 
to  impact  the  medical  profession’s  concerns  for  quality 
health  and  health  care  in  the  nation. 

Marriage  to  a physician  brings  with  it  certain  special 
pressures.  From  day  one  you  learn  about  long  hours, 
time  away  from  family  and  commitment  to  medicine. 

Auxilians  have  a unique  opportunity  to  act  as  am- 
bassadors for  the  profession  which  contributes  so  much 
to  the  health  and  well  being  of  mankind.  Through  its 
many  programs  and  projects,  often  in  coalition  with 
other  organizations,  the  auxiliary  demonstrates  that 
doctors  and  their  families  really  care  about  the  quality 
of  life  for  all. 

Involvement  with  others  who  have  similar  interests, 
problems  and  life-styles  is  an  important  facet  of  med- 
ical auxiliary  membership.  No  other  organization  of- 
fers such  unity  of  purpose  coupled  with  a common 
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bond  of  understanding  and  shared  experiences. 

Publications  keep  members  informed  of  auxiliary 
activities  and  accomplishments.  Also  printed  materials 
on  a variety  of  health  related  subjects  are  available  in 
quantity  for  community  health  activities  such  as  health 
fairs,  PTA  programs,  study  clubs  or  church  programs. 
Sharing  with  those  outside  the  medical  community 
from  our  vast  source  of  medical  information  is  a big 
plus  in  helping  to  improve  the  medical  public  image 
and  at  the  same  time  provides  a much  needed  public 
service. 

Our  state  auxiliary  has  ventured  in  many  different 
directions  in  the  past  few  years.  Self-help  groups  led 
by  people  who  “have  been  there”  were  formed  to  help 
families  cope  with  professional  liability  problems.  A 
team  approach  to  legislative  activities  included  a tele- 
phone alert  network,  as  well  as  working  with  the  med- 
ical association  on  tort  reform  legislation.  Other  suc- 
cessful projects  included  Project  Medifile  for  senior 
citizens;  Camp  Rap-a-Hope  for  children  with  cancer; 
and  the  first  steps  in  helping  to  establish  a medical 
auxiliary  in  Guatemala,  as  well  as  furnishing  a room 
at  a hospital  for  poor  children  in  the  Central  American 
country. 

Financial  assistance  to  medical  students  is  strongly 
supported  by  auxiliary  fund  raising  activities.  Ap- 
proximately $37,500  was  raised  this  year  for  AMA- 
ERF  with  such  fund  raising  projects  as  Sharing  Cards, 
memorials,  fashion  shows,  gift  wrap  and  Christmas 
card  sales. 

The  auxiliary  from  Mobile  has  been  instrumental  in 
educating  us  on  specific  “how  to’s”  to  become  more 
effective  in  our  efforts  to  help  support  tort  reform. 
They  have  perfected  a specific  plan  that  has  stimulated 
their  members  to  consistently  communicate  with  their 
legislators  and  impress  on  them  the  need  for  tort  re- 
form. They  have  worked  hand  in  hand  with  the  doctors 
in  their  county  to  push  this  major  legislative  concern. 
The  auxilians  have  given  their  time  to  train  other  county 
auxilians  at  our  state  auxiliary  workshops.  Those  who 
have  been  at  the  front  lines  in  this  battle  of  malpractice 
crisis  are  equipped  to  share  with  the  rest  of  the  medical 
communities  in  the  state  their  “battle  plan.” 

Our  AMA  Auxiliary  president,  Pat  Durham,  said, 
“Given  what  is  facing  medicine  today,  can  you  afford 
not  to  belong  to  the  auxiliary?”  H 


50  / Alabama  Medicine.  The  Journal  of  MAS  A 


q n h. 


f'l 


o 


What  Every 
Physician’s  Spouse 
Should  Know 


A series  of  booklets  on  topics  of 
special  interest  to  medical  families 
published  by  the  American 
Medical  Association  Auxiliary 


Professional  Liability 

■ Scope  of  problem  ■ Legal  process 

■ Coping 

Impairment 

■ Causes  ■ Impact  on  family 

■ Getting  help 

Survival  Tips  for  Resident  Physician/ 
Medical  Student  Spouses 

■ Marriage  in  the  training  years 

■ Stress  ■ Finances 

Marriage 

■ Who  players  are  ■ Special 
concerns  ■ Stages  of  medical  career 

Retirement  and  Estate  Planning 

■ Making  retirement  years  fulfilling 

■ Providing  for  the  family's  future 
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Significantly  improves  hemodynamics 


Bumex 

bumetanide/Roche 

0.5-mg,  1 -mg  and  2-mg  scored  tablets, 

2-ml  ampuls  (0.25  mg/ml)  and  2-ml,  4-ml 
and  10-ml  vials  (0.25  mg/ml) 


REDUCES 
FLUID  OVERLOAD 
and  eases  the  burden 
on  the  failing  heart 
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Ten  patients  with  CHF  showed  marked  hemodynamic  improvement  after  seven  days  ot 
BUMEX®(bumetamde/Roche)  (mean  values  ± SE)  Adapted  from  Olesen.  eta! 1 
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BUMEX® 

bumetanide/Roche 

0 5-mg,  1-mg  and  2-mg  scored  tablets. 

2-ml  cmpuls,  2-ml.  4-ml  end 
10-ml  viols  (0.25  mg/ml) 

BUMEX*  (bumetonide/Roche) 

Before  prescribing,  please  consult  complete  product  information,  a summary  of  which  follows: 


WARNING  Bumex  (bumetanide/Roche)  Is  a potent  diuretic  which,  it  given  in  excessive 
amounts,  can  lead  to  a profound  diuresis  with  water  and  electrolyte  depletion.  Therefore, 
careful  medical  supervision  is  required,  and  dose  and  dosage  schedule  have  to  be 
adjusted  to  the  individual  patient's  needs.  (See  under  DOSAGE  AND  ADMINISTRATION  in 
complete  product  information.) 


INDICATIONS  AND  USAGE:  Edema  associated  with  congestive  heart  failure,  hepatic  and  renal 
disease,  including  the  nephrotic  syndrome 

Almost  equal  diuretic  response  occurs  otter  oral  and  parenteral  administration  ot  Bumex  it 
impaired  gastrointestinal  absorption  is  suspected  or  orol  administration  is  not  practical,  Bumex 
should  be  given  by  the  intramuscular  or  intravenous  route 

Successful  treatment  with  Bumex  following  mstonces  ot  allergic  reactions  to  turosemide  suggests 
a lack  ot  cross-sensitivity 

CONTRAINDICATIONS:  Anuria  Hypersensitivity  and  in  patients  in  hepatic  coma  or  in  states  ot 
severe  electrolyte  depletion  Although  Bumex  can  be  used  to  induce  diuresis  in  renal  insufficiency, 
ony  marked  increase  in  blood  urea  nitrogen  or  creatinine,  or  the  development  ot  oliguria  during 
therapy  ot  patients  with  progressive  renal  disease,  is  on  indication  lor  discontinuation  ot  treatment 
WARNINGS:  Dose  should  be  adjusted  to  patient's  needs  Excessive  doses  or  too  trequent 
administration  con  leod  to  profound  water  loss,  electrolyte  depletion,  dehydration,  reduction  in 
blood  volume  and  circulatory  collopse  with  the  possibility  ot  vascular  thrombosis  and  embolism, 
particularly  in  elderly  patients 

Prevention  of  hypokalemia  requires  particular  attention  in  patients  receiving  digitalis  and  diuretics 
for  congestive  heort  failure,  hepatic  cirrhosis  and  ascites,  states  ot  aldosterone  excess  with 
normal  renol  function,  potassium  losing  nephropathy,  certain  diarrheal  states,  or  other  states 
where  hypokalemia  is  thought  to  represent  particular  added  risks  to  the  patients 
In  patients  with  hepatic  cirrhosis  and  ascites,  sudden  alterations  ot  electrolyte  balance  may 
precipitate  hepatic  encephalopathy  and  coma  Treatment  in  such  patients  is  best  initiated  in  the 
hospital  with  small  doses  and  careful  monitoring  ot  the  patient's  clinical  stotus  and  electrolyte  bal- 
ance Supplemental  potassium  and/or  spironoloctone  may  prevent  hypokalemia  ond  metobolic 
alkalosis  in  these  patients 

In  cats,  dogs  ond  guinea  pigs  Bumex  has  been  shown  to  produce  ototoxicity  Since  Bumex  is 
obout  40  to  60  limes  os  potent  os  turosemide,  it  is  anticipated  that  blood  levels  necessary  to  pro- 
duce ototoxicity  will  rarely  be  achieved  The  potential  lot  ototoxicity  mcreoses  with  intravenous 
therapy,  especially  at  high  doses 

Patients  allergic  to  sulfonamides  may  show  hypersensitivity  to  Bumex 
PRECAUTIONS:  Measure  serum  potossium  periodically  and  add  potossium  supplements  or 
potassium-sparing  diuretics,  it  necessory  Periodic  determinations  ot  other  electrolytes  are  advised 
in  patients  treated  with  high  doses  or  lor  prolonged  periods,  particularly  in  those  on  low  salt  diets 
Hyperuricemia  may  occur  Reversible  elevations  ot  the  BUN  ond  creatinine  may  occur,  especially 
with  dehydration  and  in  patients  with  renol  insufficiency  Bumex  may  increose  urinary  calcium 
excretion 

Possibility  of  effect  on  glucose  metabolism  exists  Periodic  determinations  ot  blood  sugar  should 
be  done  particularly  in  patients  with  diabetes  or  suspected  latent  diabetes 


Patients  should  be  observed  regularly  for  possible  occurrence  ot  blood  dyscrasias,  liver  damage 
or  idiosyncratic  reactions 

Especially  in  presence  ot  impaired  renal  function,  use  of  porenterally  administered  Bumex  should 
be  avoided  in  patients  to  whom  aminoglycoside  antibiotics  are  also  being  given,  except  in 
life-threatening  conditions 

Drugs  with  nephrotoxic  potential  and  bumetamde  should  not  be  administered  simultaneously 
Since  lithium  reduces  renal  clearance  and  adds  a high  risk  of  lithium  toxicity,  it  should  not  be  given 
with  diuretics 

Probenecid  should  not  be  administered  concurrently  with  Bumex 
Concurrent  therapy  with  indomethacin  not  recommended 

Bumex  may  potentiate  the  effects  ot  antihypertensive  drugs,  necessitating  reduction  in  dosage 
Interaction  studies  in  humans  have  shown  no  effect  on  digoxin  blood  levels 
Interaction  studies  in  humans  have  shown  Bumex  to  have  no  effect  on  warfarin  metabolism  or  on 
plasmo  prothrombin  activity 

Pregnancy  Bumex  should  be  given  to  a pregnant  woman  only  it  the  potential  benefit  justifies  the 

potential  risk  to  the  tetus 

Bumetamde  may  be  excreted  in  breast  milk 

Pediatric  Use  Safety  and  effectiveness  below  age  18  not  established 

ADVERSE  REACTIONS:  Muscle  cramps,  dizziness,  hypotension,  headache  and  nausea,  and 

encephalopathy  (in  patients  with  preexisting  liver  disease) 

Less  frequent  clinical  adverse  reactions  are  weakness,  impaired  hearing,  rash,  pruritus,  hives, 
electrocardiogram  changes,  abdominal  pain,  arthritic  pain,  musculoskeletal  pain  and  vomiting 
Other  clinical  adverse  reactions  are  vertigo,  chest  pain,  ear  discomtort,  fatigue,  dehydration, 
sweating,  hyperventilation,  dry  mouth,  upset  stomach,  renal  failure,  osterixis.  itching,  nipple  ten 
derness,  diarrhea,  premature  ejaculation  and  difficulty  maintaining  an  erection 
Laboratory  abnormalities  reported  ore  hyperuricemia,  azotemia,  hyperglycemia,  increased  serum 
creatinine,  hypochloremia.  hypokolemia.  hyponatremia,  and  variations  in  C02  content, 
bicarbonate,  phosphorus  and  calcium  Although  manifestations  of  the  pharmacologic  action  ot 
Bumex.  these  conditions  may  become  more  pronounced  by  intensive  therapy 
Diuresis  induced  by  Bumex  may  also  rarely  be  accompanied  by  changes  in  LDH.  total  serum 
bilirubin,  serum  proteins.  SGOT.  SGPT,  alkaline  phosphatase,  cholesterol,  creatinine  clearance, 
deviations  in  hemoglobin,  prothrombin  time,  hematocrit,  platelet  counts  and  differential  counts 
Increases  in  urinary  glucose  ond  urinary  protein  have  also  been  seen 
DOSAGE  AND  ADMINISTRATION 

Orol  Administration  The  usual  totol  daily  dosage  is  0 5 to  2 0 mg  and  in  most  patients  is  given 
as  o single  dose 

Porenlerol  Administration  Administer  to  patients  (IV  or  IM)  with  Gl  absorption  problem  ot  who 
cannot  take  orol  The  usual  initial  dose  is  0 5 to  1 mg  given  over  1 to  2 minutes  It  insufficient 
response,  o second  or  third  dose  may  be  given  at  2 to  3 hour  intervals  up  to  a maximum  ot 
10  mg  o doy 

HOW  SUPPLIED:  tablets  0 5 mg  (light  green),  1 mg  (yellow)  and  2 mg  (peoch).  bottles  of  100 

and  500,  Prescription  Paksot  30,  Tel-E -Dose*  cottons  ot  100  Imprint  on  tablets  0 5 mg 

ROCHE  BUMEX  0 5.  1 mg- ROCHE  BUMEX  1.  2 mg- ROCHE  BUMEX  2 

Ampuls.  2 ml.  0 25  mg/ml,  boxes  ot  ten 

Viols,  2 ml.  4 ml  ond  to  ml.  0 25  mg/ml,  boxes  ot  ten 
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bumetanide/Roche 
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0.5-mg,  1-mg  and  2-mg  scored  table 
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Reduce  fluid  volume  and 
improve  hemodynamics  in  CHF 

Edema  due  to  congestive  heart  tailure  often 
demands  highly  effective  diuresis  to  reduce  the 
fluid  load  on  the  failing  heart  Bumex®  (bumet- 
anide/Roche)  is  the  next  generation  in  loop 
diuretic  therapy  for  three  powerful  reasons.  It 
moves  out  an  unsurpassed  volume  of  fluid  and 
sodium,  resulting  in  significant  reductions  in 
edema  and  right  atrial  and  pulmonary  artery 
wedge  pressures.1-2  It's  almost  completely 
absorbed  through  the  Gl  tract,  so  it's  easy  to 


titrate.3  And  Bumex  completes  high-volume 
diuresis  fast-within  four  hours  at  usual 
doses.4-5  Your  patients  spend  less  time  in 
diuresis,  more  time  in  normal  activities. 

Bumex  has  a good  safety  profile;  however, 
as  with  all  loop  diuretics,  Bumex,  if  given  in 
excessive  amounts,  can  lead  to  profound 
diuresis  wifh  water  and  electrolyte  depletion, 
including  hypokalemia.  Serum  electrolytes 
should  be  monitored  periodically,  especially  in 
patients  on  low  salt  diets  or  those  treated  for 
prolonged  periods  or  on  high  doses. 
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